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(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindication!:  Concurrently  with  MAO  Inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  then  the  omphetomines,  use  with  greet  caution  In 
potients  with  severe  hypertension  or  severe  cordiovosculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Advorso  Reactions:  Roroly  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
In  relotively  low  Incidence.  As  Is  chorocteristic  of  sympathomimetic  ogents,  it  moy 
occoslonolly  cause  CNS  effects  such  os  insomnlo,  nervousness,  dizziness,  anxiety, 


ond  jitteriness.  In  contrast,  CNS  depression  hos  been  reported.  In  o few  epileptics’| 
on  Increose  In  convulsive  episodes  hos  been  reported.  Sympothomimetic  cardio-|| 
voscu/or  effects  reported  Include  ones  such  os  tochycordlo,  precordlol  pain,  | 
orrhythmio,  polpitotion,  ond  increosed  blood  pressure.  One  published  reporjl 
described  T-wove  changes  in  the  ECG  of  a heolthy  young  mole  offer  Ingestion  of  | 
diethylpropion  hydrochloride;  this  wos  on  Isoloted  experience,  which  has  not  beer^| 
reported  by  others.  Affergic  phenomena  reported  Include  such  conditions  os  rash,  i 
uftlcorio.  ecchymosis.  ond  erythemo.  Gostrolntestinof  effects  such  os  diarrhea^  | 
consfipotlon,  nouseo,  vomiting,  ond  obdomlnol  discomfort  hove  been  reported.j;| 
Specific  reports  on  the  hematopoietic  system  Include  two  eoch  of  bone  marrosyJ|| 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscelloneous  odverse|| 
reoctions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dr 
mouth,  heodoche.  dyspneo.  menstruol  upset,  hair  loss,  muscle  pain,  decreosedi 
libido,  dysuria,  and  polyurlo 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets-  One  75  mg.  toblet 
dolly,  swoliowed  whole.  In  mldmornlng  (10  o.m.);  TEPANIL;  One  25  mg,  toblet  three! 
times  doily,  one  hour  before  meals.  If  desired,  on  additional  toblet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  x-ooe*  / \/Jo  /us  patent  no  s.ooi.sto 
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DON’T  GIVE  ME  GAS 

The  one  advice  we  get  from  the  patient 
more  often  than  any  other  is  “Don’t  give  me 
gas.”  We  do  not  need  the  advice,  we  listen 
anyway,  but  this  one  makes  our  hackles 
rise.  When  we  were  young,  we  sometimes 
asked,  being  sincere,  naive,  and  truth-seek- 
ing, “What  do  you  mean,  gas?”  Air  is  a 
gas,  oxygen  is  a gas,  cyclopropane  is  a gas 
that  produces  anesthesia  and  so  are  ether 
vapor  (this  seemed  far-fetched)  and  halo- 
thane,  and  nitrous  oxide  is  called  “gas.” 
We  got  no  answer,  except  to  conclude  some- 
how that  the  patient  wanted  to  be  put 
to  sleep  without  a mask.  But  we  were 
never  quite  convinced  of  this. 

The  other  day,  a patient  said  “Don’t  give 
me  gas.”  We  thought  we’d  ask  once  more, 
“What  do  you  mean,  gas?”  “Ether  gas,” 
she  said.  We  went  home  and  told  our  spouse, 
and  to  our  astonishment,  she  said  “Of  course 
that’s  what  they  mean.” 

We’ve  heard  “Don’t  give  me  ether,”  and 
this  may  mean  the  same  thing.  We’ll  look 
into  it  and  report  later.  As  soon  as  we  get 
a government  grant. 

— F.C. 


GENES  AND  GENIUSES 

W = H X E 

That’s  our  people  fonnula. 

We  (W)  are  the  product  of  heredity  (H) 
and  environment  (E). 

Nobody  knows  which  is  more  important; 
offspring  of  brainy  parents  are  often  brainy, 
but  they  are  reared  in  a stimulating  at- 
mosphere. With  probably  the  same  inci- 
dence, adopted  children  become  artists  and 
executives.  Inheritance  and  experience  make 
us  princes  and  paupers. 

Perhaps  cellular  constituents  are  related 
to  abnormal  behavior,  as  criminal  tendencies. 
Punishing  the  law-breaker  may  be  old- 
fashioned;  it  may  not  be  his  fault.  A new 
world  opens  before  us,  as  we  replace  natural 


selection  with  genetic  guidance  or  with 
chromosomal  controls. 


No  criminals,  no  mediocre  minds,  just 
healthy  law-abiding  geniuses. 

Chromosomes  and  criminals,  and  genes 
and  geniuses. 


—F.C. 


NO  VACATION  FOR  A DOCTOR 

Took  two  weeks  off,  straddling  Inde- 
pendence Day,  which  we  used  to  call  the 
Fourth  of  July.  But  then  we  said  Decora- 
tion Day  for  Memorial  Day  (the  British  say 
Remembrance)  and  Armistice  Day  for  Vet- 
erans Day ; somebody’s  always  changing 
things.  Doctors  don’t  have  a 20  hour  week 
or  a 30  hour  week  or  a five  day  week  or  even 
a 40  hour  week.  They  don’t  have  an  any- 
thing week ; when  the  telephone  rings  at 
midnight,  they  go  to  work  as  though  it  were 
noon;  and  people  get  sick  at  midnight  just 
like  they  do  at  noon,  only  moreso.  So  it  has 
become  a truism,  an  unfunny  joke,  when 
you  want  a vacation,  if  you’re  a doctor,  you 
have  to  get  out  of  town.  That’s  why  we  get 
more  Omaha  doctors  at  a Lincoln  state  meet- 
ing and  more  Lincoln  doctors  at  an  Omaha 
meeting. 

Hanging  all  the  lawyers  may  not  be  a 
bad  idea.  You  come  from  Maine,  but  you 
have  to  take  an  examination  to  practice  in 
Kansas.  But  when  you  go  on  vacation,  and 
drive  through  Iowa,  there’s  someone  sick 
in  the  next  hotel  room,  or  lying  on  the  high- 
way, and  (you  may  even  have  been  to  a 
cocktail  party)  nobody  cares  for  your  ex- 
cuses. You’re  a doctor.  You  put  in  30  or 
40  hard  years  and  retire  and  there  comes 
the  most  dramatic  sound  that  even  Shake- 
speare could  conjure  up,  the  knock  at  the 
door,  and  you’re  not  retired  at  all.  How, 
we  wonder  does  a doctor  retire?  When  does 
he  stop  paying  what  is  erroneously  called 
malpractice  insurance? 

Vacation,  and  four  miles  from  a town 
without  a doctor.  There  was  a doctor  on 
a transcountry  train  and  the  train  got  stalled 
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in  a blizzard  for  days.  When  it  was  all  over, 
he  wrote  it  up,  and  we  enjoyed  reading  it 
and  we  still  remember  it.  There  was  cold, 
and  not  enough  food,  and  there  were  the 
usual  pregnant  women  and  the  dope  ad- 
dicts, but  what  he  said  and  what  we  remem- 
ber was  that  nobody  caied  what  kind  of  a 
specialist  you  said  you  were.  On  a stranded 
tiain,  you  were  a doctor. 

When  do  you  stop  being  a doctor? 

Never,  that’s  when. 

— F.C. 


Bullous  Reaction  to  Diethyl  Toluamide 
(DEET)  — S.  I.  Lamberg  and  J.  A.  Mul- 
rennen,  Jr.  (US  Naval  Hosp,  Oakland, 
Calif).  Arch  Derm  100:582-587  (Nov) 
1969. 

Large  blisters,  subsequent  severe  skin  ne- 
crosis, and  prolonged  disability  were  char- 
acteristic of  a baffling  bullous  eruption  in 
the  antecubital  fossae  of  military  personnel, 
appearing  first  after  a night’s  sleep  in  the 
field.  An  insect  repellent,  DEET,  experi- 
mentally produced  an  eruption  identical  to 
the  cases  of  antecubital  blistering  seen  clin- 
ically. When  tested  in  the  antecubital  area, 
35  of  63  volunteers  in  Vietnam  and  eight 
of  14  in  the  United  States  developed  blisters 
or  erosions.  The  reaction  was  on  an  irri- 
tant, rather  than  an  allergic  basis.  DEET 
may  be  the  cause  of  some  of  the  clinical 
cases  for  which  an  insect  had  previously 
been  wholly  blamed.  The  repellent  DEET  is 
too  effective  to  be  removed  from  military 
use  but  it  should  be  used  with  caution  and 
not  applied  in  the  antecubital  and  popliteal 
fossae. 


.Myocardial  ('arbohydrate  Metaboli.sm  and 
Lesions  in  Hemorrhagic  Shock  — N.  B. 
Ratliff,  D.  B.  Ilackel,  and  E.  Mikat  (Duke 
Univ  Medical  Center,  Durham,  NC).  Arch 
Path  88:470-475  (Nov)  1969. 

Two  types  of  myocardial  anatomic  dam- 
age are  known  to  occur  in  hemorrhagic 


shock.  Oxygen  at  high  pressure  has  differ- 
ential effects  on  these  lesions.  Alterations 
in  myocardial  lactate  and  pyruvate  metab- 
olism also  occur  in  hemorrhagic  shock.  Oxy- 
gen at  high  pressure  partially  reverses  the 
abnormalities  in  myocardial  lactate  metab- 
olism without  ameliorating  the  abnormal 
pyruvate  metabolism.  In  hemorrhagic 
shock  the  alterations  in  myocardial  lactate 
metabolism  and  the  subendocardial  hemor- 
rhage and  necrosis  seem  to  be  etiologically 
related  to  tissue  hypoxia.  In  contrast,  the 
evidence  is  that  myocardial  zonal  lesions  are 
not  a result  of  tissue  hypoxia  and  are  not 
related  to  the  myocardial  abnormalities  in 
lactate  metabolism  which  occur  in  hemor- 
rhagic shock.  Zonal  lesions  may  represent 
self-injury  by  the  heart  in  response  to  an 
excessively  stressful  situation. 

Recent  Advances  in  Androgen  Metabolism 
and  the  Relation  to  the  Skin  — J.  S. 
Strauss  and  P.  E.  Pochi  (Boston  Univ 
School  of  Medicine,  Boston).  Arch  Derm 
100:621-637  ,Nov)  1969. 

This  review  of  new  developments  in  the 
field  of  androgen  metabolism  emphasizes  the 
relationship  between  androgens  and  the  skin. 
Evidence  indicates  that  the  skin  may  be 
active  in  the  metabolism  of  androgenic  ste- 
roids. Testicular  feminization  illustrates 
that  the  skin  shares  with  other  androgen- 
mediated  tissues  a lack  of  responsiveness  to 
androgenic  stimulation  which  is  probably 
the  result  of  the  failure  of  the  conversion  of 
testosterone  to  dihydrotestosterone,  the  pre- 
sumed biologically  active  androgen. 

Hemorrhagic  Skin  Infarction  Secondary  to 
Oral  Anticoagulants  — E.  D.  Everett  and 
E.  L.  Overholt  (Dept  of  Army,  Fitzsim- 
mons General  Hosp,  Denver).  Arch  Derm 
100:588-591  (Nov)  1969. 

An  elderly  woman  with  congestive  heart 
failure  developed  a hemorrhagic  infarction 
of  the  skin  of  the  thigh  on  the  third  day  fol- 
lowing anticoagulation  with  sodium  war- 
farin. This  is  an  infrequent  reported  com- 
plication of  coumarin  congener  therapy.  Cur- 
rent concepts  concerning  pathogenesis  and 
treatment  are  reviewed. 
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ORIGINAL  ARTICLES 


Colorado's  Abortion  Law: 

An  Obstetrician's  View 


This  discussion  will,  I hope, 
give  you  a minimum  of  sta- 
tistics and  a maximum  of  facts. 
Perhaps  that  should  be  impressions  of  the 
law.  And  perhaps  some  suggestions  as  to 
how  to  avoid  the  few  potholes  in  the  road 
to  a successful  implementation  of  an  abor- 
tion law. 

As  soon  as  the  therapeutic  abortion  law 
was  passed  in  Colorado,  the  phone  began  to 
ring.  It  rang  in  my  office,  it  rang  in  the 
pediatrician’s  office,  it  rang  in  the  proctolo- 
gist’s office.  In  short,  all  M.D.’s  got  calls. 
Something  had  to  be  done.  The  Colorado 
Obstetric-Gynecology  Society  surveyed  their 
members  to  find  out  who  would  be  willing 
to  field  these  phone  calls.  Out  of  a mem- 
bership of  approximately  100  local  Denver 
obstetricians  a list  of  20  members,  some 
feeling  like  “resident  abortionists,’’  was  sub- 
mitted to  the  Denver  Medical  Society  and 
the  Colorado  Medical  Society.  These  organ- 
izations gave  these  names  to  prospective 
patients  and  the  problem  became  ours.  Dur- 
ing the  first  few  months,  there  was  a deluge 
of  overbearing  mothers  dragging  a shy  and 
quiet  daughter  at  heel  into  the  office  ex- 
claiming loudly  that  no  expense  had  been 
spared  to  fly  here,  put  up  at  the  best  hotel 
and  come  to  see  us  especially  because  a 
“little  girl  has  a problem.’’  Despite  what 
the  opponents  to  the  abortion  bill  thought, 
it  was  not  the  obstetrician  but  the  airlines 
and  telephone  that  reaped  a profit  in  those 
first  few  months. 

As  the  dust  settled  the  Denver  Medical  So- 
ciety, the  Colorado  Medical  Society  and  the 
private  physicians  fell  into  the  routine  of 
calmly  listening  to  the  problems  and  ex- 
plaining that  the  law  had  really  changed 
nothing.  There  were  still  strict  medical, 
and  now  legal  requirements  for  therapeutic 
abortion  and  if  they  wished  to  come  to  Colo- 
rado and  be  evaluated  locally  their  case 
would  then  be  considered.  I might  add  that 
most  of  these  inquiries  were  from  preg- 
nancies of  inconvenience. 


CHARLES  DAFOE,  M.D. 

Denver,  Colorado 

Noiv,  what  actually  happened  after  the  law 
passed.  Brace  yourself  — here  come  the 
statistics.  First  of  all,  we  have  nothing 
with  which  to  compare.  The  hospitals  now 
have  to  report  the  therapeutic  abortions  done 
to  the  Public  Health  Service  of  Colorado. 
In  reviewing  statistics  for  this  paper,  I com- 
pared the  first  full  year  statistics  — that  is 
April  1967  to  April  1968,  and  the  figures 
from  January  1968  to  October  1968.  The 
results  are  essentially  comparable.  Because 
total,  raw  numbers  mean  little  to  me,  I have 
taken  the  liberty  to  convert  these  into  per- 
centage figures.  I have  good  news,  too  . . . 
I didn’t  bring  any  slides.  It  is  totally  un- 
natural to  turn  out  the  lights  in  a room 
full  of  working  physicians  and  expect  them 
to  stay  awake.  The  figures  presented  will 
be  accompanied  by  some  relevant  comments 
as  to  their  significance  in  our  state. 

1.  In  the  first  year,  the  therapeutic  abor- 
tion rate  was  0.8%  or  8 per  1,000  live 
births.  I cannot  comment  on  this  fig- 
ure. Who  knows  if  this  is  too  high, 
or  too  low? 

2.  31%  of  the  abortions  were  done  on 
out-of-state  patients.  This  was  an 
actual  total  number  of  129  patients. 
That  is  a little  more  than  2 patients 
per  week.  I hardly  think  that  this 
figure  puts  Colorado  in  the  running 
for  the  title  “Abortion  Mecca.’’ 

3.  Of  the  married  women  receiving  thera- 
peutic abortions,  about  50%  had  as- 
sociated sterilization  procedures.  This 
also  says  that  50%  did  not  have 
sterilization  procedures,  which  leads 
us  to  trust  that  lightning  does  not 
strike  twice. 

4.  72%  of  the  patients  were  between  the 
ages  of  16  and  35.  Many  of  the  op- 
ponents and  proponents  of  the  law 
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have  said  that  most  abortions  are 
done  on  “aging  multipara”  who  had 
an  accidental  pregnancy.  I doubt  that 
this  figure  bears  this  out  unless  your 
definition  of  aging  is  entirely  differ- 
ent than  mine. 

5.  66%  or  two  thirds  of  the  patients  re- 
ceiving therapeutic  abortion  were  not 
married,  i.e.,  they  were  single  or  di- 
vorced. This  raises  the  question  in 
my  mind  of  whether  we  are  becoming 
a “way  out”  of  many  inconvenient 
pregnancies. 

6.  71%  of  the  therapeutic  abortions  were 
done  for  psychiatric  indications.  I’ll 
take  the  5th  amendment  here  and  al- 
low Dr.  Stanfield  to  discuss  this  fig- 
ure. 

7.  46%,  or  almost  one  half  of  the  pa- 
tients done  were  from  families  with 
an  annual  income  of  $6,000  per  year, 
or  less.  This  should  bear  out  the  fact 
that  there  is  truly  no  economic  gap  in 
the  utilization  of  the  law. 

How  did  the  doctors  and  the  hospitals 
respond  ? There  are  28  hospitals  in  the  state 
of  Colorado  eligible  to  do  therapeutic  abor- 
tions. 90%  of  the  therapeutic  abortions 
were  done  in  5 of  these  28  hospitals.  In 
other  words,  90%  of  the  abortions  were  done 
in  18%  of  the  eligible  hospitals.  25%  of 
the  total  abortions  were  done  at  Denver 
General  Hospital  — probably  because  the 
manager  of  health  and  hospitals  felt  obliged 
to  make  a statement  to  the  press  that  Denver 
General  would  take  all  comers.  This  has 
since  been  completely  reversed.  This  leads 
me  to  one,  if  not  the  singular  point  of  this 
whole  talk.  That  is,  the  control  of  this  law 
rests  with  the  individual  hospital  staff  and 
their  wishes  and  interpretations  of  the  law. 

How  does  the  hospital  abortion  committee 
work?  This  is  the  real  test  of  the  law. 
I would  like  to  relate  the  experience  of  the 
abortion  committee  of  which  I am  a mem- 
ber. Our  law  requires  that  a committee  of 
three  M.D.’s  ser\^e  as  a therapeutic  abor- 
tion committee.  The  hospital  at  which  I 
work  is  a 500-bed  general  hospital  with  a 3- 
year  residency  program  in  ob-gj'ii.  It  might 
be  considered  a “major”  Colorado  hospital. 
We  have  a fixed  committee  of  5 members 


from  the  ob-gyn  department  who  are  ap- 
pointed by  the  department  head.  We  all 
discuss  the  cases  presented  and  then  di'aw 
straws  to  see  which  3 of  the  5 members  are 
allowed  to  vote.  This  sounds  very  demo- 
cratic. It  is  in  theory  — except  that  2 of 
the  5 members  might  be  considered  “ultra- 
conservative” and  so  their  vote  is  perhaps 
more  frequently  negative.  I cannot  say  if 
this  is  good,  or  bad  — it  simply  does  have 
an  effect.  The  effect  is  that  2%  of  the 
therapeutic  abortions  done  in  Colorado  are 
done  in  this  major  hospital.  Another  com- 
parable Denver  hospital  has  a rotating  com- 
mittee that  gives  each  member  a vote  with- 
out a discussion  between  the  members,  nor 
the  name  of  the  submitting  obstetrician. 
This  hospital  does  25%  of  the  abortions  done 
in  Colorado  or  over  10  times  the  rate  in  my 
hospital.  What  I am  saying  is  that  the 
make  - up  and  the  methodology  by  which 
the  abortion  committee  functions  can  vastly 
affect  the  abortion  rate. 

I would  close  with  3 recommendations : 

1.  Have  the  law  state  clearly  a residency 
requirement,  or  lack  of  residency  re- 
quirement to  prevent  a hysterical  flow 
of  unhappily  impregnated  women  on 
a futile  and  expensive  trip. 

2.  The  obstetric  staff  of  your  hospital 
should  be  ready  to  answer  two  ques- 
tions for  itself : 

a.  Do  we,  or  do  we  not,  want  to  do 
therapeutic  abortions? 

b.  Can  the  general  medical  staff  and 
the  administration  of  the  hospital 
trust  the  ob  department  sufficient- 
ly to  allow  a rotating  therapeutic 
abortion  committee. 

3.  Decide  now!  Do  you  really  want  an 
abortion  law?  In  Colorado,  frankly 
life  was  much  simpler  for  the  ob- 
stetrician before  the  new  “peiTnis- 
sive”  law  and  all  its  attendant  publi- 
city was  passed. 

Finally,  I have  a personal  comment  to 
make.  If  you  feel  young  and  liberal  enough 
to  tackle  this  problem,  you  will  be  imme- 
diately inundated  by  many  women  who  feel 
that  the  right  of  abortion  is  God-given  and 
their’s  for  any  reason.  Do  not  let  yourself 
become  a walking  form  of  birth-control  pill. 
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Hemorrhagic  Disorders  in  Gynecology 


Bleeding  problems  have  al- 
ways been  of  concern  to  the 
obstetrician  and  gynecologist 
because  of  the  inherent  nature  of  the  female. 
When  hemorrhagic  problems  convert  into 
serious  situations  and  possible  catastrophies, 
the  doctor  must  search  for  all  possible 
causes.  In  obstetrics,  hemorrhage  still  re- 
mains one  of  the  primary  causes  of  mor- 
tality. In  gynecology  surgery,  it  is  a frus- 
trating and  irritating  situation.  One  must 
wonder  how  many  uteri  have  been  removed 
purely  because  of  hemorrhagic  reasons  for 
which  no  demonstrable  pathology  can  be 
found  in  the  form  of  tumefactions  or  neo- 
plastic structures.  In  obstetrics,  all  of  us  re- 
alize that  such  severe  problems  as  afibrino- 
genemia and  thrombocytopenic  purpura  oc- 
cur infrequently,  and  most  of  these  in  situa- 
tions where  hesitancy  in  proper  therapy  by 
the  operator  must  be  considered  iatrogenic. 

Hemorrhage  must  be  secondary  to  three 
basic  abnormalities. 

Table  1 

1.  Vascular  (e.g.,  vessel  trauma  due  to  pathologic 
process) 

2.  Extra  vascular  (e.g.,  tissue  fragility  as  in  Ehlers- 
Danlos  Syndrome) 

3.  Intravascular 
By  definition: 

a.  Platelet  abnormalities  — qualitative 

— quantitative 

b.  Coagulation  defects  — congenital 
— acquired 

According  to  our  survey,  the  bleeding 
condition  formerly  known  as  pseudohemo- 
philia and  now  more  commonly  known  as 
von  Willebrand’s  disease  (or  Minot-von  Wille- 
brand’s  disease)  is  much  more  common  and 
frequently  the  cause  of  severe  frustration 
which  could  be  easily  diagnosed  and  treated, 
if  only  thought  of.  The  incidence  of  hemor- 
rhagic tendencies  at  Lutheran  Hospital  of 
Milwaukee  is  listed  in  the  following  table. 

Since  most  laboratories  and  physicians 
are  able  to  arrive  at  most  of  the  hemor- 
rhagic disorders  commonly  known,  the  pur- 
pose of  this  paper  is  to  concentrate  on  the 
von  Willebrand’s  section  of  hemorrhagic 


W.  P.  WENDT,  M.D.,  F.A.C.O.G. 
Wauwatosa,  Wisconsin 


Table  2 

LUTHERAN  HOSPITAL  OF  MILWAUKEE, 
1956  - 1966 


Admissions  129,148 

Fibrinogenopenia  1 

Purpura  65 

von  Willebrand 36 

Fresh  frozen  plasma 29 


problems,  since  we  feel  that  this  needs  more 
emphasis  and  more  attention. 

In  1960,  at  the  Chicago  Gynecological  So- 
ciety,'^ the  author  discussed  and  presented 
the  subject  of  von  Willebrand’s  disease,  and 
suggested  that  this  condition  should  be  sus- 
pected as  the  cause  of  some  of  the  hemor- 
rhagic problems  in  the  female.  At  that  time, 
three  cases  were  presented,  which  were  all 
authenticated  cases  of  this  disease  which 
were  successfully  treated  during  obstetrical 
and  gynecological  procedures  with  fresh 
frozen  plasma.  Since  that  time,  until  1966, 
29  cases  have  been  successfully  treated.  In 
our  opinion,  this  justifies  the  continued  and 
further  use  of  fresh  frozen  plasma  for  this 
disease. 

Rendu  in  1896  first  used  the  term  pseudo- 
hemophilia to  describe  a hereditary  complex 
represented  by  the  presence  of  telangiec- 
tatic lesions  which  bled  freely  when  super- 
ficially traumatized.  In  1926,  von  Wille- 
brand® reported,  in  an  obscure  Finnish 
journal,  a bleeding  disease  in  a family  on 
the  Aland  Island  in  the  Baltic.  He  also 
called  this  disease  pseudohemophilia.  This 
condition  was  characterized  by  purpuric 
bleeding.  The  bleeding  time  was  strikingly 
prolonged;  but  clotting  time,  platelet  count, 
and  clot  retraction  were  normal.  Jurgens 
and  von  Willebrand  believed  that  they  had 
observed  a defect  in  the  platelets.  'These 
observations  have  not  been  confirmed  or 
duplicated.  Biggs,  Macfarlane,i  and  Quick 
believed  the  condition  is  caused  by  an  as 
yet  unknown  plasma  factor.  They  prefer 
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to  call  this  condition  von  Willebrand’s  dis- 
ease, because  the  condition  beai*s  no  genetic, 
clinical,  or  pathological  resemblance  to  true 


hemophilia.  The  basic  differences  between 
hemophilia  and  von  Willebrand’s  disease  are 
tabulated  as  follows : 


Table  3 


Hemophilia  Pseudo 

Hemophilia  A 

Bleeding  Time Normal  Prolonged 

Coagulation  Time Prolonged  Normal 

Prothrombin  Time Normal  Normal 

Prothrombin  Consumption Poor  Normal 

Hereditaiy  Characteristic Sex-linked  Simple 

recessive  dominant 

Nature  of  Bleeding Interstitial  Capillary 

and  severe 


Pseudo 

Hemophilia  B 
Prolonged 
Normal 
Normal 
Poor 
Simple 
dominant 
Capillary  ? 


Ca.se  Histories 

To  portray  two  common  conditions  which 
might  occur  in  one’s  practice  the  histories 
of  two  patients  are  included  as  follows: 

A 29  year  old,  white  female,  demand- 
ed a therapeutic  abortion  when  seen  in 
June,  1959.  Her  last  menstrual  period 
was  May  17,  1959.  She  stated  that  she 
had  hemorrhaged  severely  with  both 
previous  deliveries,  requiring  five  or 
six  transfusions  with  the  first,  and  “sev- 
eral” with  the  second  delivery.  Further 
investigation  revealed  that  she  had 
hemorrhaged  after  a tonsillectomy  in 
1934,  and  has  reported  epistaxis  dur- 


ing childhood.  She  underwent  an  appen- 
dectomy in  1942  without  incident.  She 
was  given  plasma  transfusions  at  the 
time  of  this  operation.  In  November, 
1953,  she  had  a three-week  episode  of 
menorrhagia,  which  required  vaginal 
packing  and  ergonovine.  Following  this 
last  episode,  she  resumed  a 28  day 
menstrual  cycle  with  very  heavy  flow, 
using  30  to  36  pads,  and  a flow  last- 
ing seven  days. 

When  seen  by  her  present  physician, 
she  was  five  to  six  weeks  pregnant.  'The 
laboi'atory  determinations  on  this  pa- 
tient and  her  son,  who  bruises  easily, 
are  listed  in  Tables  IV  and  V. 


Table  4 

RESULTS  OF  THE  HEMORRHAGIC  DISEASE  SCREENING 


PANEL  OF 

P.A.TIENT  AND 

HER  SON 

June  7,  1959 

July  14.  1959 

Oct.  6,  1959 

Coagulation  Time 

__  9 min. 

8I2  min. 

Ivy  Bleeding  Time.  _ 

13  min. 

8 min. 

4V2  min. 

Duke  Bleeding  Time 

Prothrombin  Time  _ 
Prothrombin  Consumption 

- .12.0  sec. 

4 min. 

IV2  min. 

Time  _ 

Platelet  Count 

Tourniquet  Test __ 

Clot  Retraction  Test  _ _ 

Fibrinogen 

32.7  sec. 
171,000 
- - Negative 
Positive 
.337  mg.  9^ 

21.8  sec. 

Table  5 

RESULTS  OF  THE  HEMORRHAGIC  DISEASE  . 


SCREENING  OF  THE  SON 

Coagulation  Time 8 min. 

Ivy  Bleeding  Time 12  min. 

Prothrombin  Time 12.0  sec. 

Prothrombin  Consumption  Time 21.5  sec. 

Platelet  Count  260,000 

Clot  Retraction  Test  Positive 

Tourniquet  Test  Negative 


This  patient  was  then  carried  through 
the  pregnancy  successfully,  using  fresh 
frozen  plasma,  except  for  the  compli- 
cating factor  of  acute  pancreatitis  due 
to  cholelithiasis  which  occurred  in  the 
last  week  of  pregnancy.  No  hemor- 
rhage occurred  with  this  delivery.  The 
patient  had  requested  a tubal  ligation 
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to  prevent  future  pregnancies.  This 
was  deemed  unwise  and  a vaginal  hys- 
terectomy was  accomplished  on  May  24, 
1960,  again  using  fresh  frozen  plasma. 
No  incidence  of  hemorrhage  occurred. 
This  was  followed  by  a cholecystectomy 
on  August  25,  1960,  with  the  use  of 
fresh  frozen  plasma.  No  hemorrhagic 
problems  occurred.  On  June  28,  1968, 
the  patient  had  a vaginal  reconstruction 
procedure  for  cystourethrocele,  and  was 
covered  with  fresh  frozen  plasma,  and 
no  hemorrhage  occurred. 

A 51  year  old,  white  female  was  ad- 
mitted to  the  hospital  for  a vaginal  hys- 
terectomy because  of  severe  menorrha- 
gia. The  past  history  revealed  that  she 
had  hemorrhaged  severely  during  one  of 
her  deliveries  and  bled  easily  on  minor 
bruising  and  abrasion.  Eight  hours 
after  surgery,  the  patient  went  into 
acute  hemorrhagic  shock.  She  was  re- 
turned to  surgery  and  a bleeding 
pedicle  of  the  right  adnexal  area  was 
found  and  ligated.  Eight  hours  later, 
the  patient  was  again  in  shock  and  she 
was  returned  to  surgery  and  found  to 
be  bleeding  from  the  subcutaneous  and 
muscular  tissue  under  the  right  para- 
median incision.  The  bleeding  was 
marked,  with  oozing  coming  from  all 
areas.  With  the  use  of  fresh  frozen 
plasma,  blood,  vitamin  K,  and  calcium 
gluconate,  the  bleeding  was  finally  sup- 
pressed. The  patient  made  an  unevent- 
ful recovery.  Some  18  pints  of  blood 
were  used  to  restore  this  patient  to 
normal.  Four  months  following  recov- 
ery from  the  extensive  surgery,  the 
patient  was  re-admitted  to  the  hospital 
for  “vaginal  bleeding.”  This  proved  to 
be  gross  hematuria  due  to  a hemor- 
rhagic cystitis,  and  investigation  at  the 
time  for  von  Willebrand's  disease  re- 
vealed a bleeding  time  of  over  18  min- 
utes with  all  other  factors  of  the  co- 
agulation panel  being  normal.  At  that 
time,  the  patient  volunteered  that  she 
was  using  high  dosages  of  aspirin  for 
her  arthritis.  On  removal  of  all  foiTns 
of  aspirin  from  her  medication,  the 
bleeding  time  returned  to  normal,  and 
the  patient  has  had  subsequent  surgery 


in  the  form  of  a cholecystectomy  and 
varicose  vein  stripping  without  further 
incidences. 

Diagnosis  of  von  Willebrand’s  syndrome 
must  be  made  on  the  triad  of  history,  physi- 
cal examination,  and  laboratory  finds.  The 
patient’s  history  remains  the  primary 
source  of  information  that  this  hemorrhagic 
disorder  might  be  present.  Epistaxis,  easy 
bruising,  hemorrhage  with  tonsillectomy, 
and  the  fact  that  other  members  of  the 
family  have  had  hemorrhagic  problems 
should  increase  the  suspicion  for  this  con- 
dition. One  must  remember  that  this  dis- 
ease is  not  isolated  to  one  sex,  but  definite- 
ly involves  women.  Hemorrhage  from  mu- 
cous membranes  is  also  frequently  found, 
but  bleeding  from  the  gastrointestinal  tract 
is  believed  to  be  less  common.  In  our  ex- 
perience. menorrhagia  is  very  common,  and 
it  might  be  questioned  how  many  normal 
sized  and  normal  appearing  uteri  are  re- 
moved merely  for  the  uncontrollability  of 
this  bleeding  diathesis. 

The  physical  examination  is  usually  nega- 
tive except  for  occasional  bruises  and  areas 
of  ecchymoses.  The  routine  laboratory  tests 
for  hemorrhagic  problems  are  normal  except 
for  the  bleeding  time  and  the  tourniquet 
test.  The  interpretation  of  the  tourniquet 
test  is  difficult  and  somewhat  uncertain.  It 
may  be  normal,  but  on  occasion,  has  been 
found  to  be  strongly  positive.  In  Table  VI, 
the  essential  laboratory  tests  are  portrayed, 
and  their  normal  values  designated. 

The  aspirin  tolerance  test  was  thought 
to  be  exceedingly  valuable  in  the  final  estab- 

Table  6 

COAGULATION  PANEL 


Procedure  Normal  Value 

Coagulation  Time  (Lee-White) _ 5 to  10  mins. 

Bleeding  Time  — Ivy 2 to  6 mins. 

Bleeding  Time  — Duke 1 to  3 mins. 

Prothrombin  Time  — Quick Greater  than 

11  to  15  secs. 

PCT  (Consumption) Greater  than 

16  secs. 

PTT  (Partial  Thromboplastin)_-Greater  than 

25  secs. 

Platelet  Count  (Direct) 150  to  350  thousand 

Clot  Retraction  Time Begins  in  2 hours 

Plasma  Fibrinogen 250  - 600  mg/100  ml. 

Tourniquet  Test Equivocal 
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lishment  of  the  diagnosis  of  von  Willebrand’s 
disease.  It  has  long  been  realized  that  even 
in  the  true  case  of  von  VVillebrand’s,  on  oc- 
casion, the  bleeding  time  has  been  completely 
normal.  To  aid  in  bringing  out  this  bleed- 
ing tendency  in  latent  cases,  it  vv'as  thought 
that  the  aspirin  test  should  be  performed. 

Quick^'®  outlined  the  procedure  in  the  fol- 
lowing manner:  The  observation  that  many 
normal  subjects  have  a prolonged  bleeding 
time  two  hours  after  ingesting  two  5-grain 
tablets  of  aspirin  led  to  the  development  of 
this  test.  A dose  of  0.6  gm.  (10  grains) 
was  selected  as  the  adult  tolerance  quantity 
since  it  rarely  prolongs  the  bleeding  time 
beyond  four  minutes  in  normals.  This  test 
is  done  by  unmodified,  but  rigidly  standard- 
ized, Duke’s  procedure.  The  bleeding  time 
is  done  two  hours  after  ingestion  of  the 
A.S.A.  The  patient  is  advised  to  take  no 
medicine  containing  aspirin  for  three  days 
before  the  test. 

The  physiological  action  of  the  acetylsali- 
cylic  acid  has  not  been  unequivocally  estab- 
lished. As  a simple  and  practical  explana- 
tion, the  following  theory  has  been  proposed 
by  Quick.  The  control  of  the  vascular  sys- 
tem tonus  is  through  the  autonomic  nervous 
system,  of  which  epinephrine  and  acetyl- 
choline are  the  major  hormones,  one  being 
the  pressor  and  the  other  the  dilator.  After 
injury,  cholesterinase  is  activated,  where- 
upon acetylcholine  is  hydrolyzed  allowing  the 
action  of  epinephrine  to  dominate,  and 
thereby  bringing  constriction  and  cessation 
of  the  bleeding.  When  acetylsalicylic  acid 
is  present,  it  acts  as  a competitor  for  choles- 
terinase, because  it  has  a structural  similar- 
ity to  acetylcholine.  Both  contain  the  acetyl 
linkage.  As  a result,  the  acetylcholine  is  not 
inactivated  by  the  hydrolysis,  because  the 
esterase  is  tied  up  with  the  aspirin.  It 
therefore,  continues  its  vasodilatation  ef- 
fect, thus  preventing  the  constriction  which 
is  the  initial  step  in  hemostasis.  In  sup- 
port of  this  theory  is  the  observation  that 
sodium  salicylate,  which  lacks  the  acetyl 
linkage,  does  not  prolong  bleeding  time. 
Since  this  report  by  Quick,  thinking  has 
been  changed  that  the  A.S.A.  test  merely 
denotes  aspirin  sensitivity,  with  prolonga- 
tion of  the  bleeding  time,  and  not  the  true 
von  Willebrand’s  disease. 


Treatment 

The  basic  principles  of  hemorrhagic  prob- 
lems in  obstetrics  and  gynecology  are  listed 
as  follows:  1.  Prevent  it.  2.  Recognize  it. 
3.  Stop  it.  4.  Replace  blood  loss.  The 
treatment  for  von  Willebrand’s  disease  is 
basically:  1.  Recognize  it.  2.  Arrange  for 
fresh  frozen  plasma  to  be  given  before  the 
surgical  or  obstetrical  procedure,  during  the 
procedure  and  five  and  ten  days  after  the 
procedure. 

Over  the  past  30  to  40  yeai's,  many  proce- 
dures and  drugs  have  been  used  for  this 
condition.  This  has  ranged  from  the  use  of 
transfusions,  splenectomy,  x-ray  therapy 
to  the  spleen,  calcium  preparations,  and  va- 
rious arsenicals,  to  the  use  of  corticoster- 
oids. Nillsorf  used  a specific  plasma  frac- 
tion, I-O.  In  our  experience,  we  have  had 
gratifying  success  with  the  liberal  use  of 
fresh  frozen  plasma  as  described.  This 
therapy  was  advocated  by  Quick,  who  be- 
lieved that  a plasma  fraction  deficiency  is 
the  causing  factor.  The  plasma  is  prepared 
by  the  blood  center  and  is  available  on  re- 
quest. The  plasma  is  removed  from  the 
blood,  processed,  and  is  completely  frozen 
within  four  hours  after  it  is  withdrawn  from 
the  donor.  All  fresh  frozen  plasma  is  from 
a “single  donor;’’  not  pooled  plasma.  When 
the  plasma  is  administered  to  the  patient, 
thawing  is  done  in  a 37°  C water  bath. 
When  it  is  neaidy  thawed,  the  transfusion 
is  started.  In  actual  use,  it  is  desirable 
to  give  one  or  two  units  the  day  before, 
one  or  two  units  the  day  of  the  procedure, 
and  another  on  the  fifth  and  tenth  days. 
In  severe  situations,  the  plasma  should  be 
given  daily  after  the  procedure.  This  has 
never  been  found  to  be  necessary  in  our 
series.  The  reason  for  plasma  after  sur- 
gery is  that  experience  told  us  that  patients 
tend  to  bleed  on  the  10th  to  the  14th  day 
after  sui’gery. 

Summary 

Hemorrhagic  conditions  and  treatments 
have  been  briefly  discussed  as  encountered 
in  obstetrics  and  gynecology.  Von  Wille- 
brand’s disease  (Minot-von  Willebrand’s  dis- 
ease) has  been  presented  as  a problem  which 
is  more  common  than  some  of  the  other  hem- 
orrhagic diatheses.  The  diagnosis  with  the 
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use  of  the  aspirin  tolerance  test  by  Quick 
has  been  reviewed,  and  is  believed  to  denote 
aspirin  sensitivity  rather  than  true  von 
Willebrand’s  disease.  The  use  of  fresh  froz- 
en plasma  during  operative  and  obstetrical 
procedures  has  been  elaborated,  and  is  rec- 
ommended for  the  treatment  of  this  condi- 
tion. 
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Medicare  Administrative  Alternatives, 
Prospects  and  Trends 


With  the  enactment  of  Medicare  legisla- 
tion by  the  89th  Congress  in  1965,  the 
federal  government  committed  itself  to  the 
responsibility  of  financing  the  health  needs 
of  a large  segment  of  the  population.  The 
magnitude  of  the  program  gives  it  a po- 
tentially overwhelming  directional  influence 
over  the  health  care  system  of  the  nation. 

As  a prognostic  view  of  these  influences, 
this  paper  was  presented  originally  at  the 
12th  Annual  Forum  of  the  National  Com- 
mittee for  Research  in  Ophthalmology  and 
Blindness.  Doctor  Buesseler  holds  a Master 
of  Science  degree  in  Business  Administra- 
tion and  is  a Ph.D.  candidate  in  Business 
and  Public  Administration.  He  is  a Profes- 
sor of  Surgerj-  (Ophthalmology)  at  the  Uni- 
versity of  Missouri  School  of  Medicine. 

Dateline,  Washington,  D.C., 
Oct.  19,  1968:  The  American 
farmer  of  the  future  may  be 
just  on  the  bottom  step  of  a giant  ladder- 
like system  that  will  plant,  harvest,  process 
and  package  the  nation’s  food  all  under  one 
economic  roof.  However,  the  prospect,  as 
envisioned  by  a number  of  agricultural  ex- 
perts, is  not  viewed  with  universal  enthusi- 
asm. Professor  Elmer  R.  Kiehl,  Dean,  Col- 
lege of  Agriculture,  University  of  Missouri, 
said  that  a farming  system  too  tightly 
structured  could  result  in  “economic  feudal- 
ism not  unlike  that  of  the  Middle  Ages  in 
Western  Europe.”  Under  such  circum- 
stances, Kiehl  said  that  the  farmer,  as  he 
is  thought  of  today,  would  no  longer  exist. 

He  was  speaking  of  the  main  topic  under 
discussion  in  Washington  at  the  Agricultural 
Research  Institute  of  the  National  Academy 
of  Science.  The  hybrid-corporate  or  quasi- 
non-governmental  corporate  fann  of  the  fu- 
ture would  contract  the  actual  tilling  of  the 
soil  and  tending  of  animals.  Efficiency, 
relying  upon  the  use  of  computers,  would 
be  the  keynote  in  virtually  every  phase  of 
the  giant  corporation  from  scheduling  and 
planning  to  projecting  consumer  demand. 
Big  food  processing  companies  and  nation- 
wide grocery  chains  already  are  headed  in 
this  direction,  according  to  the  specialists. 

The  relative  position  of  the  fanner  eco- 
nomically in  the  American  food  production- 
distribution  system  is  indicated  by  the  fact 
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that  the  retail  consumers  spend  100  billion 
dollars  annually  on  food  while  the  farmers 
receive  12  billion  in  income.^ 

That  sufficiency  of  food  is  considered  a 
right  of  members  of  our  society  is  fairly  well 
attested  to  by  the  welfare  laws.  That  farm- 
ing is  considered  a quasi-utility  also  is  fairly 
well  supported  by  the  mechanisms  of  subsidy 
and  regulation  effected  through  the  Depart- 
ment of  Agriculture. 

Directional  Forces 

This  news  release  indicates  rather  force- 
fully that  medicine  is  not  alone  in  feeling 
the  pressures  for  rapid  and  sweeping  organ- 
izational change.  IMany  of  the  same  basic 
forces  affecting  the  health  care  system  also 
are  affecting  other  organizational  systems 
in  this  country. 

My  purpose  is  to  identify  and  focus  on 
some  of  the  directional  forces  which  are  oper- 
ating in  our  social  environment  and  are 
directly  or  indirectly  influencing  the  course 
of  change  occurring  in  the  American  health 
care  system  in  general  and  in  the  admin- 
istrative conduct  of  Medicare  in  particular. 

It  is  not  my  intention  to  suggest  value 
judgments  regarding  the  desirability  or  lack 
of  desirability  of  the  direction  in  which  these 
forces  are  moving  society,  but,  rather,  to  ex- 
plore briefly  their  impact  as  manifested  in 
the  trends  affecting  our  medical  care  sys- 
tem. 

Efficiency.  Foremost  among  these  trends 
is  the  drive  for  efficiency,  particularly  in  the 
use  of  facilities.  The  echelonment  of  health 
institutions  has  been  well  demonstrated  by 
the  military  services.  Much  is  found  in  the 
current  literature  about  comprehensive 
health  plans  and  hospital  administration, 
suggesting  that  these  military  techniques 
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and  devices  be  used  in  the  civilian  sector 
and  that  centralized  teaching-  in  specialty- 
care  institutions  be  the  hub  of  the  -wheel 
around  which  satellite  facilities  with  lesser 
capabilities  would  exist. 

This  already  has  been  occurring  on  an 
evolutionary  basis.  \\Tth  greater  control  of 
society’s  direction  by  legislation,  however, 
the  process  may  well  increase.  Such  echelon- 
ment  will  place  teaching  hospitals  in  a posi- 
tion of  particular  preeminence  not  only  edu- 
cationally, but  in  the  rendering  of  care  and 
in  the  referral  scheme  for  patients. 

Additionally,  the  drive  for  efficiency  is 
directed  to  the  use  of  personnel.  The  big 
push  in  recent  health  care  legislation  govern- 
ing allied  health  manpower  points  dramatic- 
ally to  this.  Ancillary  personnel,  both  in 
administrative  and  in  technical  health  fields, 
is  expected  to  come  into  the  practice  of 
medicine  in  much  greater  numbers  and 
variety. 

This  is  intended  to  supplement  the  capa- 
bilities of  the  individual  physician  so  that 
his  skills  are  distributed  more  widely  and  so 
that  he  is  less  encumbered  with  details  of 
administrative  processing  and  with  the  more 
mechanical  routine  details  of  diagnostic  and 
therapeutic  procedures. 

The  implications  of  enlargement  in  this 
body  of  health  care  workers  is  quite  appar- 
ent. Ophthalmology  has  felt  this  as  much 
or  more  than  some  other  fields  of  medicine. 
For  several  decades,  the  optometrist  has  rep- 
resented this  kind  of  skill,  operating  autono- 
mously rather  than  as  an  integrated  part  of 
the  health  team. 

Economy.  The  second  trend  which  seems 
apparent,  regardless  of  the  national  political 
drift,  is  for  economy.  Greater  emphasis  by 
the  government  on  cost  accounting  and  cost 
control  is  being  instituted.  The  concept  of 
unit  cost  in  health  care  has  great  attraction 
to  many  hospital  controllers,  governmental 
planners  and  administrators.  It  is  a unit  by 
which  they  can  measure  service.  Whether  or 
not  it  is  a snare  and  a delusion  is  open  to 
question.  Whether  grading  services  by  X 
number  of  unit  values  is  one  with  which 
the  physician  can  live  remains  to  be  seen. 


In  the  realm  of  hospital  services,  unit  cost 
is  making  its  biggest  advances  largely  under 
the  pressure  of  the  reasonable  cost  element 
in  the  Medicare  law.  As  yet,  reasonable  cost 
has  not  been  imposed  upon  the  physician. 
Reasonable  charges  have.  By  virtue  of 
steady  escalation  of  financial  commitment 
by  the  government  to  the  Medicare-Medicaid 
program,  the  dollar  totals  have  far  exceeded 
cost  estimates  prior  to  institution  of  the  pro- 
gram. Powerful  forces  are  declaring  that  it 
is  necessary  to  control  the  resonableness  of 
the  costs  and  the  charges. 

In  this  regard,  organized  medicine  may 
lose  the  support  of  one  of  its  staunchest 
allies,  private  industry.  Industry  itself  is 
pressing  for  greater  economy  and  efficiency 
in  the  delivery  of  health  care.  This  drive 
for  economy  is  manifested  in  pressure  for 
more  restricted  budgeting  of  costs  for  seiw- 
ices  rendered  by  both  the  hospitals  and 
physicians. 

The  most  popular  concept  under  consider- 
ation is  advance  hiidgetary  revieiv  for  hos- 
pitals under  the  Medicare  program.  This 
allows  for  justification,  acceptance  of  cost 
and  payment  before  the  fact  rather  than  pay- 
ment after  the  fact.  The  present  scheme  of 
paying  after  the  fact  does  not  appear  viable. 
Hospitals  are  being  pressed  to  come  forth 
with  advanced,  detailed  budgets  to  be  re- 
viewed prior  to  any  commitment  on  the  part 
of  the  government  for  Medicare  payments. 

Most  people  who  have  been  involved  with 
government-sponsored  research  are  familiar 
with  such  techniques  in  regard  to  research 
grants.  The  hospitals,  as  yet,  have  not  been 
fully  subjected  to  it. 

How  will  this  affect  the  physician  who  is 
geared  to  a fee-for-service  varying  with  the 
number  of  visits  and  the  type  of  case?  It  is 
apparent  that  the  reasonable  charge  (usual 
and  customary)  is  only  an  interim  situa- 
tion. It  was  necessary  for  Congress  to  in- 
corporate that  condition  in  the  Medicare  law 
in  order  to  obtain  physician  acceptance.  Or- 
ganized medicine  has  embraced  the  concept 
but,  with  constant  pressures  for  cost  control, 
most  of  the  people  concerned  with  the  Medi- 
care legislation  are  convinced  that  the  rea- 
sonable charge  is  not  going  to  last.  The 
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alternatives  are  obvious;  (1)  the  fixed  fee 
schedule  or  (2)  the  annual  contract  salaiy. 

Control.  The  third  drive  which  is  being 
experienced  across  society  is  that  for  cen- 
tralized control.  Except  for  those  short 
periods  of  restrictive  legislation  accompany- 
ing our  past  wars,  the  Comprehensive  Health 
Planning  Act  is  the  single,  most  sweeping 
and  broad  centralized  control  of  the  allocation 
of  resources  that  Congress  has  ever  passed. 

Controls  via  the  Medicare  mechanism  ap- 
pear to  be  manifested  in  a centralized  control 
of  quality.  No  longer  will  the  medical  pro- 
fession have  the  sole  prerogative.  Care 
standards,  however,  need  better  defined  cri- 
teria than  have  been  developed  to  measure 
quality.  The  methods  now  used  for  measur- 
ing quality,  utilization  review  committees, 
tissue  committees,  etc.,  are  off  target  in 
providing  a true  measurement.  More  and 
more  the  payer  will  inject  his  influence  into 
the  determination  of  quality.  And  more  and 
more  the  payer  is  the  federal  government. 

It  appears  that  terms  of  access  to  health 
care  services  will  be  removed  more  com- 
pletely from  the  medical  profession  and 
placed  in  the  hands  of  the  third  party  payer. 
The  trend  for  more  complete  insurance  cov- 
erage through  government  control  appears 
on  the  horizon.  Coverage  of  all  age  gi'oups 
and  income  levels  is  becoming  a bipartisan 
political  goal.  Many  devices  have  been  pro- 
posed; particularly  noteworthy  among  them 
are  the  use  of  negative  income  tax  payment 
and  variable  premium  payment  based  on  re- 
ported income  level. 

What  is  the  status  of  the  physician  going 
to  be  in  relation  to  other  health  care  work- 
ers? This,  too,  will  not  be  decided  exclusive- 
ly by  the  medical  profession,  but  rather  by 
the  vested  interest  groups  that  become  estab- 
lished through  increase  in  ancillary  workers 
and  through  consumer  interests  in  health 
care.  Not  unlike  the  field  of  agriculture, 
the  cost  of  health  care  services  to  the  third 
party  payer  indicates  that  the  physician’s 
portion  of  total  cost  is  rather  small.  For 
him  to  maintain  his  position  of  preeminence 
and  captain  of  the  ship  will  require  nego- 
tiation in  the  democracy  of  interaction  be- 
tween vested  interest  groups.  This  will  ex- 


tend to  working  conditions  with  the  terans 
of  practice  and  remuneration  negotiated  be- 
tween vested  interest  organizations  and 
payer. 

I would  like  to  quote  the  authorities  Her- 
man and  Anne  Somers  from  their  Brookings 
Institution  report  titled  Medicare  in  the  Hos- 
pitals, Issues  and  Prospects:  “It  should  be 
obvious  by  now  that  the  term  ‘reasonable 
costs’  is  by  no  means  self-defining.  The 
law  inevitably  left  much  to  be  resolved 
through  bargaining,  pressure  and  counter- 
pressure — a normal  process  in  setting  a 
price  for  a massive  purchase.  It  establishes 
certain  boundaries,  but  permits  broad,  ad- 
ministrative discretion,  after  consultation 
with  the  parties  in  interest,  and  considera- 
tion of  customary  practices.  Nothing  else 
would  have  been  practical.  Only  theoretical- 
ly can  government  unilaterally  set  the  price 
at  the  point  it  considers  right.  In  a free 
economy,  government  decisions  must  find  an 
equilibrium  between  abstract  justice  and  op- 
erational feasibility.  The  government  is  a 
powerful  buyer,  but  the  sellers  are  free  men 
and  free  institutions.  They  must  come  from 
the  deliberations  reasonably  satisfied  that 
they  have  been  dealt  with  fairly,  if  the  pro- 
gram is  to  operate  with  the  necessaiy  con- 
sent and  cooperation. ’’2 

Of  all  the  trends  in  Medicare,  this  latter 
trend  has  the  greatest  impact  on  the  indi- 
vidual practicing  physician.  It  is  apparent 
that  the  man  without  an  organization  to 
represent  him,  is  a man  without  representa- 
tion. With  the  advent  of  Medicare,  the  medi- 
cal societies,  either  the  existing  ones  or  ones 
to  be  evolved,  were  placed  in  the  position 
in  which  they  could  become  the  physicians’ 
most  important  representatives  at  the  bar- 
gaining table. 

Summary 

I have  intended  to  keep  out  of  this  presen- 
tation any  value  judgments.  The  intent  has 
been  to  identify  trends  not  necessarily  situa- 
tions that  are  currently  operational.  What 
is  operational  in  Medicaid  (Title  XIX)  indi- 
cates a potential  trend  for  Medicare  (Title 
XVIII),  both  of  which  are  part  of  the  same 
Congressional  Act.  What  is  happening  in 
New  York  under  Medicaid  actually  is  hap- 
pening under  the  Act  which  is  generally  re- 
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ferred  to  in  its  entirety  as  Medicare.  Al- 
though no  medical  society  operating  on  a 
national  or  regional  basis  has  fully  accepted 
the  role  of  collective  bargaining  agent,  its 
organizational  presence  in  a socio-economic 
system  of  vested  interest  groups  mediated 
by  Medicare  legislation  is  pushing  it  toward 
that  functional  position. 

The  goals  of  the  trend-producing  direc- 
tional forces  are  greater  efficiency,  greater 
economy  and  greater  centralization  of  con- 
trol. The  guidance  the  medical  profession 


can  effectively  exert  in  the  shaping  of  these 
goals  for  the  best  protection  of  the  patient 
is  dependent  upon  the  direction  taken  by  the 
organizational  changes  presently  occurring 
within  the  profession. 
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Present  Status  of  Gastroscopy 
And  Esophagoscopy 


The  changes  which  have  oc- 
curred in  the  past  five  years 
in  the  field  of  gastrointestinal 
endoscopy  have  so  increased  its  efficiency 
that  the  methods  deserve  more  frequent 
utilization  in  many  more  patients.  Skepti- 
cism of  nonendoscopists  concerning  the  value 
of  these  examinations  has  been  founded  on 
previous  disappointments,  lack  of  photo- 
graphic or  histologic  “proof”  of  the  exist- 
ence and  nature  of  reported  lesions,  and 
general  fear  of  traumatizing  the  patient. 
Exciting  new  instruments  are  now  available 
which  offer  greater  safety,  less  patient  dis- 
comfort, improved  visibility,  marked  reduc- 
tion of  blind  areas,  easy  photographic  docu- 
mentation, and  adequate  facility  for  con- 
trolled biopsy  under  direct  vision.  Wash- 
ing for  cytologic  examination  is  also  pos- 
sible. With  these  instruments,  the  promises 
of  endoscopy  are  now  clinical  realities. 

The  major  breakthrough  has  come  from 
the  incorporation  of  fiberoptic  bundles  into 
the  instruments  for  both  illumination  and 
for  viewing.  Each  individual  glass  fiber  is 
10  microns  in  diameter  and  coated  with  a 
layer  of  glass  of  lower  refractive  index  to 
enhance  the  total  internal  reflectance;  the 
coating  prevents  light  from  being  scattered 
and  lost.  Fiber  bundles  consist  of  100  to 
200  thousand  separate  fibers  so  arranged 
that  each  fiber  is  in  the  same  relative  posi- 
tion at  the  two  ends  of  the  bundle.  The  op- 
tical bundle  of  the  Hirschowitz  fiberoptic 
gastroscope  is  5 mm  in  diameter,  and  it  con- 
tains 200  thousand  separate  fibers.  Illum- 
ination from  an  external  150  watt  projec- 
tion lamp  is  passed  by  way  of  a fiberglass 
light  guide  to  the  distal  end  of  the  instru- 
ment. The  light  is  reflected  from  the  mu- 
cous membrane  of  the  stomach  and  col- 
lected by  a lens  focused  on  the  distal  end 
of  the  viewing  bundle.  Each  fiber  transmits 
an  infinitesimal  fraction  of  the  total  image 
(1/200,000)  and  the  image  is  available  on 
the  proximal  face  of  the  viewing  bundle 
where  an  eyepiece  magnifies  it  for  the  ob- 
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server.  Both  still  and  movie  cameras  can 
be  applied  directly  to  the  eyepiece  for  re- 
cording purposes.  The  use  of  an  external 
light  source  permits  the  distal  tip  of  the 
instrument  to  be  smaller  and  more  maneuv- 
erable, avoids  the  hot  incandescent  bulb 
which  frequently  burned  the  mucosa,  and 
most  important,  provides  a great  deal  more 
light.  There  is  now  sufficient  light  for 
movies  at  sound  speed  using  commercial 
Ektachrome  movie  film  ASA  25.  In  the 
esophagoscope  the  increase  in  flexibility 
permits  a more  thorough  inspection  of  the 
distal  esophagus  than  was  possible  by  the 
rigid  instrument.  It  has  been  found  desir- 
able to  add  several  other  features:  (1)  a 

channel  for  inflating  the  esophagus  with  air 
and  cleansing  the  distal  lens,  (2)  a suction 
channel  for  the  removal  of  secretions  and 
the  passage  of  a biopsy  forceps.  The  newest 
instruments  provide  a means  for  deflect- 
ing the  tip  of  the  instrument  so  that  it  may 
be  directed  for  a better  view  of  the  wall  of 
the  organ  or  to  position  the  biopsy  forceps 
accurately.  The  fiberoptic  gastroscope  dif- 
fers only  slightly  from  the  esophagoscope. 
Viewing  is  at  right  angles  to  the  axis  of  the 
instrument  and  there  is  no  suction  channel. 
The  tip  is  directable  in  the  most  recent  in- 
struments and  a biopsy  channel  is  provided. 
The  Eder  instrument  provides  both  end-on 
and  right  angle  viewing.  The  Japanese 
Olympus  GTF-A  incorporates  a gastro- 
camera  in  the  tip  and  does  not  have  an  ex- 
ternal light  source.  The  directable  tip  per- 
mits the  instrument  to  be  turned  in  the 
stomach  for  a retrograde  view  of  the  cardia, 
a region  hitherto  blind  to  the  endoscopist 
and  difficult  for  the  radiologist  to  examine. 

The  Japanese  gastrocamera  (Olympus 
GTV)  was  developed  in  1950,  was  introduced 
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into  the  United  States  in  1962,  and  pi’o- 
vides  photographs  of  the  interior  of  the 
stomach  which  are  superior  in  quality  to 
those  made  with  any  other  instrument.  It 
consists  of  a camera,  lamp,  and  film  cas- 
sette 35  mm  in  length,  11.5  mm  in  diameter 
at  the  end  of  a vinyl  covered  tube  contain- 
ing an  air  channel  and  control  wires  for  po- 
sitioning the  camera,  advancing  the  film, 
and  flashing  the  incandescent  lamp.  Thirty- 
two  5 by  6 mm  color  photographs  can  be 
made  on  one  strip  of  film.  The  camera  is 
positioned  in  accordance  with  a preplanned 
pattern,  modified  by  the  observations  of 
light  transmitted  through  the  wall  of  the 
stomach  and  abdomen.  By  turning  the  in- 
strument in  the  stomach,  the  cardia  can  be 
photographed.  Since  there  is  no  “view- 
finder,” it  is  impossible  to  know  whether  the 
suspected  lesion  has  been  photographed  until 
the  film  has  been  processed.  This  instru- 
ment is  widely  used  in  mass  surveys  for  the 
detection  of  gastric  cancer  in  Japan.  It  has 
not  found  a place  in  clinical  practice  in 
the  United  States  because  it  does  not  reli- 
ably photograph  the  prepyloric  region  of  the 
stomach,  and  because  film  processing  delays 
completion  of  the  study.  The  GTF-A  gas- 
troscope  provides  the  advantages  of  visual 
observation  and  has  a gstrocamera  incorpor- 
ated in  it  so  that  high  quality  intragastric 
photographs  may  be  made  after  proper  po- 
sitioning of  the  instrument  to  include  the 
desired  subject  matter. 

The  new  Olympus  EF  esophagoscope  is 
the  most  recent  addition  to  our  armamen- 
tarium and  is  the  most  versatile  and  satis- 
factory instrument  I have  used.  Made  avail- 
able in  the  United  States  in  October  1968, 
more  than  100  were  in  use  by  the  end  of 
March  1969.  It  has  excellent  optical  quali- 
ties, splendid  illumination  from  an  external 
source,  convenient  controls  for  suction  and 
washing,  directable  t i p,  easy  - coupling 
camera  with  automatic  exposure  control. 
The  biopsy  forceps  is  easily  operated  and  ef- 
fective, allowing  accurate  selection  of  bi- 
opsy site  under  full  visual  control.  The  in- 
strument can  be  used  to  inspect  and  biopsy 
lesions  in  the  upp>er  three  fourths  of  the 
stomach.  It  is  the  instrument  of  choice  for 
examining  the  partially  resected  stomach. 


Utilizing  Endoscopy 

Improved  efficiency  and  safety  justifies 
some  extension  of  the  indications  for  em- 
ploying esophagoscopic  and  gastroscopic  ex- 
aminations. It  does  not  seem  appropriate  to 
utilize  these  procedures  in  the  examination 
of  patients  without  any  indication  of  disease 
of  the  upper  gastrointestinal  tract,  as  a 
“screening  method,”  nor  should  they  be  re- 
served for  the  very  few  with  obvious  dis- 
ease. In  many  symptomatic  patients  the 
x-ray  examination  is  negative ; endoscopic 
examination  will  disclose  lesions  in  a few 
of  these  individuals.  More  often  the  radio- 
graphs show  peculiarities  which  are  dif- 
ficult to  interpret  with  assurance.  Endo- 
scopy should  be  freely  employed  in  such 
cases.  It  should  be  carried  out  without  fan- 
fare, as  a “routine  procedure.”  There  is 
much  less  risk  and  much  less  patient  dis- 
comfort than  with  some  of  the  radiographic 
procedures,  such  as  celiac  arteriography  or 
splenoportography,  or  the  needle  biopsy  of 
the  liver.  All  of  this  presupposes  a well- 
trained  endoscopist,  proper  premedication, 
modern  instruments,  and  an  adequate  as- 
sistant. Given  these  conditions,  the  endo- 
scopist should  be  able  to  visualize,  photo- 
graph and,  usually,  biopsy  any  questionable 
area  in  the  esophagus  and  most  of  the 
stomach.  If  desired,  a print  of  the  color 
photograph  can,  in  the  fullness  of  time,  find 
its  way  to  the  patient’s  chart  to  be  mounted 
along  with  the  reports  of  the  endoscopist 
and  pathologist.  Follow  - up  examinations 
to  determine  the  effects  of  treatment  are 
particularly  useful. 

Esophagoscopy 

Our  indications  for  this  examination  have 
changed  as  the  capabilities  of  the  instru- 
ments have  improved.  At  the  present  time 
the  most  frequent  reasons  are:  dysphagia, 
hemorrhage,  and  x-ray  demonstrated  defects 
requiring  further  elucidation. 

A hiatus  he^'nia  is  examined  to  demon- 
strate the  hernia  and  distinguish  it  from  a 
“phrenic  ampulla.”  One  can  usually  iden- 
tify the  difference  in  color  and  structure 
of  the  esophageal  and  gastric  mucosa;  with 
the  esophagus  inflated,  a pouch  of  herniated 
stomach  may  be  seen.  The  constriction 
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produced  by  the  diaphragmatic  hiatus  can 
be  identified.  Each  of  these  levels  can  be 
measured  in  relation  to  upper  central  incisor 
teeth.  Normally  these  structures  would  be 
found  in  close  approximation  at  38  or  39 
cm  from  the  teeth,  and  would  be  more  wide- 
ly separated  if  hiatus  hernia  is  present.  Any 
esophagitis,  peptic  ulceration,  or  stricture 
can  be  seen  and  assessed.  Biopsy  specimens 
can  be  taken  as  desired.  The  instrument  is 
not  suitable  for  dilating  strictures. 

Cirrhosis  of  the  liver  is  an  indication  for 
esophagoscopy  because  of  the  frequency  with 
which  esophageal  varices  are  present  (75% 
in  our  experience)  and  the  serious  nature  of 
hemorrhage  from  these  lesions.  An  attempt 
is  made  to  assess  the  size  and  tortuousity  of 
the  varices.  Large,  long-standing  varices 
sometimes  exhibit  marked  variation  in  the 
thickness  of  the  vessel  wall  and  of  the  over- 
lying  mucosa,  appearing  “cystic.”  Inflam- 
mation may  indicate  an  increased  risk  of 
bleeding.  When  examined  during  active 
bleeding,  multiple  oozing  points  are  often 
seen.  If  the  bleeding  has  stopped,  occa- 
sionally one  can  see  a laceration  of  the  varix 
from  which  a blood  clot  protrudes.  Varices 
are  easier  to  demonstrate  with  the  Eder- 
Hufford  rigid  esophagoscope  than  with  the 
fiberoptic  instruments  because  the  rigid 
instrument  can  be  used  to  impede  blood 
flow  in  the  varix  and  cause  it  to  distend; 
air  inflation  of  the  esophagus  necessaiy 
with  the  fiberoptic  instrument  tends  to  col- 
lapse the  vessel.  A better  overall  view  is  ob- 
tained with  the  fiberoptic  esophagoscope,  and 
the  simultaneous  washing  and  suction  re- 
quired in  the  presence  of  active  bleeding  is 
more  conveniently  accomplished  with  the 
fiberoptic  instrument. 

Examination  to  determine  the  source  of 
upper  gastrointestinal  hemorrhage  may  re- 
veal multiple  lesions  capable  of  bleeding.  If 
carried  out  at  the  time  of  hemmorhage,  the 
one  responsible  lesion  can  usually  be  identi- 
fied. Ice  water  lavage  preceding  examina- 
tion will  often  cause  the  bleeding  to  stop  and 
make  the  examination  a great  deal  easier. 
Esophageal  varices,  erosive  esophagitis  or 
gastritis,  Mallory-Weiss  lacerations  at  the 
cardia,  and  .sometimes  neoplasm  are  lesions 
encountered.  The  ability  to  examine  the  up- 


per part  of  the  stomach  with  the  fiberoptic 
esophagoscope  is  particularly  useful  in  this 
situation. 

Sjmptoms  of  dysphagia,  or  evidence  of 
esophageal  obstruction  require  endoscopic 
investigation.  Peptic  esophagitis  and  stric- 
ture, usually  in  association  with  a hiatus 
hernia,  has  been  the  lesion  most  frequently 
encountered  in  our  experience.  Carcinoma 
of  the  esophagus  should  be  confirmed  by 
biopsy.  Carcinoma  of  the  gastric  cardia 
may  escape  detection  with  the  rigid  instru- 
ment yet  be  readily  demonstrated  and  biop- 
sied  with  the  more  flexible  instrument  with 
deflecting  tip. 

Achalasia  of  the  esophagus  is  associated 
with  an  increased  incidence  of  cancer  of  the 
esophagus,  and  there  are  occasional  cases 
of  carcinoma  of  the  cardia  erroneously  diag- 
nosed radiographically  as  achalasia.  For 
these  reasons,  we  believe  that  endoscopy 
should  be  included  in  the  initial  investiga- 
tion of  each  case  of  achalasia. 

Functional  disorders  characterized  by 
sjTnptoms  of  disordered  swallowing  or  retro- 
sternal distress  can  be  more  successfully 
treated  if  esophagoscopy  has  demonsti’ated 
the  absence  of  organic  lesion. 

Gastroscopy 

In  an  extensive  review  of  the  Japanese 
and  English  literature,  Morrissey  et  aP  found 
that  14  different  lens  gastroscopes,  22  fiber- 
scopes,  and  13  gastrocameras  are  available 
for  examination  of  the  stomach.  The  lens- 
type  instrument  was  developed  bj"  Dr.  Ru- 
dolph Schindler  and  introduced  into  the 
United  States  in  1932.  Illumination  was 
from  a small  distal  incandescent  lamp,  and 
the  image  passed  through  the  flexible  distal 
half  of  the  instrument  by  way  of  an  array 
of  lenses  and  prisms  supported  on  a spiral 
spring.  Modifications  of  the  instrument 
were  made  by  Hermon-Taylor  (deflectable 
tip),  Benedict  (additional  channel  for  pas- 
sage of  a biopsy  forceps).  Palmer  (smaller 
diameter  instrument  which  could  be  passed 
through  the  lumen  of  the  Eder-Hufford 
esophagoscope),  Bernstein  (enclosed  the  ob- 
jective lens,  mirror,  and  lamp  in  a single 
chamber  to  permit  visualization  of  mucosa 
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in  direct  contact  with  the  instrument),  and 
Berry  (added  a suction  biopsy  sheath).  Sev- 
eral modifications  were  made  to  facili- 
tate photography.  Debray  and  Housset 
added  an  electronic  flash  tube,  actuated  by 
a 180  volt  current,  and  obtained  excellent 
color  photographs.  Colcher  and  Katz  de- 
vised a method  for  overvolting  the  incan- 
descent lamp  momentarily  when  the  motion 
picture  camera  shutter  was  open  and  ob- 
tained excellent  motion  pictures.  However, 
the  lesser  curvature  of  the  antrum,  posterior 
wall  of  the  body,  and  the  entire  fundus  of 
the  stomach  were  seldom  seen,  and  the  py- 
lorus was  not  regularly  visualized. 

The  fiberoptic  gastroscope  was  described 
by  Hirschowitz  in  1961  and  became  avail- 
able in  1963.  Light  transmission  was  in- 
creased 2.5  times  by  the  substitution  of  fiber- 
optics  for  the  array  of  lenses.  Optical  reso- 
lution is  good  — 40  lines  per  mm  compared 
to  60  lines  per  mm  for  lens  gastroscopes. 
Subsequent  improvements  have  seen  the  re- 
placement of  the  distally  located  incandescent 
lamp  by  a fiberoptic  light  guide,  the  addi- 
tion of  a biopsy  channel,  and  a deflecting 
tip.  Japanese  instruments  manufactured  by 
Olympus  and  by  Machida  are  similar,  but 
in  addition  there  are  fiberoptic  instruments 
with  integral  gastrocamera,  or  with  biopsy 
channel  and  control  mechanism  superior  to 
American  instruments.  Each  manufacturer 
offers  a cytology  model,  permitting  a force- 
ful jet  of  fluid  to  be  directed  at  the  center 
of  a suspected  lesion.  External  still  cameras 
can  be  coupled  to  each  of  these  instruments. 

The  current  models  of  the  fiberoptic  gas- 
troscope have  almost  eliminated  blind  areas 
of  the  stomach.  The  pylorus  is  visualized  in 
90%  of  examinations  and,  utilizing  the  de- 
flecting tip,  the  instrument  can  be  turned 
around  in  the  stomach  for  a retrograde  view 
of  the  cardia  and  fornix.  A few  endoscop- 
ists are  able  to  maneuver  the  instrument  into 
the  first,  and  sometimes  the  second,  portion 
of  the  duodenum  in  30  to  50%  of  attempts. 

The  principle  value  of  gastroscopy  in  our 
experience  is  in  clarifying  the  diagnosis  of 
prepyloric  defects  noted  by  the  radiologist. 
This  problem  would  not  rise  if  the  radiolo- 
gist’s opinion  were  blindly  accepted,  but 


endoscopic  inspection  of  this  region  not  in- 
frequently results  in  a different  diagnosis. 
Confirmation  of  lesions  equivocally  demon- 
strated by  x-ray  examination  allows  the  clini- 
cian to  proceed  confidently  with  treatment. 
If  a biopsy  can  be  obtained,  particularly 
of  a neoplasm,  no  question  remains.  Occa- 
sionally the  roentgenogram  will  be  unequi- 
vocally negative,  even  in  retrospect,  and  a 
gastroscopic  diagnosis  of  ulcer  or  neoplasm 
can  be  made.  The  diagnosis  of  gastritis 
cannot  be  made  by  the  radiologist,  and  it  is 
desirable  for  the  gastroscopist  to  obtain  his- 
tologic proof  of  the  existence  of  the  lesion. 
Bleeding  can  only  be  demonstrated  indirect- 
ly by  the  radiologist  but  is  very  evident  to 
the  gastroscopist.  Gastroscopy  is  a sup- 
plement to  the  x-ray  examination.  Both 
methods  are  required,  and  the  x-ray  ex- 
amination should  precede  gastroscopy  so 
that  the  endoscopist  can  be  alerted  concern- 
ing any  suspicious  region  requiring  particu- 
larly diligent  inspection. 

Gastric  ulcers  are  difficult  to  classify  as 
benign  or  malignant  by  either  x-ray  exam- 
ination or  gastroscopy.  The  healing  of 
ulcers  is  best  assessed  by  gastroscopy,  as  it 
has  been  repeatedly  shown  that  superficial 
ulceration  may  still  be  present  when  it  is  no 
longer  evident  on  the  radiograph.  The  place 
of  biopsy  in  determining  the  benignancy  of 
gastric  ulcers  has  yet  to  be  determined. 
This  problem  arises  less  often  than  would  be 
expected,  for  the  appearance  of  most  gastric 
neoplasms  is  predominantly  one  of  a tumor 
or  infiltration  rather  than  simple  ulceration 
which  could  be  benign.  Such  cases  do  occur 
often  enough  to  make  one  wish  for  the  help 
of  the  pathologist.  Our  goal  in  gastric  can- 
cer is  to  find  the  lesion  when  it  is  confined 
to  the  mucosa  or  submucosa.  The  Japanese 
have  done  this  in  as  many  as  50%  of  cases 
in  some  series. ^ 

We  recommend  that  gastroscopy  be  em- 
ployed in  patients  with  symptoms  suggesting 
gastric  disease  but  with  normal  findings  on 
the  x-ray  examination.  We  also  recommend 
gastroscopy  when  confirmation  or  clarifica- 
tion of  the  radiographic  findings  seems  de- 
sirable. Serial  observations  of  apparently 
benign  ulcers  is  useful  to  establish  the  fact 
of  ulcer  healing. 
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Summary 

1.  New  fiberoptic  esophagoscopes  and 
gastroscopes  with  external  light  source  and 
improved  biopsy  and  photographic  capabil- 
ities are  safer  and  more  effective  than  our 
previous  instruments.  Blind  areas  of  the 
stomach  are  gi’eatly  reduced  so  that  virtually 
all  of  the  esophagus  and  stomach  can  be  in- 
spected safely,  photogi'aphed  well,  and  bi- 
opsied  as  required  for  diagnosis. 

2.  Esophagoscopy  and  gastroscopy  should 
be  employed  for  the  diagnosis  of  lesions  of 
the  esophagus  and  stomach  when  other  meth- 
ods of  examination  are  negative,  confusing, 
or  inconclusive. 

3.  Endoscopic  photography  provides  a 
permanent  record  of  the  observations.  This 


is  useful  for  decision-making  by  other  physi- 
cians concerned  in  the  patient’s  care.  Photo- 
graphs provide  useful  comparisons  at  follow- 
up studies.  Cine-photographs  aid  in  physio- 
logic observations  and  in  the  detection  of 
lesions  seen  only  briefly.  Photogi'aphs  are 
an  invaluable  training  adjunct. 

4.  Full  utilization  of  the  biopsy  capability 
of  the  new  instruments  will  improve  the  di- 
agnostic skill  of  the  endoscopist  and  over- 
come the  skepticism  with  which  his  col- 
leagues have  regarded  the  method. 
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Bureaucracy  at  Its  Best 


PRESIDENT’S  PAGE 

Five  years  ago  the  AMA  embarked  on  one 
of  the  most  magnificent  projects  ever  con- 
ceived by  a medical  organization.  It  created 
an  Institute  of  Bio-Medical  Research  which 
was  funded  by  the  physicians  of  the  Ameri- 
can Medical  Association,  and  contributions 
from  other  sources  among  which  was  AMA- 
ERF. 

This  research  institute  had  the  advantage 
of  allowing  scientists  to  work  on  long  term, 
but  extremely  valuable  research  problems 
without  the  pressure  of  being  pressed  for 
completion  in  a short  period  of  time. 

Medical  school  research  projects  have  ac- 
complished an  exemplary  and  very  necessary 
job  in  their  research  work.  They  have, 
however  had  one  disadvantage.  For  prac- 
tical reasons  their  project  must  be  com- 
pleted in  a relatively  short  time. 

The  prestige  engendered  in  written  and 
published  papers  makes  this  necessary. 

One  of  the  fringe  benefits  of  research 
projects  is  the  grant  in  money  that  goes 
with  it.  These  grants,  however,  are  given 
for  finished  projects,  so  it  is  advantageous 
to  the  schools  to  have  short-term  research 
projects. 

The  medical  schools  are  interested  in  re- 
search, and  what  good  physician  isn’t?  The 
schools  also  need  money,  and  there  is  all  too 
little  of  it  available. 

In  the  Institute  of  Bio-Medical  Research 
no  such  pressures  existed,  and  an  incred- 
ible amount  of  the  most  magnificent  work 
has  been  accomplished  in  the  past  five  years. 
We  have  had  a real  reason  to  be  proud  of 
our  organization. 

The  Internal  Revenue  Service,  in  their 
great  wisdom,  decided  to  garner  a few  more 
dollars  by  taxing  the  advertising  in  Profes- 
sional Journals.  Medical  journals  were  not 


the  only  ones,  other  professional  journals 
were  hit  as  well,  even  the  Boy  Scouts. 

This  comes  as  a staggering  loss  to  the 
AMA,  because  it  will  cost  us  millions  of 
dollars.  It  is  going  to  be  necessary  to  econo- 
mize in  order  to  exist,  and  the  barest  of 
necessary  expenses  can  be  retained.  The 
AMA  has  two  alternatives:  raise  the  dues 
from  sixty  to  one  hundred  dollars  per  year 
for  each  member  or  drop  some  of  our  prized 
pro  j ects. 

Today,  December  3,  1969,  our  Institute  of 
Bio-Medical  Research  died!  With  its  death 
went  some  of  the  hopes  for  new  cures  for 
cancer.  Gone,  too  is  the  superb  neuro- 
logical research. 

I,  for  one,  believe  that  this  has  been  a 
serious  blunder  on  the  part  of  the  Internal 
Revenue  Service.  I presume  that  they  will 
have  some  sort  of  trite  explanation  or  per- 
haps say  nothing  at  all. 

The  tax  payers,  whom  the  IRS  say  they 
are  defending,  will  be  the  losers! 

J.  Whitney  Kelley,  M.D. 


January,  1970 


19 


The  Pathogenesis  and  Management 
Of  Acute  Cholecystitis 


The  debate  that  persists  con- 
cerning the  management  of 
acute  cholecystitis  is  involved 
principally  with  two  decisions.  The  first  is 
whether  or  not  early  or  emergency  surgery 
is  desirable.  The  second  is  what  type  of 
operation  should  be  chosen  if  surgery  is  de- 
cided upon.  An  analysis  of  our  data  from 
the  Los  Angeles  County /University  of 
Southern  California  Medical  Center  has  re- 
sulted in  the  following  recommendations  for 
the  management  of  this  disease.  These  rec- 
ommendations may  be  outlined  as  follows; 
this  outline  will  be  followed  by  an  effort 
to  justify  the  conclusions  made. 

Outline  of  Management  of  Acute 
Cholecystitis 

I.  Non-operative  management: 

This  should  be  the  treatment  of  first 
consideration  and  with  a few  exceptions 
should  at  least  constitute  the  initial 
form  of  treatment.  Any  deviation  from 
this  course  demands  careful  considera- 
tion. This  is  not  meant  to  condemn 
early  surgery  but  rather  to  relegate  it, 
at  least  initially,  to  a secondary  posi- 
tion. 

II.  Operative  management: 

Cholecystostomy  under  local  infiltration 
anesthesia  should  constitute  the  opera- 
tive procedure  of  initial  consideration. 
Deviation  from  this  approach  must  also 
receive  careful  thought,  whether  this 
be  by  the  use  of  general  anesthesia  or 
cholecystectomy.  If  either  may  in- 
crease mortality  or  morbidity,  it  is  total- 
ly unacceptable. 

a.  Operation  indicated  (usually  chole- 
cystostomy) . 

1.  Severe,  progressive  and  unre- 
lenting disease. 

2.  Early,  if  progressive  disease  is 
likely  to  be  poorly  tolerated 
(physiologic  senility,  severe  con- 
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current  disease,  diabetes  mel- 
litus). 

3.  Non-regression  of  disease. 

b.  Operation  permissive  (usually  chole- 
cystectomy). 

1.  Accurate  diagnosis  in  an  other- 
wise salubrious  patient. 

2.  Absence  of  factors  known  to  in- 
crease mortality  and  morbidity 
(senility,  severe  concurrent  dis- 
ease) . 

3.  Absence  of  features  indicating 
likelihood  for  choledochostomy 
(jaundice  and  pancreatitis,  pres- 
ent or  past). 

Pathogenesis 

To  justify  the  above  conclusions  it  is  first 
necessary  to  review  certain  fundamental 
characteristics  of  this  disease.  Acute  chole- 
cystitis is  an  obstructive  diverticulopathy 
and  in  this  regard  is  similar  to  several  other 
inflammatory  lesions  within  the  abdomen. 
It  is  similar  to  pancreatitis  in  that  bacterial 
infection  or  sepsis  is  not  an  important  early 
factor.  It  is  dissimilar  to  appendicitis  and 
sigmoid  diverticulitis  in  this  respect.  This 
factor  significantly  influences  the  course  and 
consequently  the  management  of  each  of 
these  diseases. 

The  site  of  the  obstructive  process  which 
induces  acute  cholecystitis  is  the  outlet  of 
the  gall  bladder  and  the  obstructing  mech- 
anism is  a calculus.  In  all  reported  series 
there  are  a few  cases  in  which  a calculus 
cannot  be  identified ; thus  the  entity  of  acute 
noncalculus  cholecystitis  must  exist.  Failure 
to  identify  a calculus,  however,  does  not  un- 
equivocally exclude  it  as  having  been  the 
precipitating  mechanism  of  obstruction. 

•From  the  Department  of  Surgery.  University  of  Southern 
California  School  of  Medicine,  Los  Angeles.  California. 
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The  size  of  the  calculus  bears  little  rela- 
tionship to  its  propensity  to  obstruct  and 
precipitate  cholecystitis.  Whether  the  neck 
of  the  gall  bladder  or  the  cystic  duct  har- 
bors the  impacted  stone  matters  little  con- 
cerning the  manifestations  of  or  the  course 
of  the  disease. 

The  mechanism  of  perforation  has  gener- 
ally been  lightly  covered  in  most  texts.  Fre- 
quently, perforation  has  been  ascribed  to 
erosion  by  the  obstructing  calculus.  This 
is  probably  rarely  the  case.  More  likely,  as 
with  other  diverticulopathies,  the  process  is 
primarily  that  of  tissue  ischemia  which  is 
brought  about  by  mechanical  interference 
of  capillary  and  venule  blood  flow  by  edema, 
inflammation  and  distention. 

The  natural  tendency  for  this  disease  pro- 
cess is  to  subside.  This  is  the  antithesis  of 
acute  appendicitis.  If  untreated,  most  acute 
appendicitis  will  proceed  to  perforation.  In 
contrast,  if  untreated,  but  few  acute  chole- 
cystitis will  progress  in  this  fashion.  Fur- 
ther, the  velocity  of  disease  progression  is 
quite  different  in  the  two.  Notwithstand- 
ing these  features,  it  is  well  recognized  that 
certain  patients  with  acute  cholecystitis  do 
not  behave  in  the  manner  of  most.  In  some, 
the  disease  is  an  acutely  progressive  one  that 
may  lead  to  important  complications. 

Material 

During  a recent  two  year  period,  349 
patients  with  acute  cholecystitis  were  ad- 
mitted to  the  Los  Angeles  County/Univer- 
sity  of  Southern  California  Medical  Center. 
Thirty-eight  died,  a mortality  of  almost  11 
percent.  This  is  a high  figure,  and  primar- 
ily reflects  the  type  of  indigent  patient  that 
this  hospital  serves.  Nevertheless,  some  of 
these  patients  would  have  survived  if  their 
treatment  had  been  more  judicious.  In 
some,  treatment  was  not  sufficiently  ag- 
gressive and  in  some  it  was  too  aggressive. 

Among  this  group  of  349  patients,  jaun- 
dice occurred  in  20  percent,  and  increased 
mortality  to  18  percent.  Perforation  oc- 
curred in  six  percent,  and  this  increased 
mortality  to  36  percent.  As  in  other  dis- 
eases, age  was  found  to  exert  a profound 
influence.  Under  the  age  of  50  years  mor- 
tality was  0.6  percent;  from  51  to  65  years 


it  was  six  percent;  over  65  years  it  was  16 
percent.  Of  great  interest  was  a further 
evaluation  of  the  intermediate  group,  those 
from  51  to  65  years  of  age.  Among  the 
patients  in  this  age  range  who  also  had 
diabetes  mellitus  the  mortality  was  23  per- 
cent whereas  it  was  but  1.2  percent  among 
the  nondiabetics.  This  reflects  the  preco- 
cious aging  of  the  vascular  tree  in  diabetic 
patients.  They  are  physiologically  older 
than  their  chronologic  age  would  imply.  It 
is  to  be  noted  that  mortality  in  nondiabetic 
patients  below  the  age  of  65  years  was  mini- 
mal, less  than  one  percent  — and  this  re- 
gardless of  the  manner  in  which  they  were 
treated. 

In  a 1960  study  by  Reinus  and  Kessler, 
jaundice  occurred  in  20  percent  of  their 
patients  with  acute  cholecystitis,  the  same 
figure  that  we  observed.  Common  duct  cal- 
culi were  proved  to  be  the  responsible 
mechanism  in  slightly  less  than  30  percent 
of  these  jaundiced  patients,  although  they 
may  have  been  responsible  in  others  who 
were  not  subjected  to  surgery.  Of  great  im- 
portance was  the  observation  that  of  those 
patients  harboring  common  duct  stones  and 
subjected  to  choledochostomy  at  the  time 
of  acute  cholecystitis,  additional  stones  were 
overlooked  in  nearly  40  percent.  This  is 
an  unacceptable  figure  and  emphasizes  the 
difficulty  in  performing  a good  common  duct 
exploration  in  the  face  of  acute  inflammatory 
disease.  It  is  to  be  admitted  that  operative 
cholangiography  was  employed  infrequently 
in  that  series;  its  routine  use  would  surely 
have  impi'oved  their  results. 

Indications  for  Surgery 

Although  recognizing  that  the  natural 
tendency  of  acute  cholecystitis  is  to  abate 
and  that  surgery  is  rather  infrequently  an 
absolute  necessity,  there  are  instances  in 
which  surgery  is  not  only  justified  but  may 
be  essential.  The  indications  for  emergency 
or  early  surgery  have  been  listed  in  the 
initial  outline  of  management.  They  are 
three  in  number.  Severe,  progressive  dis- 
ease refers  to  those  patients  in  whom  sepsis 
has  developed  into  an  important  and  poorly 
controlled  factor.  Surgical  interruption 
should  also  be  practiced  early  in  those  pa- 
tients in  whom  progressive  disease,  if  it 
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should  develop,  would  be  poorly  tolerated. 
These  patients  are  represented  by  those  that 
are  aged,  those  with  significant  other  con- 
current disease  and  those  with  diabetes  mel- 
litus.  And  finally,  surgical  interruption  is 
occasionally  necessary  when  the  disease 
process  fails  to  regress  although  advancing 
sepsis  is  not  present. 

Surgical  Management 

A few  basic  precepts  deserve  considera- 
tion. The  establishment  of  a hole  between 
the  lumen  of  the  gall  bladder  and  the  skin 
inteiTupts  the  pathologic  process  of  acute 
cholecystitis  and  is  curative.  This  estab- 
lishes a fistula.  Thus  cholecystostomy  is 
curative.  Although  desirable,  removal  of 
all  gall  bladder  calculi  or  of  the  obstruct- 
ing calculus  itself  is  not  required  to  effect 
a cure.  After  cholecystostomy,  if  tube  chole- 
cyst-cholangiography demonstrates  the  ab- 
sence of  residual  calculi  cholecystostomy 
may  at  times  be  considered  to  have  been  a 
definitive  operation  and  further  surgery  is 
not  necessary.  This  is  especially  true  for 
the  elderly  patient  with  concurrent  disease 
who  may  have  but  a few  years  yet  to  live. 

Total  removal  of  the  gall  bladder  does  not 
effect  a cure  of  acute  cholecystitis  any  bet- 
ter or  more  promptly  than  does  cholecystos- 
tomy. Cholecystectomy  may  be  considered 
to  be  a prophylactic  procedure,  designed  to 
insure  a complete  cholelithotomy  and  thus 
to  prevent  future  attacks.  A direct  analogy 
in  this  regard  can  be  made  between  the  man- 
agement of  acute  perforated  duodenal  ulcer 
and  acute  cholecystitis.  Support  could 
be  easily  marshalled  that  a surgeon  is  not 
being  consistent  if  he  elects  always  to  treat 
perforated  ulcer  only  by  simple  suture  but 
insists  that  cholecystectomy  must  be  done 
for  acute  cholecystitis.  In  the  first  instance 
he  insists  that  a temporizing  operation  only 
be  done,  in  the  latter  he  insits  that  a defin- 
itive operation  be  done.  There  may  be  oc- 
casions when  the  pathologic  findings  at  sur- 
gery demand  that  total  or  partial  removal 
of  the  gall  bladder  be  done  when  but  chole- 
cystostomy was  planned.  This  is  probably 
more  rarely  necessary  than  is  realized.  On 
several  occasions  cholecystostomy  was  suc- 
cessfully utilized  for  what  appeared  grossly 
to  be  a totally  gangrenous  gall  bladder.  Sim- 


ple decompression  of  these  gall  bladders  will 
frequently  restore  viability. 

With  the  foregoing  fully  in  mind,  there 
remain  many  situations  where  cholecystec- 
tomy may  be  the  preferred  method  of  treat- 
ment. Cognisance  should  never  be  lost, 
however,  that  this  operation  constitutes  the 
addition  of  a definitive  or  prophylactic  pro- 
cedure to  a lesser  operation  which  in  itself 
is  curative.  Further,  it  is  being  used  in  a 
disease  the  natural  tendency  of  which  is  to 
subside. 

It  thus  seems  inappropriate  to  list  indi- 
cations for  cholecystectomy  in  acute  chole- 
cystitis. Rather  such  a list  should  indicate 
features  which  are  permissive  for  this  oper- 
ation. In  general  cholecystectomy  may  be 
substituted  for  cholecystostomy  or  for  non- 
operative management  when  it  is  unlikely  to 
increase  risk  over  that  of  the  two  lesser 
methods.  Other  factors  such  as  time  away 
from  work,  financial  and  time  of  day  as 
it  relates  to  the  quality  of  hospital  per- 
sonnel may  importantly  influence  this  de- 
cision. 

The  first  permissive  indication  for  chole- 
cystectomy as  listed  in  the  outline  is  ac- 
curate diagnosis  in  an  otherwise  salubrious 
patient.  Clear  cut  diagnosis  deserves  a word. 
Those  patients  who  are  operated  upon  with 
the  preoperative  diagnosis  of  acute  chole- 
cystitis which  at  surgery  is  proved  erroneous 
are  invariably  excluded  from  reported  data 
of  this  disease.  And  they  constitute  an  ap- 
preciable number.  Of  the  lesions  that  might 
be  mistaken  for  cholecystitis  and  which 
might  be  significantly  harmed  by  anesthesia 
and  surgery  are  pancreatitis,  myocardial  in- 
farction, hepatitis,  acute  hyaline  necrosis  of 
the  liver  and  pneumonitis.  An  intravenous 
cholecyst-cholangiogram  can  be  of  benefit, 
especially  in  excluding  acute  cholecystitis, 
and  probably  should  always  precede  surgery. 

The  second  permissive  feature  for  chole- 
cystectomy demands  the  absence  of  those 
factors  known  to  increase  mortality  and  mor- 
bidity. Physiologic  senility  is  not  chrono- 
logic senility.  A 50  year  old  diabetic  could 
easily  be  classed  with  a 70  year  old  non- 
diabetic. And  many  70  year  old  patients 
are  not  senile  and  would  constitute  good  op- 
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erative  risks.  Severe,  concurrent  disease 
should  exclude  cholecystectomy  for  surgical 
consideration ; these  are  the  patients  who 
should  have  cholecystostomy. 

The  third  permissive  feature  deals  with 
common  bile  duct  exploration.  This  addi- 
tive operative  procedure  cannot  be  as  easily 
or  as  thoroughly  carried  out  in  the  pres- 
ence of  acute  inflammatory  disease.  The 
likelihood  of  overlooking  stones  is  greatly 
increased.  Thus,  if  the  necessity  for  chole- 
dochostomy  can  be  anticipated  from  data 
from  the  history  and  physical  and  laboratory 
examinations,  surgery  is  better  deferred. 
There  are  occasions,  however,  when  increas- 
ing jaundice  is  a reflection  of  cholangitis 
which  represents  severe,  progressive  disease 


and  for  which  urgent  surgery  is  essential. 
In  some  circumstances,  however,  it  is  in 
the  better  interests  of  the  patient  to  simply 
drain  the  gall  bladder  and  drain  the  com- 
mon bile  duct  — rather  to  insist  on  formal 
cholecystectomy  and  common  duct  explora- 
tion. Obviously,  maximal  judgment  is  re- 
quired to  identify  the  best  approach  in  this 
type  of  patient. 

An  aphorism  which  rather  appropriately 
sums  up  the  opinions  expressed  in  this  re- 
port concerning  management  of  acute  chole- 
cystitis might  be  described  as  follows:  the 
greater  the  risk,  the  more  radical  should  be 
the  indications  for  surgery  and  the  more 
conservative  should  be  the  operative  pro- 
cedure. 
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Abortion  Under  the  New  Colorado  Law 


How  the  Law  Was  Changed 

IN  1967,  Colorado’s  abortion  law 
was  100  years  old.  It  provid- 
ed for  legal  medical  termina- 
tion of  a pregnancy  if  the  mother’s  life  was 
jeopardized  physically  or  mentally.  There 
were  no  provisions  made  for  victims  of  rape, 
incest,  or  hereditary  disease,  and  the  ground 
rules  for  getting  an  abortion  on  psychiatric 
indications  were,  at  best,  ill-defined.  In  the 
preceding  15  years,  doctors  had  been  perform- 
ing legal  abortions  quietly  in  an  illegal 
fashion,  in  that  they  had  been  doing  them 
in  cases  of  rubella  in  the  first  trimester  of 
pregnancy,  but  simply  had  not  been  adver- 
tising this  fact.  This  practice  though  med- 
ically astute  and  certainly  indicated  in  some 
instances,  was  highly  illegal,  but  offered  no 
risk  to  the  doctors  involved  in  the  absence 
of  publicity. 

A group  of  liberal,  civic-minded  people, 
consisting  of  professionals  in  practically 
every  vocation,  but  particularly  in  medicine, 
law,  and  theology,  formed  an  association 
called  the  Colorado  Association  for  the  Study 
of  Abortion.  This  same  group  had  advanced 
legislation  in  the  state  in  1965,  making  legal 
the  giving  or  receiving  of  birth  control  in- 
formation or  devices.  Recognizing  a need 
for  updating  the  old  law,  and  making  it  more 
inclusive  to  counter  with  modern  day  prob- 
lems, this  group  proposed  and  advanced 
legislation  through  the  state  government  to 
make  medical  termination  of  pregnancy  legal 
under  six  circumstances: 

1.  Cases  of  pregnancy  resulting  from 
forcible  rape,  to  be  proven  by  medical 
examination,  and  verified  by  reporting 
the  incident  to  the  police. 

2.  Cases  of  pregnancy  resulting  from  in- 
cest, a frequent  problem  in  the  pov- 
erty section  of  the  city. 

3.  Consensual  intercourse  between  any 
person  and  a girl  under  the  age  of 
sixteen  years,  commonly  referred  to 
as  “statutory  rape.’’ 
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4.  Cases  of  pregnancy  where  fetal  mal- 
formation could  be  expected  or  pre- 
dicted in  a high  percentage  of  cases. 

5.  Pregnancies  complicating  severe 
physical  impairment  of  the  mother. 

6.  Pregnancies  complicating  severe  psy- 
chiatric illness  in  the  mother. 

Uncommon  skill  and  adroitness  must  be 
credited  to  the  political  leaders  who  man- 
aged the  passage  of  the  bill.  Their  method 
is  a model  to  be  studied  and  emulated  by 
similar  groups  in  other  states  who  might 
propose  such  legislation.  To  the  surprise 
of  the  two  legislators  who  sponsored  the  bill 
initially,  almost  every  other  legislator  that 
they  approached  not  only  agreed  to  put  his 
name  on  the  bill  as  a cosponsor,  but  manifest- 
ed great  enthusiasm  in  so  agreeing.  More 
than  half  of  the  Colorado  House  of  Repre- 
sentatives were  joint  sponsors  of  the  bill, 
and  slightly  less  than  half  of  the  Senate. 

The  first  major  goal  in  approaching  the 
subject  was  to  have  various  community 
opinion-molders  on  the  side  of  the  change. 
Expanding  numbers  of  clergymen,  doctors 
and  lawyers  were  invited  to  serve  as  ad- 
visors and  counselors  to  the  legislative 
group.  A committee  of  clergymen  was 
charged  with  the  duty  of  contacting  clergy- 
men of  all  faiths,  and  getting  them  to  spe- 
cifically take  a stand  — hopefully  one  of 
endorsement.  The  Colorado  Council  of 
Churches  was  contacted  early  in  the  cam- 
paign for  an  endorsement  from  their  or- 
ganization. The  doctors  were  charged  simul- 
taneously with  the  duty  of  compiling  a list 
of  medical  leaders  who  would  publicly  allow 
their  names  to  be  used  in  endorsing  the  new 
law.  Because  the  news  media  is  perennially 
the  most  important  factor  in  molding  com- 
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munity  opinion,  it  was  deemed  advisable  to 
negate  opposition  on  the  part  of  the  press, 
if  possible.  Consequently,  a panel  consist- 
ing of  doctors,  ministers,  and  representatives 
of  both  political  parties  called  upon  all  of  the 
major  newspapers  in  the  Denver  area  and 
explained  to  them  in  detail  the  bill  and  its 
specific  particles.  Medical  questions  were 
answered  by  the  doctors,  moral  qualms  were 
soothed  by  the  ministers,  and  legislative 
problems  were  answered  by  the  legalists. 
This  effort  won  the  enthusiastic  support  of 
all  the  major  newspapers  during  the  entire 
campaign. 

Because  leaders  of  the  House  or  Senate 
can  defeat  any  legislation  they  desire  by  as- 
signing it  to  a committee  where  it  will  be 
buried,  the  legislators  and  sponsors  of  the 
bill  approached  the  leadership  of  both  the 
House  and  Senate,  and  requested  tactfully 
that  the  bill  be  assigned  to  the  Health  and 
Welfare  committee,  which  had  been  previ- 
ously ascertained  to  have  a sympathetic 
chairman  and  a majority  of  members  favor- 
able to  this  particular  bill. 

As  was  expected,  a stonn  of  protest 
greeted  the  bill  when  it  was  introduced 
publicly.  The  Catholic  Register  devoted  a 
large  percentage  of  its  weekly  issue  for 
some  six  weeks  to  opposing  the  bill.  Indi- 
vidual letters  and  phone  calls  came  from  all 
over  Colorado,  mostly  in  opposition.  The 
committee  chairman  in  the  House,  where 
the  bill  was  introduced,  waited  for  the  storm 
to  pass  before  calling  for  public  hearings 
on  this  legislation.  After  two  weeks  he 
called  a public  hearing  on  the  bill,  and  the 
sponsoring  group  decided  that  the  best  show 
for  their  cause  would  be  to  employ  the  most 
conservative  and  responsible  people  at  their 
disposal.  Consequently,  to  testify  in  public 
in  favor  of  the  bill  at  the  hearings,  min- 
isters, doctors  and  lawyers,  who  had  not 
previously  been  involved  in  controversial 
legislation  of  any  kind,  were  chosen.  The 
group  bent  over  backwards  to  show  that 
responsible  people  were  advocating  this  bill. 
At  the  first  public  hearing,  42  people  testi- 
fied, 23  in  favor  and  19  against.  Compro- 
mises to  the  bill  while  in  committee  were: 

1.  That  statutory  rape  be  set  at  age  six- 
teen instead  of  eighteen,  and 


2.  That  the  hospital  Abortion  Commit- 
tees would  require  a unanimous  con- 
sent of  the  panel  to  certify  an  abortion, 
rather  than  just  a majority  vote, 

3.  Where  a woman  was  living  with  her 
husband,  the  husband  would  also  have 
to  sign  a consent,  and 

4.  If  a girl  was  under  the  age  of  eight- 
een, consent  of  her  parents  or  guard- 
ian would  be  required. 

At  this  point,  it  was  necessary  to  offset 
some  of  the  adverse  mail  coming  in  to  the 
legislators  from  all  over  the  state.  All  23 
persons  who  had  testified  in  favor  of  the 
bill  at  the  first  public  hearing  reduced  their 
testimony  to  concise  writings,  and  at  the 
start  of  each  legislative  day,  copies  of  this 
testimony  were  placed  on  the  desks  of  all 
one  hundred  state  legislators.  Thus,  each 
day,  each  legislator  had  supporting  testi- 
mony from  a responsible  source  to  help  off- 
set any  adverse  queries  or  mail.  Some  of 
the  better  articles  on  the  subject  were  I’e- 
produced  and,  likewise,  handed  out  to  the 
legislators  for  their  personal  use.  It  was 
the  opinion  of  the  group  that  a letter  from 
a doctor  or  minister  or  civically  conscious 
person  could  offset  some  20  adverse  letters, 
because  it  represented  thoughtful  opinion 
from  a responsible  individual. 

Anticipating  what  principle  amendments 
might  be  offered  by  the  opposition,  specific 
legislators  were  appointed  to  handle  the  op- 
position to  the  weakening  amendments. 
Thus,  when  the  bill  was  on  the  floor,  and  an 
amendment  was  proposed,  it  was  opposed 
by  a legislator  who  had  not  been  previously 
associated  with  the  bill,  but  who  had  been 
briefed  on  all  the  arguments  against  that 
amendment,  and  who  could  stand  up  articu- 
lately and  oppose  it.  Most  of  the  weakening 
amendments  were  obvious,  and  were  an  at- 
tempt to  further  complicate  the  bill  or  con- 
fuse it. 

The  best  general  arguments  in  favor  of 
the  bill  were  as  follows: 

1.  The  bill  was  permissive  legislature. 
It  forced  no  one  to  live  under  its  dic- 
tates, or  to  live  in  a moral  or  religious 
environment  foreign  to  their  upbring- 
ing or  training. 
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2.  It  brought  up-to-date,  and  more  par- 
ticularly, defined  a previously  archiac 
and  rather  nebulous  law. 

3.  The  bill  simply  carried  one  step  fur- 
ther the  prevailing  opinion  in  the  Unit- 
ed States  concerning  the  resolution  of 
the  problem  of  abortion  on  moral 
grounds. 

In  almost  every  state,  in  at  least  some 
circumstances,  it  was  possible  for  a woman 
to  obtain  an  abortion  to  protect  herself. 
None  of  the  abortion  laws,  broad  or  vague 
or  old  as  they  might  be,  had  ever  been  con- 
stitutionally challenged  or  repealed.  All  that 
the  group  was  doing  with  the  new  law  was 
to  expand  the  categories  under  which  an 
abortion  could  be  obtained,  and  at  the  same 
time  tighten  down  the  circumstances  under 
which  it  could  be  performed. 

The  bill  passed  by  a large  majority  in  both 
the  Senate  and  the  House,  and  was  signed 
into  effect  by  the  Governor  in  May  of  1967, 
at  a ceremony  which  took  place  over  tele- 
vision. The  Governor  went  before  the  tele- 
vision cameras  to  make  it  clear  to  his  con- 
stituents why  he  was  signing  the  bill,  and 
why  he  was  signing  in  favor  of  it.  He  also 
felt  the  need  to  state  publicly  the  precau- 
tions and  safeguards  that  he  and  his  ad- 
visors would  use  in  monitoring  the  bill’s 
effectiveness,  and  he  made  these  clear  to  the 
public  at  large.  His  reasons  for  signing  the 
bill  were  firstly,  because  it  was  permissive 
legislation,  and  secondly,  because  it  brought 
up-to-date  specifically,  realistically  and  hu- 
manely an  archiac  and  outdated  law. 

Reactions  and  Complications 

In  the  first  several  weeks  after  the  Gov- 
ernor signed  the  new  bill,  there  was  great 
furor  in  the  State  Capitol,  caused  mostly  by 
reporters  coming  into  Denver,  and  interview- 
ing people  who  had  been  connected  with  the 
bill  in  its  phases  of  inception.  Life  Maga- 
zine composed  extensive  reports  a month 
after  the  bill  had  been  passed,  but  never 
published  them  because  they  found  that 
many  other  world  and  national  events  took 
priority.  A senior  editor  from  Look  Maga- 
zine was  blatantly  disappointed  to  find  that 
there  were  not  long  lines  of  people  waiting 
outside  abortion  clinics  and  hospitals.  Al- 


most every  major  magazine  sent  a reporter 
to  Colorado  to  interview  the  people  involved, 
even  the  Wall  Street  Journal.  Unknown  to 
the  lay  community,  the  first  thing  that  the 
Governor  did  after  signing  the  bill  was  to 
have  private  conferences  with  the  president 
of  the  Colorado  State  Medical  Society.  He 
pointed  out  that  he  and  his  advisors  would 
be  watching  the  bill  and  the  number  of 
abortions  done  in  the  first  year  quite  close- 
ly. He  stated  in  no  uncertain  terms  that  at 
the  end  of  the  first  year  he  did  not  want 
to  find  that,  (1)  any  hospital  had  done  more 
abortions  than  it  should,  (2)  that  any  doctor 
was  doing  more  than  he  should,  (3)  that 
any  exorbitant  fees  were  being  charged,  or 
(4)  that  any  particular  indication  was  being 
utilized  more  than  it  should.  At  the  same 
time  a marked  conservative  rebound  in  re- 
sponse to  the  new  legislation  was  taking 
place  in  the  city’s  hospitals,  and  in  the  de- 
meanor of  the  city’s  doctors. 

The  first  reaction  from  outside  of  the 
state  was  that  people  assumed  that  because 
they  were  pregnant,  they  could  somehow  get 
an  abortion  in  Colorado.  Though  Denver 
was  not  beseiged  by  swarms  and  droves  of 
people,  a large  number  of  patients  began 
to  show  up  at  emergency  room  doors  of 
Denver  General  Hospital  and  Colorado  Gen- 
eral Hospital  (the  main  hospital  for  the 
University  of  Colorado  Medical  Center). 
Some  would  have  driven  2,000  miles,  bring- 
ing themselves  to  the  back  door  of  the  hos- 
pital, stating  that  they  came  for  an  abor- 
tion, without  having  first  checked  by  phone 
or  mail  as  to  whether  or  not  an  abortion  was 
indeed  available.  It  became  obvious  to  the 
Department  of  Obstetrics  and  Gynecology 
at  the  University  of  Colorado  Medical  Center 
that  something  would  have  to  be  done  in 
making  a stand  on  an  opinion  as  to  what 
scope  that  institution  would  participate  in 
handling  the  problem.  It  was  decided  that 
if  Colorado  handled  the  abortion  problems 
for  the  Mountain  States  area,  and  even  for 
New  York,  California,  and  Florida,  that  no 
state  would  have  the  necessary  motivation 
for  updating  its  own  laws  or  handling  its 
own  abortion  problems.  Therefore,  the  Uni- 
versity of  Colorado  Medical  Center  closed 
its  doors  to  people  from  out-of-state,  unless 
they  were  in  a geographical  area  that  nor- 
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mally  sought  their  medical  care  in  Colorado 
or  Denver.  Slowly  then,  one  by  one,  the 
remainder  of  the  participating  hospitals  in 
Denver  also  closed  their  doors  to  people 
from  out-of-state  for  the  same  reason.  Most 
of  these  hospitals  then  took  another  con- 
servative step,  which  was  to  increase  the 
number  of  men  on  the  Abortion  Commit- 
tee from  three,  to  as  many  as  five  or  eight 
or  ten.  Some  of  the  hospitals,  having  pre- 
viously been  non-secretive  as  to  whom  was 
on  the  Abortion  Committees,  made  their 
committees  secret  and  known  only  to  the 
hospital  administrator.  By  the  end  of  the 
third  month  after  the  bill  had  been  signed, 
only  two  hospitals  would  accept  patients 
from  out-of-state  for  the  recognized  legal  in- 
dications (both  of  these  hospitals  are  to  be 
congratulated  for  their  forthrightness  and 
astuteness  in  at  least  being  honest  enough 
not  to  deny  an  abortion  to  a patient  just 
because  she  happens  to  live  in  a certain 
area) . 

Administrative  individuals  found  them- 
selves in  the  uncomfortable  glare  of  the  na- 
tional spotlight.  Just  a few  weeks  after  the 
bill  had  been  signed,  the  director  of  Denver 
General  Hospital  said,  “No  woman  who 
qualifies  under  the  Colorado  law  will  be 
denied.”  Again,  people  from  outside  the 
state  were  confused  and  misguided,  as  this 
quote  was  printed  in  almost  every  major 
newspaper  across  the  United  States.  Again, 
these  people  began  to  write  in,  call  in,  or 
come  in  to  Colorado,  assuming  that  some- 
how they  could  qualify  under  the  law,  when 
in  reality  they  could  not. 

Most  of  the  ladies  who  apply  for  abortion 
from  out-of-state  today  are  in  the  same  cir- 
cumstances as  ladies  have  been  in  the  United 
States  for  years,  that  is,  they  suffer  from 
pregnancies  of  inconvenience,  and  nothing 
more  than  that. 

Shortcomings  in  the  law  and  difficulties 
interpreting  it  were  soon  apparent.  A girl 
raped  in  Colorado  could  get  a legal  abortion, 
but  a girl  raped  in  Kansas,  Nebraska,  or 
Wyoming  could  not.  Consequently,  such  a 
girl  would  appear  at  a Denver  hospital  that 
would  accept  out-of-state  patients,  and  un- 
dergo evaluation  for  abortion  on  psychiatric 
grounds,  upholding  that  the  pregnancy  forced 


on  her  by  rape  was  mentally  intolerable  to 
her  to  the  point  where  it  would  set  up  a 
mental  situation  that  would  best  be  avoided 
by  therapeutic  abortion.  Because  the  City- 
County  Hospital  was  then  the  only  one  ac- 
cepting patients  from  out-of-state,  the  num- 
ber of  abortion  applications  soon  reached 
eight  to  ten  per  week.  Two  social  workers 
in  the  hospital,  previously  assigned  to  work- 
ing with  poverty  and  welfare  patients,  were 
assigned  full  time  to  help  evaluate  and  con- 
structively guide  these  applicants.  Because 
most  of  the  patients  had  to  be  considered 
on  psychiatric  grounds,  the  Department  of 
Psychiatry  underwent  major  changes,  and 
soon  the  hospital  was  performing  one  to  four 
abortions  per  week.  In  five  or  six  months, 
the  residents  and  interns  on  the  obstetrical 
and  psychiatric  services  became  rather  dis- 
satisfied and  disgruntled,  as  might  be  the 
residents  on  any  service  where  the  type  of 
pathology  seems  to  be  limited  to  only  one 
entity. 

As  letters,  phone  calls,  and  personal  con- 
tacts continued  to  filter  in  from  around  the 
nation,  it  was  soon  obvious  that  the  Denver 
Medical  Society,  which  was  being  contacted 
most  often,  would  have  to  provide  some  sort 
of  realistic  answering  service.  Therefore, 
a group  of  20  doctors’  names  were  listed 
with  the  society,  and  given  out  in  rotation 
to  people  calling  in  for  infonnation  concern- 
ing the  new  abortion  law.  It  is  to  this  body, 
the  Denver  County  Medical  Society,  that  any 
interested  people  should  inquire  for  such  in- 
formation at  this  time. 

Other  complicating  matters  arose.  In 
cases  of  rubella,  it  was  now  necessary  to 
get  rubella  antibody  titers  done,  where  pre- 
viously the  number  of  cases  had  been  so 
few  that  simply  a clinical  description  of  the 
syndrome  was  considered  adequate.  In 
cases  of  rape,  the  patient  had  essentially  to 
place  charges  against  the  rapist.  The  Dis- 
trict Attorney’s  office  found  this  highly 
distasteful,  and  in  some  cases  unfair  to  dis- 
traught and  immature  teenagers.  Similar 
cases  of  incest  had  to  be  proven  and  charged, 
often  embarrassing  to  the  family.  Birth 
certificates  and  letters  from  the  District 
Attorney’s  office  were  a necessity  in  cases 
of  statutory  rape. 
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Summarj'  and  Accomplishments 

In  the  first  year  of  the  new  law,  there 
were  338  legal  abortions  performed  in  the 
state  of  Colorado  (increased  to  410),  most 
of  these  in  Denver.  Of  the  338,  195  were 
done  for  psychiatric  indications.  Our  Gov- 
ernor, in  a recent  address  to  the  county 
medical  society,  expressed  some  disfavor  in 
this  large  number  of  abortions  done  for  psy- 
chiatric indications.  In  so  doing,  he  neglect- 
ed to  realize  that  though  more  than  half  of 
the  abortions  were  performed  on  psychi- 
atric bases,  93%  of  these  had  been  done 
in  one  institution,  the  city  and  county  hos- 
pital in  Denver.  It  was  this  institution,  one 
of  the  last  two  that  would  accept  patients 
from  out-of-state,  that  was  purposely  over- 
riding the  legal  complications  for  out-of- 
state  patients  by  grouping  them  under  the 
psychiatric  clause.  Consequently,  the  break- 
down of  cases  as  to  indication  for  this  hos- 
pital, as  shown  in  Figure  1,  does  not  repre- 
sent the  true  balance  of  indications  being 
utilized  at  two  of  the  major  private  hos- 
pitals in  the  state  capital,  as  shown  in 
Figures  2 and  3.  Figure  4 simply  shows  an 
overall  conglomeration  of  the  total  number 
of  abortions  done  in  the  state  when  tabu- 
lated by  indication. 

It  can  be  surmised  that  Colorado,  though 
increasing  its  number  of  medically  approved 
abortions,  did  not  become  an  abortion  mecca 
in  1967  and  1968.  Because  of  the  conserva- 
tive reaction  on  the  part  of  the  medical  pro- 
fession, and  the  overwhelming  desire  of  most 
doctors  to  be  not  involved  at  all,  or  to  so 
closely  guard  involvement  as  to  be  above 
reproach,  it  is  highly  unlikely  that  Colorado 
will  ever  become  an  abortion  mecca,  par- 
ticularly when  it  is  now  evident  that  other 
states  are  now  following  our  example.  Since 
the  new  law  has  gone  into  effect,  four  other 
states  have  passed  similar  laws,  and  one  na- 
tion, Great  Britain,  has  even  gone  us  several 
steps  further.  California,  Georgia,  Mary- 
land, and  North  Carolina  have  passed  laws 
equating  to  those  of  Colorado.  Twelve  other 
states  have  pending  legislation  before  them 
at  this  point,  and  three  states  have  in  the 
past  six  months  held  medical,  legal,  and  legis- 
lative symposiums  on  how  to  best  accom- 
plish passage  of  similar  legislation  in  their 
own  state.  In  so  doing,  they  have  invited 


speakers  from  Colorado  to  share  with  them 
the  experiences  that  we  have  had  here. 

Now,  as  we  start  into  the  second  year 
under  our  new  law,  the  opposition  is  once 
more  beginning  to  raise  a hue  and  a cry. 
They  are  not  always  specific  as  to  why  they 
don’t  like  the  new  bill.  They  refuse  to  ad- 
mit that  nobody  is  forcing  them  to  live 
under  it.  Most  of  the  objections  are  on 
the  grounds  of  what  is  legal  and  right  for 
the  fetus  — who  will  stand  up  for  the  rights 
of  the  fetus,  and  who  will  afford  the  fetus 
due  process  of  law.  These  are  questions 
which  are  imminent,  lofty,  and  will  no  doubt 
have  to  be  answered  in  the  future.  To  date, 
however,  they  have  raised  no  problems  in 
our  practice  of  this  law  in  Colorado. 

In  answer  to  those  who  state  that  severe 
mental  deterioration,  guilt,  depression,  and 
so  on,  will  surelj^  occur  to  the  majority  of 
women  undergoing  abortion,  I would  answer 
as  follows:  First,  the  very  paucity  of  such 
cases  being  currently  reported  in  the  ob- 
stetrical literature  today  negates  the  fact 
that  this  would  be  a sexdous  complication  of 
legal  abortion.  Secondly,  it  is  immediately 
apparent  to  doctors  who  participate  in  legal 
abortions,  that  the  patient  has  long  since 
made  up  her  mind  as  to  how  she  wants  to 
handle  the  problem  before  she  ever  ap- 
proaches the  doctor  initially  in  his  office. 
Though  a great  many  maternal  instincts  and 
feelings  are  at  work  in  the  conception  of, 
or  the  giving  up  of  a baby,  the  mother  seems 
to  have  little  difficulty  in  arriving  at  the 
decision  for  abortion.  Feelings  of  depres- 
sion and  guilt  are  normal  feelings,  the  emo- 
tions that  God  has  given  us  all  to  use  in 
dealing  with  unfortunate  crises.  These 
feelings  are  as  common  as  frustration,  envy, 
and  hostility.  It  is  interesting  to  note  in 
short  follow-ups  of  some  of  the  psyhciatric 
cases  done  at  Denver  General  Hospital  (pre- 
viously reported  to  the  American  Psychiatric 
Association  by  Dr.  Abraham  Heller)  that 
most  guilt  and  depression  is  rather  short- 
lived in  these  people,  and  is  frequently 
lessened  by  a marked  change  in  environment, 
or  by  the  arrival  of  another  pregnancy  or 
fortuitously  desired  child. 

Opponents  to  the  new  law  state  that  it  is 
too  liberal.  I offer  the  concept  that  it  is  far 
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too  conservative,  and  offer  the  following 
cases  to  uphold  this  concept: 

1.  What  can  we  do  for  the  girl  who  is 
raped  while  unconscious,  and  unaware 
that  intercourse  took,  place  until  weeks 
later  when  she  misses  a menstrual 
period  ? 

2.  What  can  we  do  for  the  thirteen-year- 
old  girl  who  is  seduced  by  her  fifty- 
year-old  uncle,  when  this  incident 
took  place  outside  the  state  of  Colo- 
rado, in  a state  which  has  no  law 
governing  statutory  rape,  and  does 
not  consider  this  an  incestuous  rela- 
tionship? 

3.  What  can  we  do  in  cases  where  preg- 
nancy is  undesirable  because  of  the 
mental  health  or  physical  health  of  the 
husband  or  father? 

4.  What  is  our  recourse  in  cases  of  failed 
vasectomy  or  tubal  ligation,  when  the 
original  sterilization  procedure  was 
instituted  at  the  physician’s  recom- 
mendation? 

5.  How  can  we  cope  with  involuntary 
or  unrecognized  cases  of  pregnancy 
occurring  in  female  patients  in  mental 
institutions,  who  are  mentally  re- 
tarded to  the  point  where  they  would 
be  unable  to  perform  adequately  as 
mothers  ? 

6.  How  can  we  help  any  girl  who  is  for- 
cibly raped  and  impregnated  outside 
the  state  of  Colorado? 

7.  What  can  we  do  for  the  girl  who  is 
two  months  pregnant,  statutorily,  and 
who  was  sixteen  years  old  three 
months  ago? 

8.  What  can  we  do  to  help  the  mother 
with  multiple  sclerosis  — a disease 
now  advanced  to  the  point  where  she 
walks  on  crutches  and  finds  it  im- 
possible to  be  a mechanical  mother 
to  the  two  or  three  children  that  she 
already  has?  This  same  lady,  a vic- 
tim of  conservative  attitudes  for  birth 
control  by  her  local  doctor  in  a small 
town,  now  finds  herself  pregnant,  and 
has  to  be  helped  in  and  out  of  the 
car  just  to  come  to  the  office  for  her 
prenatal  visits. 


9.  How  should  we  treat  the  girl  who 
seeks  legal  termination  for  her  preg- 
nancy and  is  denied,  and  then  goes 
to  Mexico  where  a Mexican  physician 
inserts  a gauze  pack  or  rubber  cath- 
eter in  the  uterine  cavity,  and  then 
tells  her  to  “go  home  and  find  a gyne- 
cologist right  away.” 

What  is  the  best  treatment  for 
these  people,  medically  and  legally? 
If  we  see  them  in  12  to  24  hours,  and 
they  have  not  begun  to  cramp  or  pass 
tissue,  still  we  know  that  they  are 
potentially  infected.  Should  we  wait 
for  the  patient  to  become  septic,  or 
should  we  intervene  immediately  — 
a treatment  which  would  be  medical- 
ly astute,  but  legally  improper. 

10.  Will  there  ever  be  anything  in  the  law 
to  resolve  the  problem  of  the  college 
girl  who  goes  outside  the  United 
States  for  abortions  yearly  by  the 
thousands?  Here  in  the  United  States 
we  pride  ourselves  on  our  medical 
technology  and  advancement,  as  evi- 
denced in  the  recent  flurry  of  heart 
transplantations.  Still,  we  cannot  ade- 
quately cope  with  some  of  the  more 
simple  basic  human  problems,  such  as 
pregnancy  and  the  need  for  abortion. 

Reflections  and  Suggestions 

Though  our  new  law  in  Colorado  has  func- 
tioned well  this  past  year  and  has  afforded 
many  people  a successful  answer  to  their 
individual  problems,  its  very  inception  still 
smacks  of  an  irrational  approach.  First, 
legislators  were  attempting  to  make  a med- 
ical judgment  on  the  problem  of  abortion  — 
a judgment  which  of  necessity  should  be 
made  only  by  those  trained  in  medical  mat- 
ters. Second,  doctors  are  still  asked  to  make 
the  decision  on  a problem,  which  in  all  fair- 
ness should  rest  with  the  patient  to  decide. 

Doctors  are  often  conservative  to  a fault 
with  regard  to  counseling  in  cases  of  abor- 
tion. It  is  illegal  for  a doctor  to  perform 
an  unindicated  abortion,  and  it  is  illegal  for 
him  to  arrange  for  one  to  be  performed  else- 
where, but  it  is  not  illegal  for  him  to  possess 
all  the  knowledge  at  hand  about  abortion. 
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both  legal  and  illegal,  and  to  advise  and 
help  people  along  lines  that  will  maintain 
their  greatest  safety  and  their  best  medical 
treatment.  There  are  many  things  that 
conservative  doctors  do  to  give  our  pro- 
fession a bad  image,  and  one  of  these  is 
certainly  the  doctor  who  says  to  the  pa- 
tient, “Don’t  ask  me  questions  about  abor- 
tion. I don’t  want  to  talk  about  it.  I don’t 
want  to  know  about  it.  I don’t  want  to 
have  anything  to  do  with  it.’’  A physician 
is  bound  to  decide  early  in  his  practice  if 
he’s  going  to  be  a participating  or  non- 
participating physician  — if  he  is  going 
to  participate  in  all  of  the  problems  of 
morals  and  sex  and  living,  or  if  he  is  go- 
ing to  hide  his  head  in  the  sand  and  protect 
his  personal  image  from  controversy.  I 
think  that  we  should  all  take  to  heart  the 
endorsements  recently  put  out  by  the  Ameri- 
can Medical  Association  and  the  American 
College  of  Obstetrics  and  Gynecologj*  favor- 
ing abortion  reform  in  the  circumstances 
outlined  in  the  new  Colorado  law.  This  type 
of  participation  and  counsel  should  be  em- 
ployed by  all  obstetrician-gj’necologists  in 
all  of  the  different  state  environments,  re- 
gardless of  whether  or  not  your  state  has 
up-to-date  abortion  laws.  This  should  be 
done  for  no  other  reason  than  that  the  pa- 
tient will  get  sound,  capable  and  up-to-date 
advice. 

As  physicians,  we  should  all  be  open- 
minded  enough  not  to  take  a personal  stand 
on  abortion,  pro  or  con,  unless  abortion  has 
touched  our  lives  knowledgeably,  either  per- 
sonally or  as  physicians.  If  we  are  going 
to  go  back  to  our  home  states  and  endorse 
further  abortion  laws  and  reforms,  we 
should  do  it  in  a positive  and  thorough  man- 
ner. If  we  are  going  to  go  home  and  ob- 
ject to  changes  in  abortion  law  and  reform, 
then  at  the  same  time  we  should  be  honest 
enough  and  forthright  enough  not  to  object 
until  we  have  a better  solution,  or  something 
more  concrete  to  offer  to  solve  the  prob- 
lem. 


Currently,  Colorado  physicians  have  re- 
ceived two  letters  from  abortion  clinics  in 
Juarez,  Mexico.  Of  the  150  obstetricians 
in  Denver,  I know  of  only  a handful  who 
have  conscientiously  taken  the  task  of  check- 
ing on  these  men  to  find  out  if  they  are 
medically  and  technically  competent.  The 
same  holds  true  for  abortions  obtainable  in 
Sweden,  Japan,  Puerto  Rico,  and  Canada. 
In  an  attempt  to  define  a little  more  gener- 
ally and  completely  the  problem  of  people 
needing  to  obtain  legal  abortions,  the  Colo- 
rado Association  for  the  Study  of  Abortion 
has  compiled  data  showing  that  in  the  past 
year,  while  338  legal  abortions  were  being 
done  in  the  state,  at  least  500  to  600  pa- 
tients obtained  illegal,  but  essentially  safe, 
abortions  in  some  area  outside  the  state. 
These  were  girls  in  Denver  or  the  State  of 
Colorado  or  from  out-of-state  who  came  to 
Colorado  first  and  sought  abortions  and 
could  not  get  them  legally.  In  stating  these 
numbers,  it  should  be  remembered  that 
Denver  represents  an  area  with  a high  col- 
legiate population,  and  pregnancies  of  incon- 
venience existing  in  girls  between  the  ages 
of  17  and  25  are  notoriously  common  here. 

Just  as  the  conservative  physician  does 
harm  to  his  patients  by  denying  them  con- 
traceptive information,  because  he  himself 
does  not  believe  in  it,  the  conservative  physi- 
cian who  denies  abortion  counseling  does 
similar  damage.  As  the  doctors  who  dis- 
credit contraceptive  means  for  either  per- 
sonal or  medical  or  religious  reasons,  at 
least  have  insight  enough  to  refer  the  pa- 
tient to  a physician  who  can  give  them  that 
advice,  so  should  the  doctor  who  knows 
nothing  of  abortion,  or  disagrees  with  it  en- 
tirely, be  honest  enough  to  provide  the  pa- 
tient with  an  outlet  for  adequate  counsel 
in  all  the  pros  and  cons  of  abortion  and  the 
possible  remedies  for  it.  It  is  not  illegal  to 
discuss  abortion  or  to  philosophize  on  it. 
It  is  not  illegal  to  moralize  on  abortion,  or 
to  follow  it,  or  to  learn  it,  or  to  protect 
people  from  it. 
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SPECIAL  ARTICLES 


Wash  ingtoNotes 


1.  Malpractice  suits 

A Senate  subcommitte  said  that  the  num- 
ber of  medical  malpractice  suits  probably  will 
increase  and  “the  situation  threatens  to  be- 
come a national  crisis.” 

Sen.  Abraham  Ribicoff  (D.,  La.),  chair- 
man of  the  Subcommittee  on  Executive  Re- 
organization which  has  been  reviewing  the 
federal  role  in  the  nation’s  health  care  prob- 
lems for  nearly  two  years,  reported  eight 
conclusions  after  an  extensive  staff  study. 
They  are: 

“1.  The  number  of  malpractice  suits  and 
claims  is  rising  sharply  in  certain  regions  of 
the  country.  The  size  of  judgments  and 
settlements  is  increasing  rapidly. 

“2.  Most  malpractice  suits  are  the  direct 
result  of  injuries  suffered  by  patients  dur- 
ing medical  treatment  or  surgery.  The  ma- 
jority have  proved  justifiable.  These  suits 
are  the  indirect  result  of  a deterioration  of 
the  traditional  physician  - patient  relation- 
ship. 

“3.  The  publicity  given  to  higher  mal- 
practice judgments  and  settlements,  based 
frequently  on  new  legal  precedents,  is  likely 
to  trigger  increasing  litigation  in  other 
States.  The  situation  threatens  to  become 
a national  crisis. 

“4.  Already,  higher  judgments  and  set- 
tlements are  having  the  following  direct 
results: 

(a)  Companies  providing  malpractice  in- 
surance are  increasing  the  cost  of 
coverage. 

(b)  These  costs  — in  the  form  of  high- 
er charges  — are  being  passed  on 
to  patients,  their  health  care  insur- 
ance companies,  and  federal  health 
care  programs. 

“5.  The  rising  number  of  malpractice 
suits  is  forcing  physicians  to  practice  what 
they  call  defensive  medicine,  viewing  each 
patient  as  a potential  malpractice  claimant. 
Physicians  often  order  excessive  diagnostic 


procedures  for  patients,  thereby  increasing 
the  cost  of  care.  Moreover,  they  are  declin- 
ing to  perform  other  procedures,  which  in 
themselves,  may  entail  some  risk  of  patient 
injury. 

“6.  At  present,  it  appears  that  no  one 
affected  by  the  rise  in  malpractice  suits  and 
claims  has  been  able  to  deal  with  this  prob- 
lem in  a maner  that  promises  to  alleviate 
this  situation. 

“7.  The  lion’s  share  of  the  total  cost  to 
the  insurance  companies  of  malpractice 
suits  and  claims  goes  to  the  legal  commun- 
ity. 

“8.  There  is  a definite  federal  role  in  the 
malpractice  problem.” 

Specialists  listed  as  having  “a  greater  po- 
tential exposure  to  malpractice  suits”  were 
orthopedic  surgeons,  general  surgeons,  neu- 
rosurgeons, anesthesiologists,  obstetricians, 
and  gynecologists. 

The  1150-page  report  included  responses 
from  staff  inquiries  to  the  American  Medical 
Association,  the  American  Hospital  Associa- 
tion, lawyers  and  malpractice  insurance 
companies. 

If  the  situation  continues  to  worsen,  the 
report  said,  the  federal  government  “may 
have  to  consider  ...  a reinsurance  pool  to 
which  it  would  contribute.” 

If  the  federal  government  moves  into  the 
malpractice  area,  the  report  said,  it  also 
should  consider: 

“.  . . whether  medical  or  surgical  injury 
to  a patient  is  a community  responsibility 
and  therefore  compensable  by  the  commun- 
ity. 

“.  . . whether  it  must  provide  legal  aid  to 
the  poor  to  help  them  seek  redress  from  per- 
sonal medical  or  surgical  injury. 

“.  . . whether  it  will  insist  upon  creation 
of  more  effective  regulatory  devices  over 
health  professionals  and  health  facilities  to 
assure  that  those  who  are  providing  care 
are  competent  to  do  so.” 
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2,  Medicare  and  medicaid 

A special  task  force  recommended  that 
the  federal  government  experiment  in  dif- 
ferent ways  of  paying  physicians  under 
medicare  and  medicaid. 

In  the  first  of  a series  of  reports  on  medi- 
caid, the  task  force  — appointed  by  Health, 
Education  and  Welfare  Secretary  Robert  H. 
Finch  last  July  — said: 

“HEW  should  actively  program  experi- 
ments for  incentive  reimbursement  under 
medicare  and  medicaid,  with  new  emphasis 
on  experiments  in  payment  methods  for 
physicians  as  the  key  generators  of  health 
services.  In  addition  to  experiments  in  in- 
stitutional reimbursement,  other  experi- 
ments could  emphasize  compensation  to 
groups  of  practitioners  using  modified  ap- 
proaches to  capitation  with  built-in  controls 
on  quality  and  costs.” 

The  report  said  that  states  also  should  be 
made  aware  of  options  now  available  under 
present  laws  and  regulations  in  addition  to 
the  individual  fee-for-service  basis  for  pay- 
ments to  physicians.  The  report  listed  “con- 
tract payments  with  quality  controls,  case 
average  methods,  and  fee  for  time.” 

The  task  force  recommended  that  medicaid 
funds  be  used  to  finance  group  practice, 
neighborhood  health  clinics  and  home  health 
care  programs,  particularly  in  ghettos  and 
other  low-income  areas. 

The  recommendation  was  the  core  of  a 
goal  “to  effect  changes  and  improvements  in 
the  health  care  delivery  system”  of  the  na- 
tion. 

“Bringing  about  needed  major  changes  in 
the  organization  and  delivery  of  health  serv- 
ices is  a long-range  objective,  requiring  na- 
tional commitment  and  establishment  of  na- 
tional policy  and  priorities,”  the  task  force 
said  in  the  first  of  a series  of  reports. 

“For  the  short-range,  we  are  recommend- 
ing certain  actions  which  could  bring  about 
some  improvements  and  which  are  consistent 
with  long-range  objectives.” 

For  the  short-range,  it  was  recommended 
that  five  per  cent  of  federal  medicaid  funds 
be  earmarked  for  state  “development  and 


improvement  of  health  care  services  and  re- 
sources.” Consideration  also  should  be  given 
to  such  use  of  medicare  funds,  the  report 
said. 

The  federal  government  was  urged  to 
take  a more  positive  leadership  role  in  the 
medicare  program  by  first  improving  its 
own  administrative  machinery  and  then 
getting  the  states  to  make  their  management 
functions  more  efficient. 

Other  recommendations  of  the  task  force 
included : 

— Deny  federal  medicaid  funds  to  chiro- 
practors and  naturopaths. 

— Require  uniform  provisions  and  unified 
state  standard-setting,  certification,  and 
consultation  functions  with  respect  to 
providers  of  service  under  both  medi- 
caid and  medicare. 

— Establish  eligibility  for  medicaid  bene- 
fits by  permitting  an  applicant  to  fill 
out  a simple  declaration  form. 

— Require  “profiles  at  the  state  level  of 
vendors  and  recipients  of  service,  and 
criteria  against  which  to  screen  claims 
to  identify  patterns  which  appear  to 
deviate  from  desirable  and/or  usual  be- 
havior.” 


3.  More  doctors 

The  American  Medical  Association  urged 
Congress  to  give  top  priority  to  appropria- 
tions that  will  help  increase  the  number  of 
physicians. 

Testifying  before  a Senate  appropriations 
subcommittee.  Dr.  C.  H.  William  Ruhe,  di- 
rector of  the  AMA’s  Division  of  Medical 
Education,  said  that  “medical  education 
should  be  supported  financially  as  fully  as 
possible  to  meet  the  pressing  need  which 
exists  today  for  an  increased  number  of 
physicians.” 

“We  believe,”  he  said,  “that  in  any  appro- 
priation priorities  established  for  all  govern- 
ment programs,  those  which  affect  health 
care  should  be  given  primary  consideration. 
Further,  because  of  the  special  need  . . . 
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for  more  physicians,  we  urge  that  appropria- 
tions relevant  to  the  production  of  physi- 
cians be  given  first  priority.” 

Concerning  decreases  in  the  Administra- 
tion budget  in  support  of  research  and  train- 
ing grants,  fellowships,  library  grants  and 
research  facility  construction,  the  AMA 
spokesman  said; 

“It  is  difficult  to  estimate  the  effect  these 
reductions  will  have  upon  efforts  to  increase 
physician  production,  but  there  is  concern 


among  many  medical  educators  that  the 
growth  in  medical  school  enrollments  will 
be  inhibited.  We  believe  that  this  effect 
should  be  watched  closely  and  corrective 
measures  instituted  promptly  if  physician 
production  is  impaired.” 

The  AMA  joined  the  Student  American 
Medical  Association  and  the  Association  of 
American  Medical  Colleges  in  a joint  state- 
ment which  said  that  “an  increase  in  the 
appropriation  for  the  Health  Professions 
Student  Loan  Program  is  crucial.” 


Respiratory  Diseases 


LUNG  CANCER  IN  WOMEN 

In  comparing  the  characteristics  of  lung 
cancer  in  men  and  women,  it  was  found 
that,  although  the  condition  is  rarer  than  in 
men,  in  women  it  is  less  frequently  resect- 
able at  the  time  of  diagnosis  and  the  prog- 
nosis is  therefore  less  favorable. 

In  an  effort  to  understand  the  differences  in 
lung  cancer  in  men  and  women,  a study  was  made 
of  clinical,  histological,  and  biological  features 
of  tumors  in  83  women  and  compared  with  1,353 
lung  cancers  in  men,  a ratio  of  men  to  women 
of  16:1.  The  study  covered  a 15-year  period  and 
was  carried  out  at  Morriston  Hospital,  Swansea, 
Wales. 

HISTOLOGY 

Tissue  for  histological  examination  was  obtained 
from  56  patients  by  bronchial  biopsy  or  open  oper- 
ation. Five  types  of  lung  cancer  were  recognized. 
They  were  classified  as  squamous  carcinoma,  well 
and  poorly  differentiated;  adenocarcinoma,  well  and 
poorly  differentiated;  and  undifferentiated  car- 
cinoma. Thirteen  of  the  tumors  were  squamous 
cell;  16  glandular;  and  27,  undifferentiated. 

In  comparison  with  some  other  surveys,  the  pro- 
portion of  squamous-type  tumors  in  this  series 
was  signifacantly  low  and  the  glandular  and  undif- 
ferentiated carcinomas  were  high.  The  relatively 
small  number  of  cases  of  squamous-celled  carcinoma 
may  be  attributed  to  the  lower  frequency  of  chronic 
irritation  in  the  bronchi  of  women  than  in  men, 
whether  due  to  cigarette  smoking  or  to  chronic 
bronchial  inflammation  in  the  latter. 

At  the  time  the  cancer  was  diagnosed,  the  mean 
age  of  the  women  was  56  years,  approximately 
two  years  lower  than  that  of  the  men  who  sought 
medical  advice  because  of  a cough.  The  mean  age 
of  men  whose  cancer  was  diagnosed  as  a result 
of  a routine  chest  x-ray  was  61  years.  The  young- 
er age  at  diagnosis  in  women  than  in  men  is  some- 
what surprising  in  view  of  the  fact  that  thei’e  are 
more  women  than  men  in  the  older  age  groups. 
Since  the  incidence  of  lung  cancer  increases  with 


age,  a relatively  higher  average  might  be  expected 
in  women  than  in  men. 

However,  a greater  proportion  of  ill-differen- 
tiated cancers  are  found  in  women  than  in  men. 
These  lesions  tend  to  occur  at  an  earlier  age 
than  the  differentiated  type,  thus  the  age  difference 
may  be  due  to  such  a factor.  Or,  the  frequency 
of  lung  cancer  in  younger  women  may  be  linked  to 
the  fact  that  cigarette  smoking  is  more  common 
in  younger  than  in  older  women. 

SYMPTOMS 

Cough,  dyspnea,  chest  pain,  and  hemoptysis  are 
the  principal  symptoms  of  lung  cancer.  In  the 
series  reported,  cough  was  the  major  symptom  at 
the  time  of  diagnosis  in  the  greatest  number  of 
women  and  men;  men  complained  of  dyspnea  more 
frequently  than  women;  chest  pain  was  a common 
symptom  in  about  the  same  percentage  of  men  and 
women.  Hemoptysis  was  more  common  in  men 
than  in  women. 

Shortness  of  breath  in  patients  with  lung  cancer 
is  often  the  result  of  a relatively  small  decrease  in 
respiratory  capacity  in  a person  who  has  respiratory 
impairment  due  to  chronic  bronchitis  or  emphysema. 
Since  such  conditions  are  less  common  in  women 
than  in  men,  the  lower  prevalence  of  dyspnea  in 
women  may  be  related  to  the  women’s  general 
respiratory  health. 

METASTASES 

Extrathoracic  metastases  were  detectable  at  the 
time  of  diagnosis  in  a significant  number  of  women, 
18  of  the  56  patients  in  whom  histological  confirm- 
ation of  diagnosis  was  available  having  had  extra- 
thoracic  secondary  deposits. 

Lesions  were  resected  in  11  patients,  a lower 
proportion  than  in  the  series  of  men,  13.4  per  cent 
in  contrast  to  21  per  cent. 

Of  56  women  whose  smoking  history  was  avail- 
able, 23  (41  per  cent)  were  nonsmokers.  The  mean 
age  of  the  smokers  was  55  years,  slightly  lower 
than  that  of  the  nonsmokers,  which  was  57  years. 
No  significant  differences  were  obseiwed  in  the  dis- 
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tribution  of  histological  types  of  tumors  among 
smokers  and  non-smokers. 

On  the  basis  of  the  data  obtained,  it  appears 
that  lung  cancer  is  less  common  in  women  than 
in  men,  is  less  likely  to  be  of  the  squamous-celled 
type,  and  more  likely  to  be  of  the  glandular  type 
or  to  be  undifferentiated.  The  degree  of  differ- 
entiation is  less  in  women  than  in  men.  Lung 
cancer  is  likely  to  occur  at  an  earlier  age  in  women, 
and  extrathoracic  metastases  are  likely  to  have 
taken  place  when  symptoms  appear.  The  prog- 
nosis of  lung  cancer  in  women  is  worse  than 
in  men. 

The  difference  in  resectability  of  lung  cancer 
in  men  and  women  cannot  be  explained  on  the 
basis  of  the  histological  type  of  tumor  or  on  the 
anatomical  localization  in  the  bronchial  tree,  nor 
can  the  higher  proportion  of  women  patients  in 
this  series  in  whom  extrathoracic  metastases  were 
present  at  the  time  of  diagnosis  be  explained  on  the 
basis  of  the  histological  type  of  lesion.  An  alterna- 
tive hypothesis  is  suggested. 

HYPOTHESIS 

At  least  one  of  the  genes  in  the  immunological 
defense  mechanism  of  the  body  is  carried  in  the 
X chromosome;  mutation  at  this  locus  leads  to 


the  clinical  condition  of  agammaglobulinemia  in 
which  there  is  a deficiency  of  a circulating  immuno- 
globulin and  also  a deficiency  of  plasma-cell  reaction 
to  foreign  antigens.  With  their  double  complement 
of  X chromosome,  women  have  a lower  frequency 
of  agammaglobulinemia  and,  by  inference,  a better 
immunological  capacity. 

It  is  suggested  that  those  tumors  of  the  lung 
which  become  clinically  apparent  are  the  ones  in 
which  the  multiplying  neoplastic  cells  are  able 
to  overcome  the  immunological  defenses  of  the 
body  which  would  otherwise  treat  them  as  foreign 
cells  and  destroy  them.  In  women,  with  a better 
defense  mechanism,  fewer  tumors  would  overcome 
the  defenses,  but  those  which  did  would  be  intrin- 
sically more  malignant  and  less  amenable  to  therapy. 

This  hypothesis  would  account  for  the  lower  pro- 
portion of  lung  cancers  in  women,  which  cannot  be 
completely  explained  by  the  lower  proportion  of 
women  who  are  cigarette  smokers.  It  would  account 
for  the  reduced  frequency  with  which  the  tumors 
are  resectable,  for  the  higher  proportion  of  neo- 
plasms of  histologically  undifferentiated  type,  and 
for  the  generally  poorer  prognosis  in  lung  cancer 
in  women. 

— David  J.  B.  Ashley.  M.D.,  and  H.  Duncan  Davies,  M.D., 
Thorax,  July,  1969  (Vol.  24,  No.  4). 


AMA  Objectives 


“We  plant  trees  today  so  that  others  may 
have  shade  tomorrow.”  Burtis  E.  Mont- 
gomery, M.D.,  Harrisburg,  111.,  chairman  of 
the  AMA  Board  of  Trustees,  recently  quoted 
this  Chinese  proverb  to  illustrate  that  the 
accomplishments  of  today’s  physicians  and 
medical  societies  should  include  the  solution 
of  eight  of  the  most  pressing  health  prob- 
lems now  confronting  the  nation. 

As  identified  by  the  American  Medical  As- 
sociation, they  are: 

The  acute  shortage  of  health  manpower  — 
the  demand  for  health  care  has  created  an 
imbalance  in  the  supply-demand  equation  of 
health  professionals  and  other  personnel. 
Increasing  affluence,  longer  life,  greater  ap- 
preciation of  good  health  care,  and  such  gov- 
ernment programs  as  Medicare  and  Medi- 
caid have  greatly  increase  the  demand.  Con- 
sequently, the  AMA,  in  cooperation  with 
the  Association  of  American  Medical  Col- 
leges, is  urging  all  medical  schools  to  ex- 
pand their  enrollments  and  offers  its  assist- 
ance in  establishing  new  schools.  Success 
of  this  approach  to  date  is  evidenced  by  24 
new  medical  schools  created  since  World 


War  II,  raising  to  101  the  total  of  schools 
now  accepting  students.  Others  are  in  the 
planning  or  construction  stage,  and  most 
existing  schools  have  increased  their  enroll- 
ment. 

The  AMA  Council  on  Medical  Education 
is  cooperating  with  attempts  of  medical 
schools  to  reduce  the  length  of  medical  train- 
ing and  is  reviewing  the  time  required  by 
various  specialty  boards  for  certification  of 
specialists. 

The  AMA  Committee  on  Education  for 
Related  Health  Professions  and  the  AMA 
Council  on  Health  Manpower  are  also  stim- 
ulating a variety  of  programs  to  develop  new 
physicians’  assistants,  new  health  care  roles 
for  nurses,  and  innovative  steps  to  increase 
total  productivity.  The  Association  has 
adopted  essentials  of  accredited  educational 
courses  and  accredits  programs  for  13  dif- 
ferent technologies.  In  addition,  it  endorses 
increased  federal  appropriations  for  both 
the  schools  and  individual  students. 

Rising  health  care  costs  — the  AMA  is 
working  closely  with  the  American  Hospital 
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Association  and  hospital  medical  staffs  to 
review  every  item  of  hospital  costs  in  an 
effort  to  remove  those  items  which  should 
be  supported  by  other  means.  Physicians 
are  also  being  encouraged  to  eliminate  hos- 
pital care  or  reduce  it  wherever  possible  and 
to  use  less  expensive  extended  care  facili- 
ties and  home  health  care  services.  The 
AMA  is  now  preparing  a public  education 
program  to  illustrate  how  unrealistic  de- 
mands for  health  care  inflate  costs. 

Financing  health  care  — the  AMA  sup- 
ports a national  health  insurance  plan  based 
on  tax  credits  and  certificates  that  would  en- 
able all  Americans  to  purchase  comprehen- 
sive health  insurance  coverage.  Its  proposal 
would  establish  a sliding  scale  of  tax  credits 
depending  on  the  individual’s  tax  liability, 
and  the  credits  would  be  applied  to  health 
insurance  provided  by  private  carriers. 

Mental  health  — the  AMA  proposed  the 
program  that  was  enacted  by  Congress  to 
establish  a network  of  nationwide  commun- 
ity mental  health  centers.  The  program  in- 
volves close  cooperation  with  the  mental 
health  administration  and  other  experts  to 
discover  more  efficient  methods  of  treat- 
ment and  rehabilitation,  allowing  a quicker 
return  to  productive  work  by  the  patients. 

Pollution  — the  AMA  Council  on  Environ- 
mental and  Public  Health  has  held  several 
national  conferences  on  the  problem  of  pol- 
lution of  the  air,  waterways  and  the  land, 
and  it  is  working  closely  with  governmental 
and  private  agencies  to  ameliorate  this  gi’ow- 
ing  health  hazard. 

Alcoholism  and  drug  addiction  — the 
widespread  use  of  alcohol  has  been  accom- 
panied by  millions  of  medically  identifiable 
alcoholics.  They  suffer  a type  of  drug  ad- 
diction which  requires  medical  therapy  and 
which  is  the  cause  of  50  per  cent  of  all 
fatal  accidents  and  innumerable  criminal 
acts.  Consequently,  the  AMA  Committee  on 
Alcoholism  and  Drug  Dependence  continues 
to  conduct  a major  educational  program  in 
this  area,  directed  at  both  adults  and  youths. 

Health  care  of  slum  residents  — the  AMA 
Committee  on  Health  Care  of  the  Poor,  rec- 
ognizing that  the  problem  of  health  care  in 
the  slum  is  basically  a problem  of  the  slum 
itself,  is  conducting  a series  of  studies  and 


conferences  with  civic  and  social  leaders, 
and  it  is  preparing  specific  recommenda- 
tions to  improve  both  the  quality  and  de- 
livery of  health  care  in  these  areas. 

Malnutrition  — poor  nutrition  is  more 
far-reaching  than  most  people  suspect.  It 
covers  not  only  the  underprivileged,  but  also 
the  middle-income  group  and  relates  strong- 
ly to  education  at  all  levels  of  society.  The 
AMA  has  adopted  an  aggressive  program  to 
fight  hunger  and  malnutrition ; local  societies 
are  being  encouraged  to  meet  with  com- 
munity dietitians,  dentists  and  other  health 
specialists  in  resource  seminars  and  to  par- 
ticipate in  area  health  surveys. 

In  addition,  the  AMA  will  publicize  guide- 
lines for  the  evaluation  of  malnutrition,  ex- 
amine the  science  of  nutrition  as  part  of 
formal  medical  education,  seek  development 
of  a central  coordinating  agency  for  nutri- 
tion at  a high  level  in  the  executive  branch 
of  government,  urge  development  of  urban 
and  rural  programs  to  provide  health  serv- 
ices with  a nutritional  emphasis,  and  evalu- 
ate current  nutritional  education  in  schools. 

Doctor  Montgomery,  speaking  in  behalf 
of  the  AMA  Board  of  Trustees,  has  asked 
each  medical  society  to  help  implement  these 
programs  at  both  the  state  and  local  level. 
“Everything  physicians  do  today  to  help 
find  solutions  to  these  eight  major  health 
problems  will  affect,  in  large  or  small  part, 
what  physicians  of  tomorrow  will  be  able  to 
accomplish,”  he  said. 


Arterial  Blood  Gases  After  Atropine  Sulfate 
in  Healthy  Volunteers  — J.  S.  Finch  (Univ 
of  Michigan  Medical  Center,  Ann  Arbor), 
E.  K.  Zsigmond,  and  T.  J.  DeKornfeld. 
Lancet  2:773-774  (Oct  11)  1969. 

The  effects  of  0.6  mg  of  atropine  admin- 
istered intravenously  to  ten  healthy  vol- 
unteers in  recumbent  position,  on  arterial 
pH  PCO2  and  POo  were  determined ; there 
were  no  significant  alterations  of  blood  gas 
values  after  atropine  administration.  There 
seems  to  be  no  contraindication  to  the  use 
of  atropine  sulfate  for  premedication  in 
terms  of  its  effect  upon  arterial  blood  gases, 
in  patients  with  normal  cardiorespiratory 
function. 
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While  Making  Rounds 


Quote  Unquote. 

“If  I had  my  life  to  live  over  again  I 
would  make  a rule  to  read  some  poetry  or 
listen  to  some  music  at  least  once  a week; 
for  perhaps  the  parts  of  my  brain  now  atro- 
phied could  thus  have  been  kept  active 
through  use.” 

— Darwin 

“A  great  many  people  think  they  are 
thinking  when  they  are  merely  rearranging 
their  prejudices.” 

— James 


Lines  To  Practice  By. 

“There  are  sure  to  be  two  prescriptions 
diametrically  opposite.  Stuff  a cold 
and  starve  a cold  are  but  two  ways.” 

— Thoreau 


“The  sound  body  is  a product  of  the  sound 
mind.” 


— Shaw 


Why  Does  Medicine  Cost  So  Much? 

Luncheon  at  a medical  meeting:  $6.00. 


“Those  who  dream  by  day  are  cognizant 
of  many  things  which  escape  those  who 
dream  only  by  night.” 

— Poe 


Words  We  Can  Do  Without. 

Of  age  (Twenty  years  of  age:  20  years 
old) 

Emergent 

Nit-picking 

Our  Own  Monthly  Statistical  Report. 

The  average  age  at  the  time  of  death,  in 
Nebraska  last  year,  was  68.2  years. 

Anniversary  Time. 

January  26,  1823 
Jenner  died. 

Q & A. 

Q:  “Have  you  been  losing  weight?” 

A:  “Not  any  more.” 

Strange  Disea.se  Of  The  Month. 
Cheesewasher’s  disease. 

Who? 

Who  showed  the  antirachitic  effect  of 
ultraviolet  light? 

Huldschindsky,  in  1919. 

Why? 

Why  are  feces  plural? 


Some  Effects  of  Oral  Contraceptives  on  Car- 
bohydrate Metabolism  — V.  Wynn  and 
J.  W.  H.  Doar  (St.  Mary’s  Hosp  Medical 
School,  London).  Lancet  2:761-765  (Oct 
11)  1969. 

Studies  are  desci’ibed  in  three  groups  of 
women  treated  with  combined  oral  contra- 
ceptive preparations:  91  women,  group  A, 
tested  before  and  during  therapy,  39  women, 
group  B,  tested  during  therapy  and  again 
after  this  had  been  discontinued,  and  (group 
C)  22  w'omen  tested  twice  during  therapy. 
Oral  and  intravenous  glucose  tolerance  de- 
teriorated during  therapy  in  78%  and  70% 
of  group  A women,  respectively;  13%  of 
group  A women  developed  chemical  diabetes 
mellitus  during  therapy.  In  group  B,  oral 
glucose  tolerance  improved  in  90%  and  in- 
travenous glucose  tolerance  improved  in  85% 
after  therapy  was  discontinued.  Group  C, 
with  initial  mean  oral  glucose  tolerance  sim- 
ilar to  that  of  group  B during  therapy, 
showed  no  significant  mean  change  of  oral 
glucose  tolerance  on  retesting.  Significant 
elevation  of  plasma  insulin  levels  occurred 
in  group  A after  oral  and  intravenous  glu- 
cose. The  impaired  glucose  tolerance  is  “ste- 
roid diabetes”  caused  by  elevated  plasma- 
cortisol  levels  secondary  to  the  estrogen 
component  of  the  oral  contraceptive. 
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Medicinews 

Scholarships  for  students 

Applications  are  now  being  accepted  for 
the  E.  V,  Allen  Memorial  Scholarships,  open 
to  junior  and  senior  medical  students  at- 
tending medical  schools  in  the  United  States 
or  Canada.  The  scholarship  provides  three 
months  of  cardiovascular  study  at  the  Mayo 
Clinic,  Rochester,  as  well  as  $1,000  award. 

Deadline  for  applications  is  April  1,  1970. 
Applicants  will  be  notified  by  May  1,  1970. 

Brochures  may  be  obtained  by  writing  to 
Minnesota  Heart  Association,  4701  West 
77th  Street,  Edina,  Minnesota  55435. 

MLA  will  meet 

The  69th  Annual  Meeting  of  the  Medical 
Library  Association  will  be  held  in  the  Roose- 
velt Hotel,  New  Orleans,  May  17-22,  1970. 
Mr.  John  Ische,  librarian,  Louisiana  State 
University  Medical  Center,  and  Mr.  William 
Postell,  librarian  of  Tulane  University  School 
of  Medicine,  are  co-chairmen. 

The  address  of  the  MLA  is  919  No.  Michi- 
gan Avenue,  Suite  1601,  Chicago,  Illinois 
60611. 

Certification  for  family  practice 

The  American  Board  of  Family  Practice 
announced  that  it  will  give  its  first  examina- 
tion for  certification  in  various  centers 
throughout  the  United  States.  Examinations 
will  be  held  over  a two-day  period  on  Feb. 
28  - March  1,  1970. 

Information  regarding  the  examination 
and  eligibility  may  be  obtained  from  Nich- 
olas J.  Pisacano,  M.D.,  Secretary-Treasurer, 
American  Board  of  Family  Practice,  Inc., 
University  of  Kentucky  Medical  Center,  An- 
nex #2,  Room  229,  Lexington,  Ky.  40506. 


Mixed  Carcinoid  and  Mucus-Secreting  In- 
testinal Tumors  — F.  J.  Hernandez  and 
J.  D.  Reid  (Case  Western  Reserve  Univ 


School  of  Medicine,  Cleveland).  Arch  Path 
88:489-496  (Nov)  1969. 

Five  intestinal  neoplasms  with  both  carcin- 
oid pattern  and  mucus  secretions  were  studied. 
Two  were  carcinoid  with  mucus  in  rosettes ; the 
others  showed  intermingled  carcinoid  and 
small  cell  mucoid  carcinoma,  transitions  from 
carcinoid  to  columnar  cell  adenocarcinoma, 
and  adenocarcinoma  with  lymph  node  meta- 
stasis of  carcinoid  pattern.  The  usual  hy- 
pothesis that  carcinoids  arise  from  Kulchit- 
sky’s cells  did  not  appear  valid.  The  mor- 
phology and  function  of  cells  are  determined 
by  genetic  information  systems.  Unexpect- 
ed variations  may  result  from  depression 
of  latent  information  in  neoplasia.  A unique 
cell  of  origin  is  an  unnecessary  postulate. 

“Backward  Extrapolation”  of  Blood  Alcohol 
Levels  in  Traffic  Offenders  — H.  Elbel 
and  H.  Knupling  (Institut  fur  Gerichtliche 
Medezin  der  Universitat,  Bonn,  West  Ger- 
many). Deutsch  Med  Wschr  94:2259-2261 
(Oct  31)  1969. 

Results  of  1,881  duplicate  blood  samples 
were  analyzed  for  alcohol  content  to  deter- 
mine the  reliability  of  the  minimal  “back- 
ward extrapolation”  value.  Taking  into  ac- 
count standard  deviation,  only  at  a minimal 
time  interval  of  30  minutes  was  there  a pos- 
sibility of  an  error  of  0.01/1,000  to  the  dis- 
advantage of  an  alleged  offender.  At  a 45- 
minute  interval  the  deviation  favored  the  of- 
fender by  0.02  to  0.27/1,000  without  extra- 
polation (a  99%  reliability).  At  60  min- 
utes, the  minimal  advantage  without  extra- 
polation was  0.048/1,000,  at  90  minutes  0.1, 
at  2 hours  0.16,  at  3 hours  0.28,  at  4 hours 
0.41,  at  5 hours  0.53,  and  at  6 hours  0.65. 
Extrapolation  should  not  be  used  in  the 
first  hour  and  a deviation  of  0.05/1,000  in 
favor  of  the  tested  person  should  be  ac- 
cepted. The  value  on  backward  extrapola- 
tion was  0.16/1,000  at  2 hours,  0.28  at  3 
hours,  and  above  3 hours  the  value  is 
0.1/1/100/hr,  which  is  acceptable  because 
the  minimal  amount  even  at  6 hours  was 
only  0.65/1,000. 
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FEATURES 


Doctors  Make  News 


Doctor  T.  C.  Kiekhaefer,  Superior,  spoke 
on  the  current  problem  of  drug  abuse  at  a 
recent  meeting  held  in  Deshler. 

Doctor  Edgar  H.  Smith,  Omaha,  has  been 
named  Director  of  Pathologj'  at  Immanuel 
^ledical  Center. 

Doctor  R.  L.  Tollefson,  Wausa,  has  been 
re-elected  Chief  of  Staff  of  the  Osmond  Gen- 
eral Hospital. 

Doctor  Donald  0.  Inslee,  Gothenburg,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  Robert  Westbrook,  Sargent,  was 
guest  speaker  at  a recent  meeting  of  the 
Arnold  Hospital  District  Board. 

Doctor  George  John,  Wayne,  was  a guest 
speaker  at  a recent  meeting  of  the  Theophilus 
Church  Ladies  Aid  Society. 

Doctor  John  H.  Worthman  has  moved  his 
medical  practice  from  West  Point  to  Cozad, 


and  is  now  associated  with  Doctor  R.  A. 
Sitorius. 

Doctor  Thomas  H.  Wallace,  Gordon,  has 
been  inducted  into  the  American  College  of 
Surgeons. 

Doctor  Emmet  Kenney,  Omaha,  discussed 
drugs  and  youth  at  a recent  meeting  of  the 
Dundee  Kiwanis  Club. 

Doctor  Jldcold  Horn,  Lincoln,  has  been 
elected  President  of  the  Nebraska  State  Or- 
thopedic Society. 

Doctor  Robert  R.  Koefoot,  Grand  Island, 
has  filed  for  the  newly  created  District  6 
position  on  the  University  of  Nebraska 
Board  of  Regents. 

Doctor  Abe  Greenberg,  Omaha,  was  re- 
cently presented  the  Eleanor  Roosevelt  Hu- 
manities Award  in  recognition  of  “a  life- 
time of  service  to  the  cause  of  Jewish  sur- 
vival and  his  community.” 


Our  Medical  Schools 


CU  librarian  appointed 

Miss  Marjorie  Wannarka,  librarian  of  the 
Creighton  University  School  of  Medicine 
and  School  of  Pharmacy  library,  has  been 
appointed  news  editor  of  the  “Bulletin  of  the 
Medical  Library  Association.” 

The  appointment  was  made  by  Mrs.  Jac- 
queline Felter,  immediate  past  president  of 
the  Association. 

The  Bulletin  appears  quarterly  and  is  dis- 
tributed to  nearly  3,000  medical  libraries 
and  medical  librarians  in  the  United  States 
and  throughout  the  world. 

Miss  Wannarka  recently  returned  from 
Louisville,  Ky.,  where  she  attended  the  na- 
tional convention  of  the  Association  and  con- 
ferred with  other  editorial  staff  members  of 
the  Bulletin. 


In  1967  she  was  awarded  the  Murray  Gott- 
lieb prize  by  the  Association  for  the  best 
original  essay  written  by  a medical  librarian 
on  some  phase  of  American  medical  history. 
Her  essay  was  entitled,  “Medical  Collections 
in  Public  Libraries  of  the  United  States”  and 
included  a brief  description  of  a medical 
collection  owned  by  the  Omaha  Public  Li- 
brary from  1906  to  1914. 

Miss  Wannarka  served  as  editor  of  “The 
Hospitaller,”  newsletter  of  the  Catholic  Li- 
brary Association,  Hospital  Section,  from 
1959  to  1964.  She  is  a charter  member  of 
the  Nebraska  chapter  of  the  American  Medi- 
cal Writers  Association  and  is  active  in  its 
affairs.  She  also  is  a member  of  the  Ameri- 
can Association  for  the  History  of  Medicine. 

Miss  Wannarka  is  a graduate  of  the  Col- 
lege of  St.  Catherine,  St.  Paul,  Minn.,  and 
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holds  a Master  of  Arts  degree  from  the  Uni- 
versity of  Minnesota. 

New  dean 

A new  assistant  dean  for  curriculum  has 
been  named  for  the  University  of  Nebraska 
Medical  Center.  He  is  Dr.  Paul  Hodgson, 
a professor  of  surgery  at  the  College  of 
Medicine  since  1962. 

Dr.  Hodgso  was  graduated  cum  laude 
from  the  University  of  Michigan  College  of 
Medicine.  The  Wisconsin  native  took  his 
internship  and  surgical  residency  at  the 
University  Hospital  in  Ann  Arbor,  Michi- 
gan, and  was  admitted  to  the  American  Col- 
lege of  Surgeons  in  1957. 

Conferences  and  courses 

Dr.  D.  Boyd  Bigelow,  chief  of  the  pulmon- 
ary disease  section  at  the  Denver  General 
Hospital  (Colorado),  will  be  one  of  the 
speakers  at  the  second  annual  symposium 
on  chronic  respiratory  diseases  at  the  Uni- 
versity of  Nebraska  Medical  Center  January 
29  and  30,  1970. 

Dr.  Irving  Kass,  chief  of  the  pulmonary 
disease  section  at  the  Nebraska  Medical  Cen- 
ter, is  coordinator  of  the  course  aimed  at 
nurses  and  other  members  of  the  para- 
medical team,  as  well  as  physicians. 

The  fee  of  fifty  dollars  includes  two  lunch- 
eons. The  course  carries  twelve  hours  of 
Category  I credit  with  the  AAGP.  It  will 
be  conducted  in  the  Storz  Pavilion  of  Clark- 
son Hospital,  adjacent  to  the  University  of 
Nebraska  Medical  Center  in  Omaha. 

The  Sixth  Annual  Conference  on  Cardiac 
Resuscitation  will  be  offered  on  February 
9,  10  and  11.  The  first  segment  on  Mon- 
day will  be  presented  for  physicians  and 
dentists.  Each  of  the  two  remaining  days 
will  be  presented  for  nurses.  The  same 
course  will  be  presented  each  day  basically, 
with  particular  emphasis  on  the  respective 
disciplines. 

Dr.  Dennis  Cuka,  assistant  professor  of 
surgery  (anesthesia),  will  conduct  the  course. 
The  fee  of  $10  includes  one  luncheon.  The 
course  carries  six  hours  of  AAGP  credit. 


A national  authority  on  juvenile  diabetes 
will  be  guest  speaker  at  the  office  pediatric 
course  on  February  18.  He  is  Dr.  Robert 
Jackson,  professor  and  chairman  of  the  de- 
partment of  pediatrics  at  the  University  of 
Missouri  Medical  School.  The  course  is  co- 
sponsored by  Creighton  University  School 
of  Medicine  and  Dr.  John  Mitchell,  chair- 
man of  its  department  of  pediatrics,  will  par- 
ticipate. 

Dr.  Gerard  Van  Leemven,  professor  of 
pediatrics  and  chairman  of  the  department 
at  the  University  of  Nebraska,  is  coordinator 
of  the  course.  The  registration  fee  of  $25 
includes  one  luncheon.  The  course  carries 
six  hours  of  AAGP  credit.  It  will  be  con- 
ducted in  the  auditorium  of  the  Nebraska 
Psychiatric  Institute. 

Five  guest  speakers  will  participate  in  the 
course  on  clinical  otorhinolaryngology  on 
February  19  and  20.  They  are  Drs.  James 
A.  Crabtree  from  Los  Angeles,  California; 
John  G.  Gregg,  professor  of  otolaryngology 
at  the  University  of  South  Dakota;  James  J. 
O’Neil,  assistant  professor  of  otorhinolaryn- 
gology at  Creighton  University;  Fredric  W. 
Pullen,  assistant  professor  of  otolaryngology 
at  the  University  of  Miami  School  of  Medi- 
cine (Florida) ; and  Donald  A.  Shumrick, 
professor  and  chairman  of  the  department 
of  otolaryngology  at  the  University  of  Cin- 
cinnati School  of  Medicine  (Ohio). 

Registration  fee  of  $50  includes  two  lunch- 
eons. The  course  carries  twelve  hours  of 
AAGP  credit.  Dr.  Charles  T.  Yarington, 
professor  and  chairman  of  the  department 
of  otorhinolaryngology  at  Nebraska,  is  co- 
ordinator of  the  course  being  held  in  the 
Storz  Pavilion. 


Dr.  Jones  named  Shackelford  professor 

Dr.  John  R.  Jones  was  named  the  Shackel- 
ford professor  of  surgery  and  anesthesiology 
at  the  University  of  Nebraska  Medical  Cen- 
ter. 

Dr.  Jones  has  been  on  the  faculty  of  the 
Medical  Center  since  1962. 

Following  his  residency  at  Ohio  State 
University  Hospital  in  1954  he  served  on 
the  faculty  at  Ohio  State  and  Marquette  Uni- 
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versities.  He  took  his  internship  at  Univer- 
sity Hospital  in  Ann  Arbor. 

Dr.  Jones  received  both  his  bachelor’s 
and  doctor  of  medicine  degrees  at  the  Uni- 
versity of  Michigan. 


The  Shackelford  Professorship  is  partial- 
ly endowed  by  a memorial  fund  established 
by  Mrs.  Mary  E.  Marischal  in  the  name  of 
her  gi’andfather,  Dr.  James  Madison 
Shackelford. 


Here  and  There 


Gorgas  medal 

The  27th  annual  Gorgas  Medal  for  ac- 
complishments in  preventive  medicine  is  pre- 
sented to  Patricia  A.  Wehh,  M.D.,  and  Karl 
M.  Johnson,  M.D.  (right),  both  of  the  U.S. 
Public  Health  Service,  during  the  meeting 
of  the  Association  of  Military  Surgeons  in 
Washington,  D.C.  Making  the  presentation 
is  George  E.  Farrar,  Jr.,  Director  of  Medical 
Services  for  Wyeth  Laboratories,  which 
sponsors  the  Medal. 

Drs.  Webb  and  Johnson  are  assigned  to 


the  Middle  America  Research  Unit,  NIAID/ 
NIH,  Panama  Canal  Zone.  They  were  hon- 
ored for  their  outstanding  research  in  the 
field  of  public  health,  primarily  their  efforts 
to  prevent  and  eradicate  Bolivian  Hemor- 
rhagic Fever. 

The  Gorgas  Medal  has  been  presented  an- 
nually by  Wyeth  Laboratories  in  honor  of 
Dr.  William  Gorgas,  whose  leadership  in  con- 
trolling yellow  fever  and  malaria  in  Pana- 
ma made  possible  the  construction  of  the 
Panama  Canal. 
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Medicolegal  symposium 

The  AMA  now  has  available  the  printed 
proceedings  of  the  1969  National  Medico- 
legal Symposium,  which  was  sponsored  joint- 
ly last  spring  by  the  Association  and  the 
American  Bar  Association. 

The  118-page  report  covers  the  remarks 
of  outstanding  medical-legal  authorities  who 
participated  in  the  three  day  meeting.  Among 
the  panel  subjects  are  “Who  Wants  to  Pay 
Unnecessary  Taxes?”  (estate  planning,  pro- 
fessional corporations) ; “Disability  — What 
Kind  and  How  Much?”  (workmen’s  com- 
pensation, civil  litigation,  “doctor  in  the 
middle”);  “Life,  Death  and  Human  Trans- 
plantation” (“donf  tie  the  hands  of  the 
medical  innovator,”  “the  patient  must  al- 
ways come  first,”  today’s  law  and  its  prob- 
lems, and  a legal  solution) ; “How  to  Avoid 
Malpractice  Liability”  (key  rules,  why  some 
MDs  lose,  danger  zones  in  accident  preven- 
tion, and  “can  legislative  remedies  help 
minimize  claims?”),  and  “Medicolegal  Vig- 
nettes” (“getting  away  with  murder”  and 
pretrial  screening  of  malpractice  claims). 

Copies  of  the  proceedings  are  available  at 
$7  each,  but  orders  sent  on  medical  society 
letterhead  are  accorded  the  customary  50 
per  cent  discount  saving.  Address  order 
with  accompanying  check  to  Order  Depart- 
ment, AMA,  535  North  Dearborn  Street, 
Chicago,  111.  60610. 


Pharmacopeia  holds  ceremony 

This  country’s  only  national  organization 
representing  both  the  medical  and  pharmacy 
professions.  The  United  States  Pharmaco- 
peial  Convention,  has  been  granted  permis- 
sion to  use  the  Old  Senate  Chamber  of  the 
Capitol  Building  in  Washington,  D.C.,  for 
a commemorative  ceremony  on  January  2, 
1970. 

In  the  past.  Senate  authorities  have  con- 
tinually refused  requests  by  outside  organ- 
izations to  utilize  the  Old  Senate  Chamber. 
However,  because  of  the  unusual  historical 
background  of  the  Pharmacopeial  Conven- 
tion, use  of  the  Chamber  was  authorized. 

The  Pharmacopeia  was  founded  when 
eleven  physicians  from  throughout  the  coun- 


try, some  of  whom  were  congressmen,  met 
in  the  same  Senate  Chamber  on  January  1, 
1820.  The  physicians  who  participated  in 
that  first  meeting,  which  was  later  to  be- 
come known  as  the  first  Pharmacopeial  Con- 
vention, elected  Dr.  Lyman  Spalding  as  the 
first  Chairman  of  the  Committee  on  Pub- 
lication and  established  the  principles  for 
the  preparation  of  the  Pharmacopeia,  a 
book  of  standards  for  drugs.  Less  than  a 
year  later,  in  December  of  1820,  the  first 
United  States  Pharmacopeia  was  published. 

In  1850,  pharmacists  joined  the  organiza- 
tion. 

Although  no  law  required  it  during  the 
first  86  years,  the  professions  recognized 
the  Pharmacopeia  as  the  official  book  of 
drug  standards  for  America.  Since  enact- 
ment of  the  first  Food  and  Drug  law  in 
1906,  U.S.P.  standards  have  been  enforced 
by  the  Food  and  Drug  Administration.  The 
Pharmacopeia  represents  a unique  model  of 
cooperation  between  the  government,  indus- 
try, and  the  professions. 

The  commemorative  ceremony  will  be  at- 
tended by  leaders  in  the  professions  and 
government. 


Treatment  of  Chancroid  — R.  E.  Kerber,  C. 
E.  Rowe,  and  K.  R.  Gilbert  (Stanford  Univ 
Medical  Center,  Palo  Alto,  Calif).  Arch 
Derm  100:604-608  (Nov)  1969. 

Tetracycline,  sulfisoxazole,  or  both  were 
used  in  a predetermined  rotating  manner  in 
the  treatment  of  90  consecutive  cases  of 
chancroid  seen  at  a military  facility  in  Viet- 
nam. In  the  70  cases  with  satisfactory 
follow-up,  sufisoxazole  w a s significantly 
more  effective  than  tetracycline  in  healing 
the  penile  ulcer  of  chancroid;  the  combina- 
tion of  the  two  drugs  was  not  statistically 
more  effective  than  sulfisoxazole  alone.  Pre- 
vious studies  suggesting  the  effectiveness 
of  tetracycline  in  chancroid  are  reviewed; 
possible  reasons  for  the  different  conclusion 
of  this  study  include  errors  in  diagnosis  in 
the  earlier  studies,  and  the  development  of 
tetracycline  - resistant  strains  of  Hemo- 
philus ducreyi. 
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Ws  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Baxter  Laboratories,  Inc.,  recently  intro- 
duced the  improved  CYSTOFLO®  Urinary 
Drainage  System,  a completely  closed  system 
that  is  easier  to  use,  controls  contamination 
more  effectively,  and  increases  patient  safe- 
ty and  comfort.  The  new  CYSTOFLO  bag 
will  be  marketed  by  Baxter’s  Travenol  Divi- 
sion. 


The  exclusive  BAC-STOP™  safety  cham- 
ber is  now  an  integral  part  of  the  CYSTO- 
FLO bag.  It  sets  up  an  air  barrier  to  pre- 
vent bacteria  from  migrating  upward  and 
causing  retrograde  infection.  The  improved 
“Trapdoor”  bottom  drain  with  shorter  tub- 
ing prevents  bowing  and  creasing  — it  won’t 
slip  out  of  its  pocket.  The  bottom  drain 
empties  vertically  or  horizontally  and  always 
assures  clog-free  flow. 

The  CYSTOFLO  bag  has  a clear  vinyl 
front  and  opaque  white  matte  back  that  pre- 
vent sticking  and  provide  excellent  fluid  ob- 
servation. A new,  shorter  hanger  keeps  the 
bag  level  on  any  hospital  bed,  and  enables 
the  ambulatory  patient  to  hide  bag  contents 
and  move  around  more  comfortably. 

Calibrated  up  to  2000  milliliter  in  100 
milliliter  increments,  the  CYSTOFLO  bag  is 
easy  to  read  at  a glance.  A tilt  of  the  bag 
measures  small  amounts  up  to  30  milliliter 
in  5 milliliter  increments. 

The  improved  CYSTOFLO  Urinary  Drain- 
age System  with  Bottom  Drain  is  available 
in  20  packaged  units  per  case.  For  more  in- 
formation, contact  Travenol  Laboratories, 
6301  Lincoln  Avenue,  Morton  Grove,  Illinois 
60053. 


Myelofibrosis  and  Esophageal  Varices  — H. 
Wohlenberg  (Medizinische  Universitats- 
klinik,  Heidelberg,  West  Germany). 
Deutsch  Med  Wschr  94:2163-2167  (Oct  17) 
1969. 

Myelofibrosis  was  the  underlying  disease 
in  two  patients  admitted  to  hospital  for 
bleeding  esophageal  varices.  Development 
of  esophageal  varices  as  a result  of  portal 
hypertension  due  to  myelofibrosis  occurs  in 
about  1.4%  to  5.5%  of  cases,  judging  from 
reports  in  the  literature.  Symptomatic  meas- 
ures (Sengstaken  tube)  are  the  preferred 
form  of  treatment.  The  two  reported  cases 
responded  well  to  diuretics. 
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Send  For  It 


Sex  education 

“A  Look  at  Sex  Education  in  the  School” 
is  a new  addition  which  family  life  educa- 
tion program  planners  should  include  in  their 
film  library. 

Originally  produced  this  past  December 
for  the  Denver  AMA  Clinical  Convention 
closed-circuit  TV  programs  telecast  through- 
out the  meeting,  “A  Look  . . has  now  been 
transferred  to  16mm  film;  it  is  in  color 
and  lasts  28  minutes. 

The  panelists  are  Orvis  A.  Harrelson, 
M.D.,  director  of  school  health  services  for 
the  Tacoma,  Wash.,  public  schools,  Mrs. 
Paul  E.  Rauschenbach,  Paterson,  N.J., 


chairman  of  the  children  and  youth  com- 
mittee of  the  Woman’s  Auxiliary  to  the 
AMA,  and  Wallace  Ann  Wesley,  Hs.D.,  as- 
sistant director  of  the  AMA  Department  of 
Health  Education. 

Their  discussion  is  an  excellent  up-to- 
date  analysis  of  the  considerations  in  the  im- 
plementation of  the  AMA  resolution  endors- 
ing family  life  and  sex  education  programs 
in  the  nation’s  schools. 

Prints  are  limited  but  are  available  with- 
out charge,  on  loan,  to  medical  societies  and 
Woman’s  Auxiliaries  from  the  AMA  Radio 
and  TV  Department,  535  North  Dearborn 
Street,  Chicago,  111.  60610. 


The  Funny  Bone 


The  Chart. 

“She  has  been  treated  for  a year,  in  the 
past.” 

The  Nurse. 

“The  blood  pressure  wasn’t  done  because 
we  haven’t  taken  it  yet.” 

Heard  In  The  Lounge. 

“Round  circle.” 

How  Much  Do  You  Weigh? 

“One  twenty.” 

“I  mean  two  twenty.” 

The  Oldest  Medical  Joke. 

Left  tonsil:  “It’s  dark  in  here,  where 

are  we?” 

Right  one:  “Capistrano,  here  comes  an- 
other swallow.” 

Department  of  Definitions. 

Organ  recital:  patient’s  complaints. 

Curiosity  Corner. 

Why  do  they  say  “reanastomose”  when 
they’re  doing  it  for  the  first  time? 

Slow  Death  Of  The  English  Language. 

“This  is  a common  phenomenon.” 


Pet  Peeve. 

People  who  want  their  tonsils. 


Remember? 

Smallpox. 


— F.C. 


Diagnosis  of  Appendicitis  in  Infancy  — R. 

H.  Wilkinson,  R.  H.  Bartlett,  A.  J.  Eraklis 

(Children’s  Hosp  Medical  Center,  Boston). 

Amer  J Dis  Child  118:687-690  (Nov)  1969. 

The  diagnostic  triad  of  fever,  vomiting, 
and  abdominal  pain,  although  present,  may 
be  less  evident  in  the  infant  with  appendicitis 
than  in  the  older  patient.  The  value  of  pre- 
operative abdominal  radiographs  in  this 
group  is  emphasized  by  the  experience  in  24 
infants,  under  the  age  of  2 years,  proved 
at  surgery  to  have  acute  appendicitis.  In 
80%  of  these  infants,  there  were  radio- 
graphic  abnormalities  to  establish  the  diag- 
nosis. The  incidence  of  postive  findings  in 
this  age  gi’oup  as  compared  to  a series  of 
older  patients  may  be  related  to  the  high 
incidence  of  perforation  (84%). 
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Down  Memory  Lane 


1.  It  is  one  of  the  enigmas  of  medicine 
that  an  organ  of  such  physiological  import 
as  the  diaphragm  should  have  been  studied 
so  little. 

2.  Sarcoma  of  all  types  is  a surgical  dis- 
ease and  should  be  treated  as  such. 

3.  Opinions  as  to  the  value  of  acriflavine 
in  gonorrhea  show  an  utter  lack  of  harmony. 

4.  The  days  of  the  bootlegger  and  the 
high  j acker  will  soon  be  over. 

5.  During  the  year  of  1919  there  were 
5,040  cases  of  venereal  diseases  reported 
by  the  physicians  of  Nebraska  as  required 
by  law'. 

6.  The  old  way  of  operating  anticipated 
healing  by  the  slow,  dirty  process  of  granu- 
lation or  of  healing  by  secondary  intention. 
The  new^  way  contemplates  preparing  the 
wound  by  a further  step,  in  such  a manner 
as  to  facilitate  continuous  chemical  action 
on  all  wound  surfaces,  and  to  conclude  heal- 
ing by  primary  intention. 

7.  The  last  session  of  the  legislature  en- 
acted a law  known  as  House  Roll  No.  210, 
which  was  approved  April  7,  1919,  and  pro- 
vides, among  other  things,  that  the  Superin- 
tendent of  Public  Instruction  shall  be  the 
secretary  of  the  county  board  of  health. 

8.  Of  about  1500  physicians  in  the  state 
over  1100  are  members  in  good  standing 
in  the  association. 

9.  The  Division  of  Venereal  Diseases,  De- 
partment of  Public  Welfare,  will  supply, 
gratis,  the  necessary  Arsphenamine  prod- 
ucts for  the  treatment  of  indigent  patients. 

10.  Sir  Wm.  Osier,  born  in  Canada,  July, 
1849,  died  at  Oxford,  England,  Dec.  29,  1919, 
of  pneumonia. 

Nebraska  State  Medical  Journal 
January,  1920 


Observations  on  Anesthetic  Effect  of  Com- 
bination of  Xenon  and  Halothane  — S.  C. 
Cullen  et  al  (Univ  of  California  Medical 
Center,  San  Francisco).  Anesthesiology 
31:305-309  (Oct)  1969. 

In  describing  the  hydrate  theory  of  anes- 
thetic action,  Pauling  and  Miller  suggested 
that  the  action  of  two  anesthetic  gases  might 
be  synergistic  if  one  gas  formed  a structure 
I and  the  other  a structure  II  hydrate.  The 
correlation  of  anesthetic  potency  and  lipid 
solubility,  however,  suggests  that  combina- 
tions of  anesthetics  should  result  in  an  ad- 
ditive effect  rather  than  synergism.  A com- 
parison of  the  anesthetic  requirements,  as 
defined  by  minimum  alveolar  concentration 
(MAC),  for  xenon  (structure  I hydrate)  and 
for  halothane  (structure  II  hydrate)  with 
MAC  values  for  xenon-halothane  mixtures  in 
man  indicate  that  xenon  and  halothane  in 
combination  have  an  additive  rather  than  a 
synergistic  anesthetic  effect. 


Adrenal  Function  During  Topical  Oral  Cor- 
ticosteroid Treatment  — T.  Lehner  and  C. 

Lyne  (Guy’s  Hosp,  London).  Brit  Med  J 

3:138-140  (Oct  18)  1969. 

Plasma  cortisol  (hydrocortisone)  levels 
were  measured  in  42  subjects  before  and 
during  administration  of  topical  oral  corti- 
costeroids. Topical  administration  of  0.3  to 
0.4  mg  of  betamethasone  disodium  phosphate 
daily  caused  partial  suppression  of  adrenal 
function  in  eight  of  ten  subjects  tested.  The 
adrenal  function  remained  normal  in  14  pa- 
tients treated  with  10  mg  of  hydrocortisone 
hemisuccinate  daily  for  periods  of  up  to 
three  years.  Betamethasone-17-valerate  also 
failed  to  cause  adrenal  suppression  in  doses 
of  0.4  mg/day  in  17  patients.  The  adrenal 
glands  failed  to  respond  normally  to  stimula- 
tion with  cosyntropin  in  selected  subjects 
with  depressed  plasma  cortisol  levels.  Thera- 
peutic doses  of  topical  oral  hydrocortisone 
hemisuccinate  and  betamethasone-17-valer- 
ate  can  be  used  in  adults  with  oral  lesions 
without  fear  of  affecting  adrenal  function. 


44 


Nebraska  S.  M.  J. 


I 


GENERAL 


From  the  Editor 


The  librarians 

A significant  name  change  has  been  voted 
by  a national  paramedical  organization. 

As  of  January  1,  1970,  it  is  the  “American 
Medical  Record  Association  (AMRA),”  in- 
stead of  the  American  Association  of  Medi- 
cal Record  Librarians  (AAMRL). 

The  new  name  was  adopted  unanimously 
by  the  Association’s  house  of  delegates  at 
its  41st  Annual  Meeting  and  Exhibit  in  New 
York  City.  The  Executive  Office  of  the 
8,500-member  association  is  headquartered 
in  Chicago,  111. 

“American  Medical  Record  Association’’ 
was  chosen  principally  because  the  former 
name  was  confusing  and  ambiguous  to  those 
not  engaged  in  hospital  work,  and  because 
“AAMRL’’  was  too  restrictive  for  the  ever- 
expanding  scope  of  the  medical  record  profes- 
sion. 

It  was  emphasized,  at  the  Annual  Meeting, 
that  heads  of  medical  record  departments  in 
hospitals  and  health  centers  are  not  actually 
Webster-defined  librarians,  but  really  rec- 
ord and  data  administrators.  Few  medical 
record  departments  are  connected  directly 
with  libraries,  whereas  the  general  public 
assumes  that  all  librarians  work  exclusively 
with  bound  books. 

For  the  most  part  the  primary  profes- 
sional responsibilities  of  “AMRA”  members 
are  maintaining  and  retrieving  the  medical 
records  of  patients. 

A medical  record  is  a permanent  accumu- 
lation of  total  information  on  diagnoses  and 
treatment  of  a person’s  illness  or  injury.  It 
is  preserved  for  its  medical,  research,  legal 
and  hospital  accreditation  value.  Each  rec- 
ord consists  of  all  medical  reports  bearing 
upon  an  illness  or  injury,  including  examin- 
ation findings,  diagnoses,  medication  pre- 
scribed and  administered,  x-ray,  and  labora- 
tory reports,  electrocardiogram  tracings, 
therapy,  diets,  patient  progress  reports  and 
all  other  pertinent  data.  Medical  records  are 
maintained  in  hospitals,  clinics,  nursing 
homes  and  medical  research  centers. 


A patient’s  medical  record  for  a two-day 
stay  in  a hospital  will  average  about  17 
pages.  Many  individual  medical  records  total 
100  pages,  and  there  have  been  cases  in 
which  one  patient’s  accumulated  data  swelled 
to  a mass  more  than  two  feet  wide. 

Medical  record  staffs  not  only  organize 
such  patient  data,  but  they  abstract  it,  code 
all  ailments,  and  file  the  information  sys- 
tematically for  instant  retrieval.  Such  data 
are  available  for  review  for  the  guidance  of 
physicians  and  surgeons  in  hospitals,  for 
statistical  studies,  for  medical  research,  and 
for  accreditation  of  hospitals.  They  are 
valuable  also  because  about  one-half  of  all 
patients  are  treated  more  than  once  in  a 
given  hospital. 

Membership  of  the  “American  Medical 
Record  Association”  includes  registered  rec- 
ord librarians  (RRLs),  accredited  record 
technicians  (ARTs),  medical  record  students, 
medico-legal  authorities,  hospital  administra- 
tors, federal  and  state  health  officials,  in- 
formation scientists,  bio-statisticians,  elec- 
tronic data  processing  experts,  systems 
analysts,  insurance  representatives,  medical 
educators,  and  a number  of  physicians  and 
surgeons. 

The  vast  majority  of  “AMRA”  members 
are  employed  in  hospital  medical  record  de- 
partments. 

RRLs  must  hold  baccalaureate  degrees  and 
pass  a rigid  registration  examination  con- 
ducted by  the  Association.  ARTs  must 
either  have  completed  two  years  in  an  ap- 
proved college  for  medical  record  science  or 
have  completed  the  Association’s  Correspond- 
ence Education  Course  before  being  allowed 
to  write  the  accreditation  examination. 

Miss  Lorraine  F.  Volz,  RRL,  director  of 
medical  record  services  at  Pennsylvania  Hos- 
pital in  Philadelphia,  becomes  the  first  presi- 
dent of  “AMRA”  on  January  1.  Mrs.  Mary-j 
Waterstratt,  RRL,  is  executive  director  in 
the  Chicago  headquarters. 

The  new  president-elect,  who  will  take 
office  in  1971,  is  Mrs.  F.  Faye  Brown,  RRL, 
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director  of  medical  information  services  and 
chaiiTnan  of  the  department  of  medical  rec- 
ord administration  at  the  School  of  Health 
Related  Professions,  Loma  Linda  (Calif.) 
University. 

In  urging  passage  of  the  name  change 
resolution,  the  immediate  past  president, 
Mary  Rose,  RRL,  director  of  the  medical 
record  department  at  Cedars-Sinai  Medical 
Center  in  Los  Angeles,  Calif.,  observed  that, 
professionally,  the  public  was  confused  and 
did  not  understand  the  inclusion  of  the  word 
“librarians”  in  the  Association’s  name. 

Purposes  of  the  “American  Medical  Rec- 
ord Association”  are  to  improve  standards, 
promote  the  teaching  of  medical  record  sci- 
ence, supervise  professional  registry,  recruit 
qualified  students  into  the  field,  interpret  the 
profession  to  other  medically-related  groups, 
and  to  inform  the  general  public. 

Upjohn  scientists  spearhead  society 

Three  Upjohn  scientists  have  shown  that 
if  the  perfect  scientific  society  doesn’t  ex- 
ist, the  answer  is  to  start  one. 

Drs.  G.  W.  Duncan,  R.  J.  Ericsson,  and 
R.  G.  Zimbelman  are  reproductive  physiolo- 
gists at  Upjohn.  The  first  two  work  in  hu- 
man fertility  research,  and  Dr.  Zimbelman’s 
efforts  are  directed  along  agricultural  lines. 
Along  with  scientists  at  various  universities 
and  companies,  they  felt  there  was  no  place 
where  men  whose  training  and  interests 
were  similar  to  theirs  — yet  whose  work 
was  diversified  — could  meet  and  compare 
notes. 

Starting  in  1967  the  three  began  to  inter- 
est other  scientists  in  instituting  the  Society 
for  the  Study  of  Reproduction,  and  in  April, 
1968,  they  encorporated  the  Society.  Today 
the  group  sponsors  an  annual  conference, 
prints  its  proceedings,  and  publishes  a jour- 
nal four  times  a year  with  occasional  supple- 
ments for  their  1000  international  members 
representing  universities,  industry,  and  gov- 
ernment. 

The  Society  is  also  involved  in  continuing 
education  programs  for  professionals,  con- 
ducts periodic  workshops  for  domestic  and 
international  members,  and  develops  educa- 


tional programs  on  reproduction  for  both 
the  scientific  and  lay  community. 


Commonwealth  grants 

The  Commonwealth  Fund*  has  announced 
three  grants  totaling  $640,000  for  programs 
bearing  upon  the  medical  problems  of  human 
sexuality  and  upon  family  planning  and 
population  control. 

— $240,000  to  the  University  of  Pennsyl- 
vania’s Center  for  the  Study  of  Sex 
Education  in  Medicine,  which  was 
founded  at  the  School  of  Medicine  last 
year  with  Fund  support. 

— $300,000  to  Planned  Parenthood-World 
Population,  for  its  new  Center  for  Fam- 
ily Planning  Program  Development, 
which  has  been  organized  to  assist  com- 
munities and  various  governmental 
agencies  to  bring  family  planning  serv- 
ices to  this  country’s  entire  population 
of  low-income  women  of  childbearing 
age  by  the  early  1970s. 

— $100,000  to  the  Biomedical  Fellowship 
Program  of  the  Population  Council,  a 
private  agency  whose  programs  of  re- 
search, demonstrations,  and  technical 
assistance  — as  well  as  education  — 
have  made  it  a leading  international  re- 
source for  governments  and  institutions 
seeking  to  meet  the  world  population 
crisis. 

•The  Commonwealth  Fund  is  a philanthropic  foundation 
established  in  1918  by  Mrs.  Stephen  V.  Harkess  "to  do  some- 
thing: for  the  welfare  of  mankind."  The  Fund  works  largely 
in  the  field  of  medical  education  and  community  health,  and 
has  made  grants  totaling  nearly  $160  million  to  date. 


Effects  of  Streptozotocin  in  a Patient  With 
Islet-Cell  Carcinoma  — L.  Sedoff  (South- 
ern California  Permanente  Medical  Group, 
130  N La  Cienega  Blvd,  Los  Angeles). 
Diabetes  18:675-678  (Oct)  1969. 

Streptozotocin,  a new  antitumor  agent 
with  diabetogenic  properties,  caused  tumor 
regression  and  complete  disappearance  of 
h>i)oglycemic  symptoms  in  a patient  with 
functioning  islet-cell  carcinoma.  Classical 
diabetes  mellitus  did  not  develop,  but  renal 
hepatic  toxicity  occurred. 
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REPORTS  OF  OFFICERS,  DELEGATES 
AND  COMMITTEES 

(These  reports  appear  as  originally  sub- 
mitted. For  the  House  of  Delegates’  de- 
liberations, possible  changes,  and  final 
action,  refer  to  the  minutes  which  follow 
these  reports). 

REPORT  OF  THE  118th  ANNUAL  CONVENTION 
OF  THE  AMERICAN  MEDICAL 
ASSOCIATION 

New  York,  New  York 
July  13-17,  1969 

I shall  only  attempt  to  give  a brief  summary 
of  the  actions  of  the  House  of  Delegates,  as  the 
material  handled  was  too  voluminous  to  put  it 
all  in  this  report. 

The  House  found  time  to  act  on  an  all-time  rec- 
ord of  196  items  of  business. 

Business  presented  to  the  House  included  59 
reports  from  the  Board  of  Trustees;  the  Executive 
Vice  President;  and  standing  and  special  commit- 
tees; and  137  resolutions,  four  of  which  were  me- 
morials and  one  a commendation  of  President 
Wilbur. 

Of  the  59  reports,  the  House  adopted  30;  adopted 
and  referred  1;  amended  and  adopted  5;  approved 
17,  and  accepted  2 for  information.  Four  required 
no  House  action. 

Of  the  137  resolutions,  17  were  adopted;  28  were 
adopted  as  amended  or  a substitute  was  adopted; 
30  were  referred,  with  or  without  amendment;  44 
were  combined  with  one  or  more  other  resolutions 
before  action  was  taken;  1 was  partially  adopted 
and  partially  referred;  15  were  rejected;  and  2 
were  withdrawn. 

Elections 

After  a nomination  speech  and  seconds  by  18 
delegates,  Walter  C.  Bomemeier,  Illinois,  was  elect- 
ed President-Elect  by  acclamation.  He  will  be- 
come the  AMA’s  125th  President  at  the  Annual  Con- 
vention of  1970  in  Chicago. 

The  House  unanimously  elected  M.  Louise  Gloeck- 
ner.  Pa.,  as  Vice-President;  and  Russell  B.  Roth, 
Pa.,  as  Speaker  of  the  House. 

J.  Frank  Walker,  Ga.,  was  elected  Vice  Speaker 
of  the  House. 

In  the  election  of  Trustees,  Burt  L.  Davis,  Calif.; 
Burtis  E.  Montgomery,  111.,  and  Max  H.  Parrott, 
Ore.,  were  unanimously  re-elected.  Charles  A.  Hoff- 
man, W.  Va.,  was  elected  to  the  Trustee  position  va- 
cated by  Edward  R.  Annis,  Fla. 

Election  to  councils  was  as  follows; 

Constitution  and  By  Laws;  Robert  M.  Tenery, 
Tex. 

Medical  Education;  Joseph  M.  White,  Tex.,  and 
William  A.  Sodeman,  Pa. 

Medical  Service;  John  M.  Rumsey,  Calif.;  Rich- 
ard E.  Palmer,  Va.,  and  Donald  R.  Hayes, 
Mass. 

Judicial  Council;  Charles  C.  Smeltzer,  Tenn. 


Vice-President’s  Address 

Vice  President  Spiro  T.  Agnew  began  his  re- 
marks with  some  very  nice  words  about  the  medical 
profession. 

“I  can  sympathize  with  those  of  you  who,  after 
struggling  for  years  to  improve  the  health  of  this 
nation,  now  find  few  kind  words  written  and  few 
voices  raised  in  your  defense. 

“I  believe  that  your  record  speaks  for  itself.  I 
think  that  millions  of  Americans  who  appreciated 
their  family  doctors  and  value  the  doctor-patient 
relationship  know  your  work. 

“So  many  opinion  leaders  nit  - pick  against  the 
profession  which,  in  this  century,  added  more  than 
20  years  to  life  expectancy;  a profession  which  has 
virtually  eliminated  so  many  fatal,  crippling  and 
debilitating  diseases  in  this  country  and  around 
the  world. 

“Our  medical  profession  has  achieved  this,”  he 
said;  “not  our  politicians  and  not  our  press.  And 
we  betray  every  doctor,  in  and  out  of  the  AMA, 
when  we  deprecate  your  dedication.” 

The  theme  of  Mr.  Agnews’s  speech  was  pollution. 
“While  enlightened  man  refuses  to  accept  diseases, 
he  tolerates  the  erosion  of  his  environment.  In- 
telligent Americans  who  will  not  live  in  unpleasant 
surroundings  among  hostile  people,  endure  with 
bland  indifference  mildly  poisoned  air,  polluted 
waters  and  noise  just  below  the  pitch  of  madness. 
A nation  capable  of  catapulting  men  to  the  moon 
is  in  mortal  danger  of  devouring  its  irreplaceable, 
life-sustaining  elements.” 

He  described  a number  of  anti-pollution  pro- 
grams being  undertaken  or  planned  by  the  federal 
government,  in  cooperation  with  the  states  and  the 
private  sector,  and  emphasized  that  “Private  pro- 
fessional organizations  like  the  AMA  will  have 
a role  to  play  in  encouraging  environmental  im- 
provement. Your  increasing  voluntary  participation 
at  the  state  and  local  level  can  result  in  greater 
public  support  to  enlarged  programs.” 

He  ended  by  saying,  “We  feel  we  act  upon  a 
mandate  as  fundamental  as  the  problem  itself. 
It’s  the  first  mandate  of  humanity;  the  right  to 
survive.” 

Doctor  Egeberg’s  Remarks 

Doctor  Roger  O.  Egeberg,  Assistant  Secretary 
of  HEW  for  Health  and  Scientific  Affairs,  talked 
about  the  rising  cost  of  health  care,  advances  in 
medical  science  and  the  fact  that  physicians  are 
working  long,  hard  hours.  “However,”  he  said, 
“I  don’t  want  to  sound  soft  on  doctors.  I don’t 
want  to  sound  soft  on  organized  medicine.  I do 
feel  that  there  has  been  a principle  that  has  been 
ignored  perhaps  more  by  organized  medicine  than 
it  should  be.  And  it  comes,  I think,  from  the 
ethics  of  Hippocrates,  who  preached  that  you 
should  take  care  of  those  who  come  to  you;  those 
within  your  purview. 

I would  think  that  is  probably  a very  good  ethic 
to  follow.  But  we  have  to  add  something  to  it. 
And  that  is  the  ethic  that  as  a group  we  must 
look  ahead  and  around.  We  must  see  that  there 
are  people  not  in  front  of  us  who  need  help. 

The  poor  live  utterly  differently  from  us.  But 
we  have  created  a distribution  of  medical  care  in 
a way  that  suits  us  and  suits  the  middle  class. 
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Now,  in  order  to  reach  (the  poor),  we’ve  got  to 
find  new  ways  of  distributing  medical  care.” 

After  some  elaboration  on  those  points,  he  closed 
by  saying,  “I  would  hope  that  the  government  will 
be  able  to  cooperate  with  the  people  who  are 
delivering  the  medical  care;  will  take  them  into 
confidence;  will  discuss  the  solution  of  the  prob- 
lems. Because  we  have  come  to  a crisis.  We  have 
to  solve  it.  The  more  heads  we  can  get  at  it,  the 
more  feeling  of  ‘this  is  our  problem’  will  exist. 
And  if  we  can  feel  that  it  is  our  problem,  rather 
than  ‘theirs,’  I think  we  can  solve  it.” 

Medicare  and  Medicaid 

In  connection  with  reducing  medicaid  costs,  the 
House  adopted  a report  listing  four  action  programs 
of  the  profession:  expanded  peer  review  programs 
by  county  medical  societies  to  reduce  hospital  and 
nursing  home  care  and  to  expand  ambulatory  care; 
eradication  by  the  profession  of  isolated  abuses 
by  physicians;  promotion  of  innovative  health  serv- 
ice delivery  systems  for  low  income  communities, 
with  emphasis  on  ambulatory  care;  and  programs 
by  local  medical  societies  to  preserve  quality  of 
care  in  the  face  of  cost  containment  measures. 

With  respect  to  physician  payment  in  teaching 
situations,  the  House  resolved  that  the  Board  of 
Trustees  “take  action  to  evaluate  and  effect  im- 
provement of  the  regulations  in  keeping  with  the 
intent  of  Medicare  and  Medicaid  in  relation  to 
teaching  situations.” 

On  the  subject  of  Medicare  fees  and  fee  sched- 
ules, the  House  said,  “While  the  AMA  has  not 
taken  a specific  position  on  the  procedures  relat- 
ing to  the  development  and  application  of  physi- 
cians’ fees  profiles  and  prevailing  charge  screens, 
the  actions  which  have  been  taken  by  the  House 
would  indicate  that  these  concepts  as  defined 
through  directives  of  the  Social  Security  Adminis- 
tration, are  not  consistent  with  policies  of  the 
American  Medical  Association.” 

The  House  also  said  that  since  “Actions  taken 
by  DHEW  to  set  rigid  limits  on  levels  of  pay- 
ments to  physicians  who  provide  seiwices  under 
Medicaid  appear  in  contradiction  to  Congressional 
intent  that  Medicaid  patients  receive  cai-e  on  the 
same  basis  as  private  patients,”  it  resolved  that 
the  AMA  “urge  a reassessment  by  Congress  of 
its  intent  and  priorities  in  relation  to  Title  XIX.” 

Regarding  the  isolated  abuses  of  government 
programs,  the  House  resolved  that  the  Board’s 
“efforts  to  obtain  access  to  information  referable 
to  alleged  misuse  of  any  programs  of  health  care 
be  commended,”  but  added  that  “In  the  publicizing 
of  charges  without  the  availability  of  reasonable  and 
specific  facts  concerning  individuals,  the  result  is 
detrimental  to  the  best  interests  of  American  medi- 
cine.” 

Voluntary  Health  Insurance 

The  House  adopted  a report  urging  that  state 
medical  association  county  societies  and  physicians 
individually  direct  “unstinting  effort”  to  promote 
the  proposed  program  of  income  tax  credits  for 
financing  health  care  and  “publicize  the  advantages 
inherent  in  this  approach  to  preseiwe  and  strengthen 
the  voluntary  system.” 


Billing  Procedures 

“To  insure  the  continuance  of  the  one-to-one 
physician-patient  relationship,”  the  House  stated, 
“the  profession  considers  direct  billing  preferable — 
identifying  Medicare  primarily  as  a financial  aid 
to  the  patient.  As  long  as  Medicare  holds  to  a 
realistic  assessment  of  ‘reasonable  charges,’  there 
will  be  comparatively  few  instances  when  direct 
billing  entails  greater  out-of-pocket  payment  by 
the  patient  than  does  assignment.” 

Peer  Review 

This  statement  was  adopted  by  the  House: 
“The  Council  on  Medical  Service  knows  of  no 
greater  challenge  facing  the  profession  today  than 
to  secure  universal  acceptance  and  application  of 
the  (peer)  review  concept  as  the  most  meaning- 
ful method  for  creating  a public  awareness  of 
medicine’s  efforts  to  assure  high  quality  of  health 
services  at  a reasonable  cost.” 

Medical  Care  As  a Right 

To  make  its  position  clear  in  the  long  standing 
discussions  of  medical  care  as  a right,  the  House 
resolved  that  it  “reaffirm  its  position  (1)  that  it 
is  a basic  right  of  every  citizen  to  have  available 
to  him  adequate  health  care;  (2)  that  it  is  a 
basic  right  of  every  citizen  to  have  a free  choice 
of  physician  and  institution  in  the  obtaining  of 
medical  care;  and  (3).  that  the  medical  profession, 
using  all  means  at  its  disposal,  should  endeavor 
to  make  good  medical  care  available  to  each  person.” 

Extended  Care 

Because  of  the  higher  cost  of  hospitalization, 
the  House  resolved  that  the  AMA  “be  urged  to  seek 
changes  in  the  Medicare  law  to  allow  direct  admis- 
sion to  extended  care  facilities  when  eligible  pa- 
tients’ conditions  require  less  than  acute  hos- 
pital care.” 

Reducing  Paper  Work 

Recognizing  the  avalanche  of  paper  that  threat- 
ens to  inundate  physicians,  the  House  resolved  that 
the  AMA  and  state  medical  associations,  “under- 
take new  discussions  with  governmental  agencies, 
insurance  companies  and  hospitals  with  the  ob- 
jective of  achieving  substantial  reductions  in  the 
amount  of  paper  work  — hopefully  amounting  to  at 
least  a one-half  decrease  — and  thus  reducing  the 
cost  of  health  care  and  enabling  physicians  to 
devote  the  maximum  time  and  effort  possible  to 
the  care  of  patients.” 

Private  Practice 

A resolution  that  the  AMA  “establish  a Council 
on  Private  Practice,  with  the  primai'y  objective 
being  to  espouse  the  aspirations  and  goals  of  pri- 
vate practice”  was  adopted  by  the  House  and  re- 
ferred to  an  ad  hoc  committee  to  be  appointed  by 
the  Speaker  of  the  House. 

Federal  Support  of  Medical  Schools 

In  a change  of  House  policy  regarding  federal 
loans  to  medical  students,  a joint  report  of  the 
Board  of  Trustees  and  the  Council  on  Medical  Edu- 
cation was  approved  which  calls  for  an  increase 
in  financial  support  of  medical  schools  by  the  fed- 
eral government  to  permit  a major  increase  in  the 
enrollment  of  medical  students  and  the  produc- 
tion of  physicians.  The  change  was  considered  jus- 
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tified  because  of  current  fiscal  conditions  which 
make  it  increasingly  difficult  for  students  to  ob- 
tain loans  from  the  private  sector  as  a result  of 
high  interest  rates  and  a restricted  supply  of  money 
for  personal  loans. 

Educational  “Essentials” 

The  House  approved  essentials  of  an  accredited 
educational  program  in  nuclear  medical  technology; 
revision  of  essentials  of  approved  residencies  in 
thoracic  surgery,  neurology,  anesthesiology  and 
general  requirements;  revision  of  essentials  of  ap- 
proved internship  _ to  provide  for  participation  of 
osteopaths;  revision  of  essentials  of  approved  resi- 
dencies pertaining  to  osteopaths;  and  essentials  of 
an  accredited  educational  program  for  medical  as- 
sistants. 

Physicians  and  Hospitals 

Most  items  considered  by  this  Reference  Commit- 
tee had  to  do  with  physicians,  hospitals  and  the 
JCAH. 

For  example,  the  House  resolved  that  “the  AMA 
Commissioners  to  the  JCAH  urge  the  Joint  Com- 
mission to  insure  that  the  body  which  carries  out 
the  governing  function  of  the  medical  staff  shall 
be  representative  of  the  medical  staff,  both  hos- 
pital-based and  voluntary,  and  that  this  body 
shall  advise  the  governing  board  of  the  hospital 
on  policy  regarding  medical  judgment  and  skill 
and  on  matters  relating  to  the  by-laws,  rules 
and  regulations  of  the  medical  staff.” 

The  House  also  resolved  that  the  AMA  urge 
the  JCAH  “to  give  approval  to  ellective  staff  and 
section  meeting  structures  which  combine  two  or 
more  hospitals  with  overlapping  medical  staffs 
within  a logical  geographical  area.” 

r 

Sex  Education 

While  recognizing  “that  the  primary  responsibil- 
ity for  family  life  education  is  in  the  home,”  the 
House  supported  “in  principle  the  inauguration  by 
State  Boards  of  Education  or  school  districts, 
whichever  is  applicable,  of  a voluntary  family  life 
and  sex  education  program  at  appropriate  grade 
levels : 

“(1)  as  part  of  an  overall  health  education 
program; 

(2)  presented  in  a manner  commensurate  with 
the  maturation  level  of  the  students; 

(3)  following  a professional  developed  cur- 
riculum foreviewed  by  representative  par- 
ents; 

(4)  including  ample  and  continuing  involve- 
ment of  parents  and  other  concerned  mem- 
bers of  the  community; 

(5)  developed  around  a system  of  values  de- 
fined and  delineated  by  representatives 
comprising  physicians,  educators,  the 
clergy  and  other  appropriate  groups;  and 

(6) .  utilizing  classroom  teachers  and  other  pro- 

fessionals who  have  an  aptitude  for  work- 
ing with  young  people  and  who  have  re- 
ceived special  training.” 

Interruption 

The  House  suffered  a 21-minute  interruption  dur- 
ing its  opening  session  Sunday  when  30  to  40 


dissident  medical  students  and  their  friends,  many 
with  beards,  some  wearing  white  smocks,  seized 
the  podium  and  demanded  the  right  to  address  the 
House. 

The  news  release  they  distributed  identified  them 
as  representatives  of  the  Student  Health  Organiza- 
tion, the  Medical  Committee  for  Human  Rights, 
the  Movement  for  a Democratic  Society,  the  Health 
Policy  Advisory  Center,  the  Rockefeller  University 
Committee  for  a Democratic  Society  “and  many 
others.” 

The  group’s  spokesman  began  by  declaring  the 
meeting  “illegal  and  illegitimate”  and  ended  by 
burning  what  he  called  his  AMA  membership  card, 
but  which  television  news  described  as  a Blue 
Shield  card. 

He  came  back  Wednesday  with  a “non-nego- 
tiable  demand”  for  10  minutes  to  speak  during  the 
inaugural  ceremony,  but  was  flatly  refused  by  the 
Reference  Committee  on  Rules  and  Order  of  Busi- 
ness. 

Respectfully  subihitted, 

E.  F.  LEININGER,  M.D., 
Delegate. 

REPORT  OF  BOARD  OF  TRUSTEES 

R.  Russell  Best,  M.D.,  Omaha.  Chairman  ; Carl  Frank,  M.D., 
Scottsbiuff ; Paul  Maxwell,  M.D.,  Lincoln : Herman  V.  Nuss, 
M.D.,  Sutton  : George  B.  Salter,  M.D.,  Norfolk. 

This  report  of  the  Board  of  Trustees  concerns  the 
period  from  January  1,  1969,  to  August  31,  1969. 
The  Board  had  meetings  in  March  and  April  of 
1969. 

Budget 

As  previously  reported,  the  Board  met  in  Decem- 
ber, 1968,  to  study  and  present  the  budget  for 
1969.  It  recommended  a budget  of  $88,910  as 
against  $86,573  for  1968.  The  budget  figure  for 
1969  would  actually  be  higher  if  salary  amounts 
paid  by  R.M.P.  for  State  Medical  Association  serv- 
ices were  included.  As  of  August  31,  we  have  over 
expended  by  $405.21  the  Public  Affairs  item.  The 
annual  sessions  this  year  cost  $12,634.93  and  our 
receipts  were  $8,251.80.  The  budget  figure  was 
$2,000  to  cover  cost  over  receipts  which  gives  us 
an  over  expenditure  of  $2,383.13.  In  1968  the 
cost  was  $16,298  and  receipts  were  $11,723.25  and 
even  with  a $4,000  budget  there  was  an  over  ex- 
penditure of  $574.80.  From  the  angle  of  actual 
cost  to  the  Association,  the  1969  meeting  was  less 
costly.  As  of  August  31,  we  have  an  unexpended 
amount  of  $23,711.28  of  our  $88,910  budget. 

Our  cash  in  the  bank  on  August  31  was  $29,631.49 
represented  by  $17,631.49  in  the  First  National  Bank 
of  Lincoln  and  $12,000.00  interest  drawing  time 
savings  certificates  in  the  bank.  We  make  every 
effort  to  have  our  operating  funds  insofar  as  pos- 
sible placed  to  draw  interest. 

Journal 

The  Journal  budget  for  1969  was  $29,250  with 
$9,341.49  unexpended  as  of  August  31.  In  1969 
we  budgeted  a dues  share  amount  of  $4,400  and 
only  $3,415  was  expended.  This  year  we  budgeted 
$3,200  as  the  dues  share.  However,  $3,700  has  been 
expended  and  indications  are  that  current  expenses 
of  the  Journal  are  continuing  to  increase.  It  is 
likely  the  Board  will  have  to  increase  the  Journal 
budget  for  1970. 
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Nebraska-South  Dakota  Regional 
Medical  Program 

Your  Board  reviews  the  financial  role  of  the 
Association  in  the  Regional  Medical  Program  at 
each  meeting.  On  January  1,  1969,  the  program 
began  its  third  year  of  activity  for  the  two  state 
area.  A brief  financial  report  is  submitted  to  the 
House  at  this  time. 

The  1969  budget  for  the  program  amounted  to 
$440,375.  As  of  June  30,  1969  there  was  an  un- 
expended balance  of  $300,684.  This  budget  is 

divided  into  five  operating  budgets,  namely  the 
University  of  Nebraska  College  of  Medicine,  Creigh- 
ton University  School  of  Medicine,  South  Dakota 
School  of  Medicine,  the  Association,  the  Coronary 
Care  and  Audiovisual  activities.  As  of  August  30, 
1969,  $183,650  budget  of  the  central  office  has  an 
expended  balance  of  $105,402.  The  Board  of 

Trustees  will  continue  to  make  a monthly  review 
of  the  financial  activity  of  this  program. 

Investments 

At  the  Board  meeting  in  March,  1969,  we  recom- 
mended to  the  First  National  Bank  that  our  pres- 
ent long  term  low  interest  bonds  be  sold  and  be 
replaced  with  higher  interest  bonds,  treasury  notes 
or  commercial  paper.  This  has  been  accomplished. 
We  have  bond  investments  of  $36,179.99  carrying 
value  as  of  August  12  this  year  and  a market 
value  of  $30,823.20.  The  average  yield  is  about 
19c.  The  market  value  of  the  stock  portfolio  is 
$61,262.62  with  a yield  of  about  3.6%.  This  re- 
sults in  a total  investment  account  of  $92,085.82. 
Since  our  confining  of  money  matters  to  the  one 
bank  and  after  a meeting  with  the  Trust  Investment 
Committee  our  financial  reports  are  much  improved 
and  better  understood.  The  projected  income  from 
the  account  is  about  $3,600  for  the  year  1969  and 
we  have  hopes  of  some  capital  gains.  Your  Board 
is  not  trying  per  se  to  see  how  large  an  account 
we  can  accumulate,  but  we  do  wish  to  have  suffi- 
cient funds  to  weather  any  unusual  financial  cir- 
cumstances that  might  develop  or  be  demanded. 

Headquarters  Staff 

Your  Board,  at  the  suggestion  of  Doctor  Tanner, 
has  interested  itself  in  the  matter  of  staff  functions 
and  efficiency  and  asked  Mr.  Neff  to  make  a re- 
port at  the  fall  meeting.  From  his  preliminary 
reports,  a very  efficient  study  has  been  made  of 
the  headquarters  office. 

Headquarters  Space 

At  the  April  Board  meeting  our  Executive  Secre- 
tary informed  the  Board  of  a contact  he  had  had 
regarding  new  space  in  the  First  National  Bank 
Building.  The  Board  requested  that  he  give  further 
study  to  this  matter  and  report  the  details  at  the 
October  meeting  in  Kearney. 

Woman’s  Auxiliary 

The  Auxiliary  requested  that  our  Association 
provide  dues  for  the  Auxiliary  in  the  Inter-Agency 
Health  Council  which  carried  an  initial  assessment 
of  $100  and  subsequent  yearly  dues  of  $25.  This 
was  granted. 

AM.V  Affiliate  .Membership 

Mr.  Neff  was  offered  this  membership  in  the 
AMA  and  the  Board  recommended  that  the  Asso- 


ciation officers  sign  the  application.  There  are 
no  dues  with  this  membership. 

Respectfully  submitted, 

R.  RUSSELL  BEST,  M.D., 

Chairman. 

REPORT  OF  EXECUTIVE  SECRETARY 

State  Legislation  — One  of  the  major  contribu- 
tors to  activities  of  the  headquarters  office  has 
been  the  1969  Nebraska  Legislature.  In  its  record 
breaking  session,  1,440  bills  were  introduced  with 
many  of  these  issues  being  related  to  public  health. 
The  Association  followed  and  took  action  on  a large 
number  of  these  bills.  Subjects  under  consideration 
this  year  concerned  osteopathy,  licensing,  drugs, 
venereal  disease,  anatomical  gifts,  professional 
corporations,  state  aid  to  nursing,  health  service 
districts,  metabolic  diseases,  increased  license  fees, 
glue  sniffing,  expansion  of  the  Board  of  Health, 
and  up-grading  the  qualifications  of  the  Director 
of  Health.  Specific  legislation  will  be  discussed 
in  greater  detail  by  Doctor  Tanner,  Chairman  of 
the  Medical  Service  Committee  and  immediate  past 
president,  and  therefore,  this  report  lists  only  a 
few  of  the  topics  considered  by  the  Legislature. 
In  general,  it  can  be  said  that  the  Association 
had  a very  successful  Legislative  Session  and  was 
able  to  support  or  oppose,  according  to  plan,  almost 
every  bill  of  interest.  Much  of  the  success  this 
year  must  be  accredited  to  early  preparation  of 
legislation  and  contact  with  the  legislators.  Fur- 
ther, the  diligent  efforts  of  the  Medical  Service 
Committee  were  most  valuable  and  effective.  The 
Association,  for  the  first  time,  used  the  part- 
time  services  of  a Legislative  representative  in 
cooperation  with  the  Nebraska  Blue  Cross  - Blue 
Shield.  The  services  provided  by  Mr.  John  Humpal 
in  this  capacity  were  of  immense  value.  Also  not 
to  be  forgotten,  are  the  valuable  contributions  made 
by  individual  members  who  were  called  upon  to 
contact  individual  Senators  and  testify  at  public 
hearings.  Plans  are  already  being  discussed  for 
the  1971  session  which  should  again  enable  the 
Association  to  carry  out  an  active  and  successful 
legislative  program  in  behalf  of  this  organization. 

Nebraska  Medical  Foundation  — There  is  no 
formal  report  made  by  the  Foundation  at  this 
session,  and  therefore  this  opportunity  is  taken 
to  make  a brief  report  on  the  student  loan  pro- 
gram. Late  this  summer  the  Association  was  noti- 
fied by  the  Trustee  of  the  Foundation  that  due  to 
the  excessive  increases  in  the  prime  interest  rate, 
the  loan  program  of  the  Foundation  would  have 
to  be  curtailed  until  a more  equitable  economic 
situation  existed.  At  the  time  we  temporarily  sus- 
pended the  program,  total  loans  amounted  to  $1,- 
027,951.00,  with  outstanding  loans  amounting  to 
$914,752.00.  Over  the  past  several  years,  loan 
requests  have  totaled  close  to  a quarter  of  a million 
dollars  a year.  At  a recent  meeting,  bank  officials 
agreed  to  resume  the  loan  program  as  of  January 
1,  1970,  which  will  be  in  time  for  the  second  semester 
of  the  school  year.  We  wish  to  extend  our  sincere 
appreciation  for  the  continued  support  which  the 
members  and  the  Auxiliary  have  given  this  vital 
program.  Your  continued  support  will  be  instru- 
mental in  the  ability  of  the  Foundation  to  meet 
the  demand  for  student  loans. 

Public  Relations  — While  a more  detailed  report 
of  this  activity  will  appear  in  the  Public  Relations 
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Committee  report,  your  attention  is  called  to  the 
activity  of  this  program.  Requests  regularly  ar- 
rive at  the  headquarters  office  for  materials  and 
information  carried  in  our  Public  Relations  program. 
It  is  an  excellent  barometer  which  indicates  our 
material  is  being  regularly  carried  by  all  seg- 
ments of  the  news  media.  We  feel  it  has  also 
been  instrumental  in  public  issues  where  the  opinion 
of  this  Association  has  been  expressed  on  a specific 
subject.  The  program  serves  a very  important 
function  in  behalf  of  the  medical  profession.  The 
1969  Hall  of  Health  was  again  a veiy  successful 
activity  on  the  part  of  the  Association  and  has 
become  a well-known  exhibit  at  the  State  Fair. 

Association  Activities  — A significant  increase 
in  Association  activities  is  indicated  by  the  numer- 
ous meetings  held  in  the  past  year.  Since  October, 
1968,  there  have  been  68  committee  meetings.  Also, 
representatives  of  the  Association  have  attended 
7 national  meetings,  and  43  luncheon  conferences. 
Regular  contact  has  been  maintained  with  the  allied 
professions,  state  offices,  and  the  medical  schools. 
It  is  anticipated  that  future  activities  will  continue 
on  the  same  high  level  as  the  Association  acts  in 
the  many  problems  which  confront  organized  medi- 
cine on  the  day  to  day  basis. 


Membership — 

Active  Members 1,239 

Life  Members 108 

Service  Members 5 


Total  1,352 

Less: 

Deceased  Members  8 

Total 1,344 

A.M.A.  Membership  1,225 

Potential  Members  20 

New  Members  44 

Reinstated  Members 8 


Total  New  Doctors  Moved 

Into  State,  1969  72 


Respectfully  submitted, 
KENNETH  NEFF, 

Executive  Secretary. 

REPORT  OF  EDITOR, 

NEBRASKA  STATE  MEDICAL  JOURNAL 

Volume  53  of  the  Nebraska  State  Medical  Journal 
was  published  in  1968.  Volume  51  (1966)  con- 
tained 60  articles.  Volume  52  (1967)  had  70  articles, 
and  Volume  53  (1968)  included  77  articles;  53  edi- 
torials were  published  in  the  1968  issue.  The  num- 
ber of  manuscripts  submitted  to  the  Journal  in- 
creases from  year  to  year,  enabling  us  to  print 
more  and  better  articles  in  succeeding  issues. 

Committee  reports,  news  from  meetings  of  the 
American  Medical  Association,  and  reports  of  state 
meetings  are  published  for  the  interest  of  our  read- 
ers and  to  make  a peiTnanent  record  of  these  pro- 
ceedings. Activities  of  the  Woman’s  Auxiliary  to 
the  N.S.M.A.  are  published  continuously. 

A photographic  section  has  been  started,  and  pic- 
tures taken  at  state  and  national  meetings  are  now 
included  in  the  Journal. 

A special  issue  was  printed  in  May,  1968,  com- 
memorating the  one  hundredth  anniversary  of  the 


founding  of  our  State  Medical  Association.  A 
special  cover  was  provided  for  this  edition,  on 
which  was  reproduced  the  exact  handwritten  begin- 
ning of  the  organizing  of  our  state  association. 
Nine  historical  articles  were  printed  in  May,  together 
with  a list  of  our  presidents,  letters  from  our  living 
presidents,  a history  of  the  Woman’s  Auxiliary, 
four  editorials  dealing  with  the  birth  of  our  society, 
and  12  pages  of  pictures  illustrating  the  beginnings 
of  the  association  and  of  the  Journal.  Many  extra 
copies  of  the  Journal  were  printed  and  were  dis- 
tributed at  the  annual  session. 

New  departments  in  the  Journal,  created  the  year 
before,  are  being  continued,  including  “While  Mak- 
ing Rounds,”  “The  Funny  Bone,”  “Down  Memory 
Lane,”  and  “Medicinews.”  The  section,  “Our  Medi- 
cal Schools”  appears  in  each  issue,  as  well  as  names 
of  new  members  and  activities  of  our  doctors. 

Nineteen  hundred  sixty-eight  was  a very  good 
year,  we  think,  for  the  Nebraska  State  Medical 
Journal. 

Respectfully  submitted, 

FRANK  COLE,  M.D., 

Editor. 

REPORT  OF  DELEGATE 
TO  THE  NORTH  CENTRAL  CONFERENCE 

Your  delegate  was  again  privileged  to  attend  the 
North  Central  Medical  Conference  on  November  3, 
1968,  held  at  the  St.  Paul-Hilton  Hotel. 

The  program  this  year  consisted  of  two  major- 
panels.  The  first  of  these  was  concerned  with 
“Medicare  Today,”  with  discussion  of  the  usual 
and  customary  fee;  the  prevailing  fee;  Utilization 
Review  Committees;  and  quality  control.  Members 
of  the  panel  consisted  of:  Theodore  C.  Bedwell,  Jr., 
M.D.,  Chief  Medical  Officer  of  the  Medicare  Pro- 
gram for  the  Social  Security  Administration;  Mr. 
Lee  Gulberg  of  Kansas  City,  Missouri,  Assistant 
Regional  Representative  for  the  Health  Insurance 
Regional  Office  of  the  Social  Security  Administra- 
tion; Mr.  William  Lanzo  of  Minneapolis,  Minnesota, 
Medicare  Administrator  for  Traveler’s  Insurance 
Company;  Robert  S.  Long,  M.D.,  of  Omaha,  speak- 
ing as  the  Medical  Director  of  Medicare  for  Mutual 
of  Omaha;  Mr.  Don  McIntyre  of  Madison,  Wiscon- 
sin, Director  of  the  Medicare  Claims  Department  of 
Wisconsin’s  Physician  Sei-vice  of  Blue  Shield;  and 
Mr.  William  B.  Recknor  of  Des  Moines,  Iowa,  Execu- 
tive Director  of  Iowa  Medical  Service  of  Blue  Shield. 

The  discussion  by  this  group  of  panelists  pointed 
out  that  while  there  had  been  some  increase  in 
fees  the  past  year  or  two,  none  were  found  to  be 
more  than  4%  per  annum  and  the  increase  was 
felt  to  be  well  within  the  general  increased  cost 
of  living  per  annum.  With  regard  to  the  prevail- 
ing fee  concept,  it  was  noted  that  the  charges  in 
a geographic  locality  had  already  been  determined 
by  various  insurance  carriers,  based  on  fees 
charged  by  individual  doctors  in  that  locality.  For 
example,  they  already  have  pi’ofiles  on  every  doc- 
tor. It  was  also  pointed  out  by  this  panel  that 
Medicare  would  become  involved  in  preventive  medi- 
cine, particularly  with  regard  to  the  payment  of 
immunizations.  It  was  also  pointed  out  with  re- 
gard to  Medicare  that  various  diagnostic  tests  un- 
related to  the  final  diagnosis  would  not  be  allowed. 
For  example,  routine  studies  such  as  chest  x-ray, 
electrocardiograms,  etc.  This  also  included  Pap 
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Smears.  The  panel  felt  that  doctors  should  take 
the  initiative  in  advising  patients  that  many  of  the 
tests  performed  on  an  individual  patient  might  not 
be  covered  by  Medicare. 

The  second  panel  was  concerned  with  “Health 
Manpower.”  Panelists  consisted  of:  Raymond  N. 
Bieter,  M.D.,  Minneapolis,  Minnesota,  Secretary- 
Treasurer  of  Minnesota  Board  of  Examiners  of  the 
Basic  Sciences;  John  T.  Elston,  M.D.,  Rapid  City, 
South  Dakota,  President,  South  Dakota  State  Medi- 
cal Association;  Leo  T.  Heywood,  M.D.,  Omaha, 
at  that  time  President,  Federation  of  State  Medical 
Boards  of  the  United  States;  B.  J.  Mansatim,  M.D., 
LaCrosse,  Wisconsin,  representing  the  Ad  Hoc 
Committee  on  Medical  Practice  Act  of  the  State 
Medical  Society  of  Wisconsin;  and  Robert  B.  Throck- 
morton, Esq.,  of  Des  Moines,  Iowa,  Legal  Counselor 
for  Iowa  Medical  Society. 

Doctor  Elston  indicated  that  the  South  Dakota 
Legislature  would  be  asked  to  appropriate  dollars 
for  the  use  of  medical  schools  to  train  paramedical 
personnel,  primarily  to  provide  an  aid  station  type 
of  medical  care.  Also  discussed  was  the  problem 
of  manpower  for  each  of  the  states  with  the  usual 
problem  of  methods  of  keeping  medical  school 
graduates  in  the  state,  especially  in  country-town 
areas. 

Doctor  Bieter  pointed  out  that  at  least  in  Minne- 
sota, the  science  requirements  for  admission  to 
medical  school  were  quite  minimal.  A potential 
physician  could  major  in  almost  any  area  and  get 
into  medical  school.  A member  of  the  Iowa  Ad- 
mission Committee  pointed  out  that  it  is  difficult, 
without  using  grade  point  averages,  to  choose  a 
student  who  will  finish  school.  It  was  their  feel- 
ing that  grades  were  the  most  reliable  guideline 
and  the  personal  inteiwiew  the  least  reliable. 

Doctor  Heywood  said  that  some  kind  of  post- 
graduate program  for  physicians  is  needed,  but 
that  there  was  no  way  to  control  a postgraduate 
program  unless  there  was  some  form  of  recertifi- 
cation or  some  way  of  evaluating  those  who  par- 
ticipate in  the  postgraduate  programs.  He  pointed 
out  further  that  in  Oregon  attempts  are  beeing 
made  to  establish  a program  of  recertification  of 
physicians.  Some  discussion  was  also  had  by  va- 
rious panel  members  with  regard  to  reciprocity 
with  the  various  states.  Additional  comments  were 
made  by  various  physicians  attending  the  meet- 
ing as  well  as  the  panelists  regarding  the  question 
of  eliminating  basic  science  examinations.  Mr. 
Jule  Hannaford,  Legal  Counselor  for  Minnesota 
State  Medical  Association,  indicated  that  during 
the  approaching  session  of  their  legislature  they 
would  propose  a bill  to  clarify  the  Medical  Prac- 
tice Act  and  allow  doctors  to  use  unlicensed  para- 
medical personnel  under  direct  supervision  without 
being  in  violation  of  the  Medical  Practice  Act. 

Mr.  Throckmorton  indicated  that  in  Iowa  the 
physician  relies  on  the  common  law.  That  is, 
the  physician  can  delegate  duties  knowing  that 
he  is  liable  for  malpractice.  Importantly,  he  point- 
ed out  that  in  Iowa  they  had  extended  the  rule 
to  “Standing  orders”  because  a distinction  had  to 
be  made  between  personal  direction  and  supervi- 
sion. He  indicated  that  in  Coronary  Care  Units, 
for  example,  the  hospital  staffs  are  adopting  guide- 
lines, standing  orders,  etc.  for  adequate  and  de- 
fensible use  of  personnel.  He  felt  that  personnel 


also  could  be  used  in  this  same  manner  in  the 
small  community  if  the  individual  acted  within  the 
scope  of  the  authorization  which  had  been  given 
to  him  or  her  in  advance.  He  felt  that  this  might 
constitute  a solution  to  this  problem. 

In  the  short  meeting  following  luncheon,  L.  0. 
Simenstad,  M.D.,  of  Wisconsin,  reported  for  the 
Board  of  Ti-ustees  of  the  American  Medical  Associa- 
tion. He  particularly  covered  the  implication  of 
legislation  on  medical  practice  and  medical  educa- 
tion and  pointed  out  how  health  research  became  a 
platform  from  which  congressmen  could  voice  con- 
cern for  health  in  the  United  States  and  in  short 
how  to  deliberate  attempts  to  remove  the  control 
of  medicine  from  the  physician  and  place  it  under 
a centralized,  closely  supervised  system  of  the  gov- 
ernment have  thus  far  succeeded.  He  concluded 
that  medicine  must  unite  and  democratically  mold 
all  health  interests  and  insist  that  personal  rights 
be  retained. 

It  was  again  felt  that  the  conference  was  of 
general  interest  and  veiy  informative.  In  the  past 
several  years  the  President  and  President-Elect  of 
our  association  have  attended  these  conferences  and 
in  many  instances  have  made  active  contributions  to 
the  discussions. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  M.D., 
Delegate. 

REPORT  OF 

ALLIED  PROFESSIONS  COMMITTEE 

Jerry  X.  Tamisiea,  M.D.,  Omaha,  Chairman ; W'illiam  T. 
Griffin,  M.D.,  Lincoln ; Kenneth  C.  Hoffman,  M.D.,  Omaha ; 
Patrick  C.  Gillespie,  M.D.,  Beatrice ; Otis  Miller,  M.D.,  Ord ; 
Kenneth  R.  Dalton,  M.D.,  Genoa ; John  T.  McGreer,  M.D., 
Lincoln ; Dan  A.  Nye,  M.D.,  Kearney : Gerard  Kelly,  M.D., 
Omaha : C.  J.  Cornelius,  M.D.,  Sidney ; Mrs.  Robert  Mclntire, 
Hastings  ; Mrs.  John  C.  Filkins,  Omaha. 

During  July,  1969,  Doctor  Kelley,  the  President 
of  the  Nebraska  State  Medical  Association,  and 
the  Chairman  of  the  Allied  Professions  Committee 
were  invited  by  the  Administrator,  Sister  Maiy 
Frances,  of  the  Archbishop  Bergan  Mercy  Hos- 
pital, to  make  a presentation  concerning  the  prob- 
lems of  nursing  education  in  the  State  of  Nebraska 
to  the  members  of  the  Board  of  Trustees  of  that 
hospital.  The  Archbishop  Bergan  Mercy  Hospital 
had  previously  announced  plans  to  discontinue  its 
three-year  school  of  nursing  program  with  the  last 
class  to  graduate  in  1970. 

Since  that  meeting,  the  Archbishop  Bergan  Mercy 
Hospital  and  the  College  of  St.  Mary’s  have  agreed 
to  establish  a two-year,  associate  degree  program 
in  nursing  education.  The  plan  for  this  program 
is  being  submitted  for  its  final  approval  on  Satur- 
day, October  4,  1969.  Whether  or  not  the  approval 
is  forthcoming  should  be  known  by  October  7, 

1969.  The  tentative  plans  for  this  program  will 
be  to  start  the  first  class  in  September,  1970,  with 
a minimum  student  enrollment  of  60  per  class. 

The  University  of  Nebraska  School  of  Nursing 
under  Dean  Rena  Boyle  has  announced  plans  that 
they  will  also  start  a new  two-year,  associate  de- 
gree program  in  nursing  starting  in  September, 

1970.  The  initial  student  enrollment  will  be  75 
per  class.  This  new  program  will  be  conducted  as 
well  as  the  existing  four-year  baccalaureate  de- 
gree program  in  nursing  in  which  there  is  a total 
student  enrollment  of  195  with  72  students  en- 
rolled this  year. 
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In  addition,  the  University  of  Nebraska  has  now 
started  the  first  masters  degree  program  in  nurs- 
ing in  the  State  of  Nebraska.  Currently  6 students 
are  enrolled  on  a part-time  basis  and  are  special- 
izing in  medical-surgical  nursing  and  psychiatric 
nursing.  Future  plans  call  for  expansion  of  the 
enrollment  in  the  masters  degree  program  with 
full-time  students. 

For  the  first  time  in  some  years,  rather  than  a 
diminishing  number  of  opportunities  for  citizens  of 
the  State  of  Nebraska  in  nursing  education,  new 
programs  are  being  implemented. 

The  Committee  plans  to  meet  with  those  people 
interested  in  nursing  education  for  the  State  of 
Nebraska  to  determine  its  role  in  recruitment  of 
students,  the  institution  of  new  programs,  and  the 
enlargement  of  existing  programs. 

Respectfully  submitted, 

JERRY  X.  TAMISIEA,  M.D., 
Chairman. 

REPORT  OF  BLOOD  AND 
BLOOD  PRODUCTS  COMMITTEE 

Jerald  Schenken,  M.D.,  Omaha,  Chairman  ; Harold  McCona- 
hay,  M.D.,  Holdrege ; Arthur  Larsen,  M.D.,  Omaha ; Harold 
Dahlheim.  M.D.,  Norfolk;  H.  B.  Miller,  M.D.,  Lincoln;  Richard 
Gentry,  M.D.,  Falls  City. 

The  Blood  and  Blood  Products  Committee  did  not 
meet  as  a group  during  the  1968-1969  year.  No  mat- 
ters were  referred  to  the  committee  for  its  atten- 
tion. 

For  information,  I should  like  to  report  that  the 
Lancaster  County  Community  Blood  Bank  started 
approximately  one  year  ago,  is  functioning  well  and 
seiwing  the  Lincoln  community.  The  committee 
chairman,  speaking  for  the  committee,  would  wel- 
come the  referral  to  us  of  any  problems  blood  or 
blood  products  from  any  member  of  the  Society. 

Respectfully  submitted, 

JERALD  R.  SCHENKEN,  M.D., 
Chairman. 

REPORT  OF  COMMITTEE  ON  AGING 

John  A.  Brown.  Ill,  M.D.,  Lincoln,  Chairman  ; D.  W.  Kings- 
ley, Sr.,  M.D.,  Hastings ; F.  Faustian,  M.D.,  Omaha ; Charles 
Bonniwell.  M.D.,  Omaha : Vernon  Ward,  M.D.,  Omaha : Robert 
G.  Osborne,  M.D„  Lincoln. 

No  formal  meetings  of  this  committee  have  been 
held. 

The  chairman  attended  all  of  the  meetings  of 
the  Lincoln  Nursing  Home  Advisory  Committee  and 
those  meetings  of  the  Lincoln  Hospital  and  Health 
Council  related  to  the  former.  On  two  occasions 
there  was  a meeting  attended  in  advisory  capacity 
with  Mrs.  Calista  C.  Hughes,  who  is  the  Gover- 
nor’s appointed  Director  to  the  State  Comprehen- 
sive Health  Planning  Council. 

Progress  in  nursing  home  data  is  being  made  this 
year  so  that  a more  constructive  approach  can  be 
made.  The  data  is  consolidated  so  that  there  will 
be  no  duplication  in  the  Health  Councils  and  State 
Licensure  Board.  A report  of  personnel,  levels 
of  skill,  type  of  care,  and  per  diem  rates  and  much 
more  data  is  included  in  these  reports. 

It  is  hoped  that  realistic  rates  for  facilities  and 
physicians  can  be  established  using  the  above 
data  and  that  welfare  departments  can  make  use  of 
these  statistics  to  prepare  budgets.  It  is  hoped 
that  in  this  way  the  economics  which  cause  sub- 
standard care  will  be  relieved. 


It  is  recommended  that  the  name.  Committee  on 
Aging,  be  changed  to  Committee  on  Geriatrics  to 
conform  to  the  more  recent  developments  in  the 
use  of  this  term. 

Respectfully  submitted, 

JOHN  A.  BROWN,  III,  M.D., 
Chairman. 

REPORT  OF  JOINT  COMMITTEE  FOR 
IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

W.  C.  Kenner,  M.D.,  Nebraska  City,  Chairman  ; M.  P.  Brols- 
ma,  M.D.,  Lincoln. 

There  has  been  no  referrals  to  the  Joint  Com- 
mittee for  the  Improvement  of  the  Care  of  the  Pa- 
tient. This  is  true  of  this  year  as  well  as  the  past 
sevei-al  years. 

It  would  seem  that  this  Committee  has  served 
no  useful  purpose  during  the  past  several  years 
and  probably  should  be  discontinued. 

Respectfully  submitted, 

W.  C.  KENNER,  M.D., 

Chairman. 

REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  G.  Bosley,  M.D.,  Grand  Island,  Chairman  : Hudsen 
Hansen,  M.D.,  Lincoln;  Robert  F.  Getty.  M.D.,  North  Platte; 
William  Rumbolz,  M.D.,  Omaha  : L.  R.  Smith,  M.D.,  Kearney ; 
J.  A.  McMillan,  M,D.,  Hastings ; Harold  S.  Morgan,  M.D., 
Lincoln ; Warren  Pearse,  M.D.,  Omaha ; Robert  Kugel,  M.D., 
Omaha ; Riley  Kovar,  M.D.,  Omaha. 

Although  the  committee  has  had  no  formal  meet- 
ings since  the  last  report,  its  members  have  been 
active  with  the  business  of  the  committee. 

The  Maternal  Mortality  Study  has  continued  as 
in  the  past  years.  Response  to  the  questionnaires 
has  remained  excellent,  permitting  a careful  study 
of  maternal  deaths  in  Nebraska.  No  physician  has 
failed  to  provide  additional  information  when  this 
was  asked  for.  The  committee  also  cooperated  in 
the  preparation  of  a paper  for  the  Journal,  report- 
ing the  results  of  this  study. 

During  this  session  of  the  Legislature  the  Chair- 
man of  the  committee  appeared  in  opposition  to  a 
bill  which  would  expand  testing  for  metabolic  dis- 
eases in  newboi-n  infants.  An  effort  was  made  to 
present  scientific  reasons  why  such  a program  is 
not  in  the  best  interest  of  children  and  public 
health.  It  met  with  no  success,  and  the  bill  was 
made  into  law. 

The  chairman  of  the  committee  has  had  continu- 
ing correspondence  with  similar  committees  in  other 
states  regarding  their  work.  Suggestions  have 
been  made  in  both  directions  to  improve  the  work 
of  the  MCH  committees.  He  has  attended  two  con- 
ferences on  maternal  and  child  health  care  and 
will  attend  one  on  3 October  in  Denver,  a regional 
conference  on  maternal  and  child  health  care  spon- 
sored by  the  AMA. 

With  the  success  of  the  Maternal  Mortality  Study 
Program  the  committee  would  like  to  begin  the 
consideration  of  a program  for  perinatal  mortality 
studies.  Such  a program  has  been  going  on  in 
Colorado  for  some  time  with  moderate  success.  We 
hope  to  use  some  of  their  experience  in  a Nebraska 
program. 

Respectfully  submitted, 

WARREN  G.  BOSLEY,  M.D., 
Chairman. 
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REPORT  OF  MEDICINE  AND 
RELIGION  COMMITTEE 

W Ray  Hill,  M.D.,  Lincoln,  Chairman  : Horace  Giffen,  M.D„ 
Omaha  : Thomas  Gumett,  M.D.,  Omaha  ; Dwaine  J.  Peetz,  M.D., 
Neligh  : John  J.  Ruffing,  M.D.,  Hemingford ; J.  J.  Hanigan, 
M.D.,  Lincoln. 

This  has  been  a fairly  active  year  in  the  sphere 
of  interest  of  this  committee.  Several  meetings 
have  been  held  in  the  state  which  involve  prob- 
lems concerning  medicine  and  religion. 

In  the  late  winter,  Methodist  Hospital  in  Omaha 
had  a meeting  of  physicians  and  clergy  with  the 
topic  of  abortion.  The  panel  involved  clergy,  medi- 
cine, and  law  with  discussion  following.  There 
were  about  125  in  attendance. 

In  the  month  of  March  a meeting  in  Lexington 
took  place.  The  AMA  film  “One  Who  Heals”  was 
shown.  Presentations  were  made  by  Doctor  Merle 
Sjogren  and  Reverend  M.  Thomas  Perkins,  then 
Chaplain  of  Methodist  Hospital,  on  some  of  the 
problems  of  Medicine  and  Religion  in  Death.  There 
were  physicians,  ministers,  and  many  ancillary  per- 
sonnel in  medicine  at  this  meeting.  About  80  were 
in  attendance. 

In  April  the  monthly  meeting  of  the  Lincoln- 
Lancaster  County  Medical  Society  was  in  this  field. 
The  speaker  was  Doctor  Paul  McCleave,  who  is 
the  director  of  the  AMA  Division  of  Medicine  and 
Religion.  His  presentation  covered  general  areas 
of  the  crossing  of  interests  of  medicine  and  re- 
ligion. There  were  an  estimated  110  physicians 
and  ministers  in  attendance  here. 

The  day  following  Doctor  McCleave  had  a lunch- 
eon meeting  in  Scottsbluff  where  his  talk  was 
again  in  this  general  area.  On  rather  short  notice. 
Doctor  Ruffing,  a member  of  our  committee,  was 
able  to  have  over  60  people  present  from  the  Scotts- 
bluff-Alliance  area. 

The  film  “One  Who  Heals”  was  shown  to  a church 
group  in  Seward  with  Doctor  Paul  Hoff  in  the  dis- 
cussion group.  There  were  over  20  people  in  at- 
tendance. This  same  film  was  shown  to  a Lincoln 
church  group  with  over  30  people  in  attendance. 

Bryan  Hospital  sponsors  a meeting  on  cancer 
involving  this  field  and  how  ministers  may  be  pre- 
pared to  answer  questions  raised  by  patients. 

Your  State  Committee  Chairman  attended  a re- 
gional meeting  in  Chicago  in  March  where  programs 
of  medicine  and  religion  sponsored  by  the  different 
states  were  discussed.  The  states  in  our  region 
were  all  represented  except  North  Dakota. 

Your  state  committee  held  a meeting  in  the  early 
summer  to  lay  plans  for  helping  with  meetings  this 
coming  year.  It  is  planned  to  contact  the  Deans 
of  the  two  medical  schools  for  possible  speakers 
and  resource  people. 

The  AMA  has  produced  a second  film  in  the  field 
of  medicine  and  religion.  This  is  available  to  any 
group  wishing  to  use  it  for  the  price  of  return 
posHige. 

Your  committee  looks  forward  to  helping  any 
medical  or  religious  group  in  any  meeting  or  project 
where  the  interests  of  these  two  fields  cross. 

Respectfully  submitted, 

W.  RAY  HILL,  M.D., 

Chairman. 


REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

Wm.  J.  Chleborad,  M.D.,  Fremont,  Chairman  : Vincent  Lynn, 
M.D..  Geneva ; J.  J.  Grier.  M.D.,  Omaha  : Clyde  Kleager,  M.D., 
Hastings ; Orvis  Neely,  M.D.,  Lincoln  : James  Ramsay,  M.D., 
Atkinson  : Roger  D.  Mason,  M.D.,  McCook. 

It  has  been  the  duty  and  the  privilege  of  mem- 
bers of  the  liaison  committee  to  attend  meetings 
of  the  Blue  Shield  Board  of  Directors.  In  addi- 
tion, committee  meetings  have  been  regularly  held 
to  discuss  various  aspects  of  prepayment  medical 
care.  In  so  doing,  this  committee  is  able  to  keep 
abreast  of  important  aspects  of  payment  for  serv- 
ices rendered  by  members  of  the  NSMA  and  to 
communicate  to  the  members  these  important 
aspects. 

The  Prepayment  Medical  Care  Committee  recom- 
mends continued  approval  of  Blue  Shield  by  the 
NSMA. 

The  method  of  Usual  and  Customary  payment  of 
physician’s  fees  in  the  State  of  Nebraska  as  pro- 
posed by  Blue  Shield  was  adopted  by  the  House  of 
Delegates  at  its  annual  meeting  in  April,  1969,  with 
certain  stipulations.  In  essence,  these  stipulations 
were  as  follows: 

That  the  terms  Usual,  Customary  and  Reason- 
able as  defined  by  the  AMA  be  adopted. 

That  the  “Participating  Physician  Agreement” 
be  eliminated  from  any  new  or  future  Usual 
and  Customary  contract. 

That  a strong  Peer  Review  Committee  be  es- 
tablished by  councilor  districts  to  review  any 
fee  disputes. 

That  administrative  changes  in  the  method  of 
nomination  of  Blue  Shield  board  members  be 
made. 

That  any  reference  to  paid-in-full  clearly  iden- 
tify those  services  actually  paid-in-full,  any 
limits  of  coverage,  claims  of  salesmen  and 
advertising. 

At  their  May  21,  1969,  meeting,  the  Board  of  Di- 
rectors of  Nebraska  Medical  Service  approved  the 
new  Usual  and  Customary  Agreement  as  adopted 
by  the  House  with  the  exception  that  a portion  of 
the  term  “Reasonable”  be  deleted.  “Reasonable”  as 
defined  by  the  AMA  is  as  follows:  “Reasonable  is 
defined  as  a fee  which  meets  the  above  two  cri- 
teria (definitions  of  Usual  and  Customary),  or, 
in  the  opinion  of  the  responsible  local  medical 
association’s  review  committee,  is  justifiable  in  the 
special  circumstances  of  the  particular  case  in 
question.”  That  portion  of  the  definition  begin- 
ning with  the  word  or  was  deleted  because  it  would 
delegate  responsibility  to  a party  outside  the  con- 
tract and  therefore  would  not  be  approved  by  the 
State  Insurance  Commission.  Inasmuch  as  peer 
review  mechanisms  have  now  been  established,  this 
committee  feels  that  the  deletion  will  make  no  real 
change  in  the  mechanism  of  the  contract. 

The  CHAMPUS  program  and  the  Motors  com- 
panies (G.M.,  Fold,  etc.)  are  now  under  Usual  and 
Customary.  Implementation  of  this  contract  for 
groups  of  five  or  more  persons  is  expected  to 
begin  January  1,  1970.  Computer  parameters  to 
determine  the  customary  charge  in  keeping  with 
the  AMA  definition  are  being  established  by  utiliz- 
ing a basic  statistical  measure  used  generally  when 
dealing  with  variations  from  a “norm”  (ie).  the 
“mean  plus  one  standard  deviation.” 
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The  Department  of  Public  Welfare  of  the  State 
of  Nebraska  has  informally  requested  a proposal 
fi'om  Blue  Shield  to  administer  the  Title  XIX  (Medi- 
caid Program)  and  make  payment  to  the  providers 
of  medical  service  in  the  State  of  Nebraska.  Inso- 
far as  the  Policy  Committee  of  the  NSMA  has  ap- 
proved retention  of  a private  agency  for  admin- 
istration of  Title  XIX,  the  Board  of  Directors  of 
Nebraska  Medical  Service  has  authorized  Blue 
Shield  to  propose  a contract  to  the  Department  of 
Public  Welfare  for  administration  of  that  program. 
Such  proposal  is  now  being  formulated  for  pre- 
sentation to  the  Welfare  Department. 

The  AMA  Judicial  Council  in  July,  1969,  adopted 
a resolution  regarding  clinical  laboratories.  This 
matter  will  receive  more  detailed  attention  else- 
where at  this  meeting  by  Doctor  Papenfuss;  how- 
ever, since  Blue  Shield  is  directly  involved  with 
payment  to  physicians,  briefly  stated,  this  proposal 
is  as  follows:  Where  it  is  necessary  for  an  at- 

tending physician  to  bill  his  patients  for  services 
performed  by  so-called  “Independent  Laboratories,” 
the  bill  submitted  by  the  attending  physician  to 
his  patient  should  state  the  laboratory  performing 
such  service,  the  amount  billed  by  such  laboratory 
and  the  amount  billed  by  the  physician  for  his 
services. 


During  the  past  year,  addition  of  benefits  include 
a drug  payment  contract  which  is  based  on  a na- 
tional prototype.  A dental  program  has  also  been 
developed  based  on  Usual  and  Customary  and  is 
soon  to  be  started. 


Nebraska  ranks  second  highest  in  the  nation  for 
inpatient  admissions — 


(Blue  Cross) 


Nebraska  186  patients/1,000  members 

National  123  patients/1,000  members 

while  average  length  of  stay  per  patient  is  less — 

Nebraska  5.22  days/patient 

National  7.47  days/patient 


State-wide  hospital  cost  per  day  (Blue  Cross), 
based  on  all  contracts  (excluding  Medicare),  have 
increased  from  $43.60  (12  month  period  ending 
July,  1968)  to  $51.50  (12  month  period  ending  July, 
1969). 


Hospital  Care  Cost/Day 

Month  of  July,  1967  $39.48 

Month  of  July,  1968  $47.40 

Month  of  July,  1969  $55.69 

while  average  cost  per  service  (Blue  Shield),  has 
decreased  slightly 

1967 $20.27  1968 $20.21 

Pathology  and  Radiology  cost  per  service  has 
increased  approximately  10%  during  this  period 
however. 


portance  of  having  a vehicle  through  which  to 
deal  with  many  problems  which  already  exist  in 
this  field  and  are  sure  to  increase  cannot  be  over- 
emphasized. This  committee  therefore  proposes 
that  the  By-Laws  of  the  State  Constitution  be 
changed  to  permit  this  broader  scope  of  activity. 

In  order  to  better  communicate  problems  asso- 
ciated with  medical  care  payment  between  members 
of  this  Association  and  insurance  carriers,  it  is 
strongly  urged  that  these  problems  be  made  known 
to  this  committee.  Various  ways  to  increase  this 
liaison  have  been  discussed  and  proposed.  The 
chairman  and  members  of  this  committee  in  various 
parts  of  the  State  are  at  your  disposal.  Repre- 
sentatives of  Blue  Shield’s  professional  relation 
staff  will  meet  with  individual  physicians,  groups, 
or  county  societies.  Problems  can  also  be  brought 
to  the  attention  of  this  committee  through  the  State 
Medical  Association  headquarters  office. 

Respectfully  submitted, 

WM.  J.  CHLEBORAD,  M.D., 
Chairman. 

REPORT  OF  MENTAL  HEALTH  AND 
MENTAL  RETARDATION  COMMITTEE 

C.  H.  Farrell,  M.D.,  Omaha,  Chairman ; Robert  Fox,  M.D., 
Spalding ; James  Dunlap,  M.D.,  Omaha ; Robert  G.  Osborne, 
M.D.,  Lincoln  : Henry  G.  Waters.  M.D.,  Omaha  : John  Bald- 
win. M.D.,  Lincoln  ; H.  C.  Henderson,  M.D.,  Omaha  ; Chas. 
Landgraf.  Jr.,  M.D.,  Hastings : Robert  Wigton,  M.D.,  Omaha. 

The  Committee  on  Mental  Health  has  met  offi- 
cially only  once  since  the  Annual  Session.  This  was 
the  night  that  the  news  release  was  written  on 
the  sexual  psychopath  situation.  Unofficially, 
there  have  been  many  meetings. 

We  plan  to  set  up  a study  group  to  write  a new 
and  better  sexual  psychopathy  law.  This  could  be 
introduced  into  the  next  session  of  the  Legislature. 

We  also  intend  to  explore  other  facets  of  mental 
health  care.  This  we  hope  will  be  of  benefit  to  all 
of  the  citizens  of  the  State.  Time  simply  was  not 
available  between  May  and  October  to  accomplish 
all  the  tasks  with  which  we  are  confronted. 

The  Lincoln  Star  and  the  Grand  Island  news- 
paper are  to  be  commended  for  their  accuracy  con- 
cerning the  statement  released  by  the  Association 
on  the  sexual  psychopath  problem.  The  follow- 
ing is  the  text  of  that  statement: 

STATEMENT  CONCERNING  THE  SEXUAL 
PSYCHOPATH  PROBLEM 

The  Mental  Health  Committee  of  the  Nebraska 
State  Medical  Association  has  met  and  discussed 
the  problems  concerning  the  handling  of  the  Sexual 
Psychopath.  It  is  most  unfortunate  that  such  a 
profound  problem  has  had  to  be  considered  in  the 
heat  of  inflamed  emotions. 


The  Constitution  and  By-Laws  of  the  NSMA  re- 
ferable to  the  Prepayment  Medical  Care  Committee 
reads,  in  part,  as  follows:  “The  Committee  on 

Prepayment  Medical  Care  shall  be  a liaison  com- 
mittee between  the  Nebraska  State  Medical  Asso- 
ciation and  Nebraska  Medical  Service  (Blue  Shield).” 
Because  of  the  ever  increasing  amount  of  third  party 
payment  concepts,  and  their  effect  upon  members 
of  the  Association,  the  scope  of  this  committee 
should  not  be  restricted  to  Blue  Shield  alone,  but 
rather  should  be  expanded  to  permit  liaison  with 
other  forms  of  prepayment  including  Blue  Shield, 
commercial  carriers,  and  government.  The  im- 


The Sexual  Psychopath  is  committed  under  dif- 
ferent statutes  than  is  the  mentally  ill  patient.  All 
Sexual  Psychopaths  are  sent  to  the  State  Hospitals 
by  action  of  the  court,  and  are  examined  medically 
as  well  as  legally  before  a determination  is  made 
that  they  are  a Sexual  Psychopath.  After  being 
hospitalized  the  patient  may  be  released  from  the 
custody  of  the  hospital  only  if  the  recommenda- 
tions of  the  physicians  at  the  hospital  are  approved 
by  the  court  which  committed  him.  Under  the  prac- 
tice in  Nebraska  many  relatively  harmless  indi- 
viduals have  been  committed  under  the  Sexual  Psy- 
chopath Law  while  others  have  been  committed 
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who  should  more  appropriately  have  been  prosecut- 
ed under  the  criminal  laws. 

It  would  seem  clear  that  the  case  so  thoroughly 
examined  in  the  newspapers  is  one  which  underlines 
the  need  for  a complete  review  of  the  Sexual  Psy- 
chopath Law.  That  case  emphasizes  the  fact  that 
some  Sexual  Psychopaths  must  be  carefully  con- 
fined; other  cases  do  not  present  this  problem  and 
to  require  complete  confinement  prevents  effective 
treatment  which  is  required  by  law. 

It  would  seem  equally  clear  that  while  the  rights 
of  society  to  be  protected  are  paramount,  an  at- 
tempt to  treat  and  rehabilitate  a Sexual  Psycho- 
path should  be  made. 

Medically,  the  treatment  of  Sexual  Psychopaths 
has  not  been  crowned  with  resounding  success. 
There  are  many  physicians  of  good  reputation  who 
say  that  the  Sexual  Psychopaths  are  incurable,  yet 
the  same  thing  was  said  in  1932  of  schizophrenics 
by  equally  competent  men.  Today,  schizophrenia  is 
a highly  treatable  disease  and  close  to  90  percent 
are  greatly  helped  and  returned  to  society  as  useful 
citizens. 

The  point  is  that  in  spite  of  the  discouraging  ex- 
perience in  treating  Sexual  Psychopaths  they  are 
still  human  beings  and  every  effort  must  be  made 
to  help  them  control  their  abnormal  impulses. 

The  problem  which  confronts  those  enacting  and 
administering  the  Sexual  Psychopath  Law  is  to 
detennine  in  each  case  where  to  draw  the  line 
with  reference  to  protecting  society  as  against 
providing  treatment  for  the  individual.  It  is  easy 
to  say  all  persons  adjudged  to  be  Sexual  Psycho- 
paths should  be  permanently  confined  in  order  to 
protect  society.  This  would  destroy  the  treatment 
or  even  cure  of  many  Sexual  Psychopaths  and  cer- 
tainly raises  many  legal  and  constitutional  questions. 

The  Sexual  Psychopath  in  a State  Hospital  makes 
the  treatment  of  the  highly  treatable  patient  more 
difficult.  It  would  seem  only  logical  that  these  pa- 
tients should  be  separated. 

There  are  many  in  the  Penitentiaiy  who  should 
be  adjudged  Sexual  Psychopaths.  They,  too,  seiwe 
as  an  obstacle  to  the  successful  rehabilitation  of 
the  other  inmates. 

A solution  might  be  to  build  a separate  institu- 
tion for  the  treatment  of  Sexual  Psychopaths.  In 
this  way  all  such  patients  could  be  treated  in  a 
maximum  security  environment  by  physicians  and 
ancillary  personnel  trained  in  treating  such  cases. 
This  would  be  expensive  to  be  sure,  but  the  in- 
crease in  cures  of  other  patients  relieved  of  harass- 
ment by  Sexual  Psychopaths  would  make  it  a very 
worthwhile  investment. 

As  an  alternative,  a medical  complex  in  the 
Penitentiary  could  serve  or  a maximum  security 
section  in  the  State  Hospital  could  be  enlarged.  In 
either  of  these  solutions  the  maximum  security 
situations  should  be  under  the  control  of,  and  the 
treatment  given  by,  physicians. 

Some  of  these  patients  can  be  rehabilitated,  and 
the  opportunity  to  do  so  must  not  be  lost.  That 
permission  to  leave  the  custody  of  the  hospital 
should  still  require  the  consent  of  the  court  would 
protect  the  rights  of  society.  This  is  not  said  to 
criticize  the  hospital  physicians,  because  they  are 
as  much  interested  in  protecting  society  as  the 
courts  are. 


It  is  the  recommendation  of  the  Mental  Health 
Committee  of  the  Nebraska  State  Medical  Asso- 
ciation that  the  committing  court  send  a complete 
transcript  of  the  court  proceedings  with  the  pa- 
tient. In  this  way  the  attending  physician  may  be 
fully  infonned  as  to  the  medical  findings  which 
led  the  court  to  make  its  recommendations  and 
decisions. 

It  is  further  recommended  that  a Sexual  Psy- 
chopath be  kept  in  maximum  secuiity  for  at  least 
three  months  and  then  a thorough  review  be  made 
of  the  patient.  In  the  interest  of  continuity  and 
further  protection  of  society,  the  hospital  staff 
would  be  assisted  by  one  or  both  of  the  physi- 
cians who  examined  the  patient  and  testified  in 
the  committing  court.  If  at  that  time  it  seems 
medically  advisable,  restrictions  could  be  lessened 
in  accordance  with  his  improvement.  A restudy 
should  be  made  at  six  month  intervals  unless  abuse 
of  privileges  takes  place.  Should  this  occur,  he 
should  be  returned  to  maximum  security  immedi- 
ately. 

We  have  reviewed  the  statement  entitled  “Es- 
capes Policy  for  Mental  Health  Facilities”  by  Mr. 
D.  W.  Duncan,  Director  of  the  Department  of  In- 
stitutions, and  recommend  that  his  suggestions  be 
followed. 

We  deci-y  the  implication  that  any  country  would 
be  guiltj’  of  admitting  a patient  to  a hospital  and 
“throwing  away  the  key.”  We  are  equally  dis- 
mayed at  the  innuendo  that  a hospital  physician 
would  deliberately  make  it  possible  for  a patient 
to  escape. 

All  of  us  are  interested  in  treating  and  re- 
habilitating patients;  all  of  us  are  interested  in 
protecting  society  and  have  children,  and  want  them 
protected. 

We  recommend  that  a study  group  be  set  up  by 
a joint  effort  of  the  State  Legislature,  the  Execu- 
tive Branch,  the  Nebraska  State  Medical  Associa- 
tion, and  the  Nebraska  Bar  Association.  Its  task 
should  be  to  determine  the  best  practical  solution 
to  the  institutional  pioblem;  to  write  a new  Sexual 
Psychopath  Law  more  in  keeping  with  the  ad- 
vances in  modern  medicine.  It  is  to  be  hoped 
that  such  legislation  concerning  Sexual  Psycho- 
paths be  enacted  only  after  such  a study.  This 
study  should  be  conducted  in  an  atmosphere  of  calm 
and  serious  deliberation. 

Respectfully  submitted, 

C.  H.  FARRELL,  M.D., 

Chairman. 

REPORT  OF  RURAL  MEDICAL 
SERVICE  COM.MITTEE 

Robert  B,  Benthack,  M.D.,  Wayne.  Chairman ; R.  L.  Tollef- 
son.  M.D.,  Wausa  : F.  A.  Mountford.  M.D..  Davenport ; Joseph 
Holthaus,  M.D..  Omaha;  C.  Lee  Retelsdorf.  M.D.,  Omaha; 
Cecil  Wittson.  M.D.,  Omaha. 

The  committee  met  on  several  occasions  and  it 
was  decided  that  the  concept  of  the  Junior-Senior 
Day  should  be  abandoned. 

Two  students  from  Creighton  University  School 
of  Medicine  and  the  University  of  Nebraska  Col- 
lege of  Medicine  met  with  the  committee  and  va- 
rious programs  were  discussed. 

The  Sophomore  Weekend  Program  appears  to 
have  been  successful  in  the  past.  At  present,  an 
attempt  to  revive  this  program  is  being  made  by 
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the  newly  formed  General  Practice  Club  on  the 
University  of  Nebraska  College  of  Medicine  campus. 
This  program  should  be  administered  to  achieve 
an  ongoing  program.  The  new  Department  of 
General  Practice  (Both  schools)  might  be  the 
proper  location  for  such  a project. 

To  replace  the  Junior-Senior  Medical  Day,  the 
committee  felt  a General  Practitioner  in  Residence 
Program  should  be  established.  A General  Practi- 
tioner of  some  reputation  would  be  invited  to  come 
to  the  medical  schools  for  two  or  three  days  to 
meet  informally  with  the  students.  He  would  be 
hosted  by  one,  or  several,  in-state  practitioners. 
Assistance  of  the  medical  schools  in  scheduling  and 
planning  would  be  necessary  for  the  success  of  the 
program.  The  Academy  of  General  Practice  would 
be  invited  to  participate. 

The  committee  recommends  that  the  House  of 
Delegates:  (1)  Endorse  the  Sophomore  Weekend 
Program,  and  (2)  authorize  the  committee  to  de- 
velop the  General  Practitioner  in  Residence  Pro- 
gram and  provide  the  necessary  funding  to  assure 
a successful  result. 

Respectfully  submitted, 

ROBERT  B.  BENTHACK,  M.D., 
Chairman. 

REPORT  OF  SCIENTIFIC  SESSION 
COMMITTEE 

Warren  Q.  Bradley,  M.D.,  Lincoln,  Chairman  ; Chaides  Ashby, 
M.D.,  Geneva : John  D.  Coe,  M.D.,  Omaha ; B.  F.  Claussen, 
M.D.,  North  Platte;  Russell  Gorthey,  M.D.,  Lincoln;  Stanley 
Truhlsen.  M.D.  Omaha;  Paul  J.  Maxwell,  M.D.,  Lincoln; 
W.  G.  Bosley,  M.D.,  Grand  Island ; R.  E.  Garlinghouse,  M.D., 
Lincoln. 

This  committee  has  not  previously  reported  its 
activities  to  the  Council  and  House  of  Delegates. 
However,  in  view  of  major  changes  in  format  for 
the  1970  program  it  was  felt  that  a written  re- 
port should  be  presented. 

This  committee  has  held  three  monthly  meet- 
ings during  the  summer,  a fourth  is  scheduled  on 
September  25,  1969,  after  submission  of  this  re- 
port. 

In  an  effort  to  make  the  Scientific  Sessions  more 
interesting  and  entice  the  membership  into  at- 
tending, the  committee  has  made  several  changes 
in  the  general  format  of  the  meeting  that  has 
been  used  in  the  past.  It  has  been  decided  to 
disband  split  scientific  sessions  running  simultane- 
ously on  different  subjects  and  to  have  four  separ- 
ate sessions  using  a panel  on  a subject  that  would 
be  of  general  interest  to  the  profession.  These 
panel  discussions  are  planned  for  Tuesday  a.m.  and 
p.m.  and  Wednesday  a.m.  and  p.m.  It  is  planned 
for  them  to  be  one  hour  and  forty-five  minutes 
in  length,  the  first  hour  being  for  discussion  of  the 
subject  by  members  of  the  panel  and  the  last 
forty-five  minutes  to  be  of  a more  informal  na- 
ture with  added  comments  by  the  panel,  the  moder- 
ator, and  participation  from  the  floor. 

We  are  involving  the  two  Medical  Schools  in 
Omaha  in  the  preparation  of  these  panels,  using 
some  of  their  men  as  moderators  and  plan  to  meet 
with  these  moderators  to  plan  these  programs  and 
help  select  the  panel  to  make  these  sessions  as 
interesting  as  possible.  In  working  with  these  Uni- 
versity men  on  these  programs  it  is  hoped  to  there- 
by involve  more  of  their  staff  in  the  functions  of 
the  association  and  to  stimulate  some  interest  in 


the  annual  meeting  on  the  part  of  the  University 
staff  members.  So  far  it  appears  as  if  we  have 
some  interesting  symposia  that  should  be  of  vital 
interest  to  the  members. 

In  an  effort  to  shorten  the  meeting  somewhat, 
the  annual  banquet  which  is  usually  on  Wednesday 
night  has  been  moved  to  Wednesday  noon  and 
will  incorporate  the  annual  distinguished  lecturer 
as  the  principal  speaker  at  that  luncheon.  The 
fifty  year  pins  will  be  presented  at  that  luncheon. 
The  new  President  will  be  installed  at  this  noon 
meeting,  thereby  giving  the  out-going  President  a 
chance  to  preside  at  the  annual  meeting  that  he 
has  been  somewhat  responsible  for  developing  dur- 
ing his  year  in  office.  It  is  planned  to  include  wives 
at  this  noon  luncheon  as  has  been  done  in  the 
past  for  the  annual  banquet. 

The  annual  meeting  will  close  Wednesday  eve- 
ning with  the  President’s  reception. 

These  are  about  the  only  changes  that  are  be- 
ing made  in  the  prior  format,  and  these  have  been 
made  with  much  study  and  deliberation  in  an 
effort  to  improve  attendance  and  make  it  interest- 
ing for  all.  An  extensive  publicity  program  is 
planned  publicizing  the  subject  material  of  the 
sessions  and  informing  the  membership  of  the 
changes. 

Respectfully  submitted, 

W.  Q.  BRADLEY,  M.D., 

Chairman. 

REPORT  OF  TRAFFIC  SAFETY  COMMITTEE 

P,  B.  Olsson,  M.D.,  Lexington,  Chairnnan  : H.  O.  Paulson, 
M.D.,  Lincoln ; Richard  Svehla,  M.D.,  Omaha ; Kenneth  F. 
Kimball,  M.D.,  Kearney : George  B.  Salter,  M.D.,  Norfolk ; 
Vem  F.  Deyke,  M.D.,  Columbus. 

The  Traffic  Safety  Committee  met  September  4, 
1969,  in  Lincoln.  After  discussion,  it  was  decided 
the  committee  could  be  most  effective  in  the  traf- 
fic safety  area  if  it  concentrated  on  ways  and 
means  to  establish  minimal  standards  for  mental 
and  physical  examinations  for  driver  licensing. 

The  problem  of  the  physician’s  responsibility  to 
the  public  and  to  the  driver  who  uses  certain  medi- 
cations prior  to,  and/or  during,  the  operation  of  a 
motor  vehicle  was  also  discussed.  It  was  thought 
advisable  to  make  final  recommendations  to  the 
Governor  and  the  Legislature. 

It  was  decided  that  any  action  on  the  part  of 
the  committee  should  await  requested  informa- 
tion from  the  American  Medical  Association  on 
traffic  safety  activities  in  other  states.  When 
this  information  is  received,  together  with  other 
statistics  and  information  from  additional  sources, 
and  following  the  Fall  Session  of  the  House  of 
Delegates,  the  committee  will  meet  again. 

An  invitation  will  be  issued  to  State  Safety  Of- 
ficials to  meet  with  the  committee  to  review  all 
information  then  available  and  to  further  pursue 
the  matter  of  requirements  for  driver  licensing. 

Respectfully  submitted, 

P.  B.  OLSSON,  M.D., 

Chairman. 

NEBRASKA-SOUTH  DAKOTA  REGIONAL 
MEDICAL  PROGRAM 

Word  has  been  received  that  the  Nebraska-South 
Dakota  Regional  Medical  Program  has  been  ac- 
corded operational  status  by  the  National  Regional 
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Medical  Program  Council.  During  the  past  thirtj’ 
months  of  the  planning  process,  some  fifty-eight 
ideas  have  been  received  in  the  Coordinator’s  office 
for  transmission  to  our  Planning  Committee  and  the 
Task  Forces.  Of  these,  the  Planning  Committee  as- 
signed the  highest  priority  to  four  projects  that 
would  achieve  results  in  meeting  the  manpower 
and  continuing  education  needs  of  the  Region.  I 
am  pleased  to  announce  that  these  four  projects 
have  been  approved  by  the  National  Council;  thus 
placing  our  Program  in  operational  status.  The 
other  ideas  are  in  various  stages  of  development 
into  projects  for  later  submission.  The  four  proj- 
ects which  have  been  approved  are: 

Project  No.  1 — A Program  of  Training  and  Sup- 
port for  Nurses  and  Others  Involved  in  Intensive 
Coronary  Care  Units 

To  provide  the  training  for  approximately  160 
nurses  who  are  needed  each  year,  training 
programs  will  be  supported  at  the  Biyan  Me- 
morial Hospital  in  Lincoln,  Creighton  Memorial 
St.  Joseph’s  Hospital  in  Omaha,  The  Univer- 
sity of  Nebraska  and  its  affiliated  hospitals  in 
Omaha,  the  Sioux  Valley  Hospital  in  Sioux 
Falls,  South  Dakota,  and  the  St.  John’s  Mc- 
Namara Hospital  in  Rapid  City,  South  Dakota. 
Additionally,  a mobile  unit  will  be  attached  to 
the  University  of  South  Dakota  School  of  Medi- 
cine at  Vermillion.  This  unit  will  provide  in- 
service  training  for  nurses  in  the  smaller  com- 
munity hospitals  in  northwestern  Nebraska  and 
southwestern  South  Dakota.  Two  institutions 
will  provide  review  and  refresher  courses  for 
physicians  who  may  wish  to  avail  themselves 
of  the  latest  approved  methods  used  in  the 
diagnosis  and  care  of  the  coronary  patient. 

Project  No.  2 — A Proposal  to  Establish  a Com- 
munication Facility  as  an  Aid  to  Continuing  Med- 
ical Education 

This  project  is  designed  to  provide  free  dial 
access  telephone  service  supplying  immediate 
drug  information  to  physicians  of  the  Region. 
The  Regional  Medical  Programs  of  Kansas  and 
Iowa  are  cooperating  with  this  Region  in  the 
accumulation  of  the  latest  information  con- 
cerning drugs  both  as  to  therapeutic  effective- 
ness, indications  and  contraindications.  Incor- 
porated in  the  telephone  access  capability,  again 
free  to  the  user,  will  be  a constantly  updated 
libraiy  of  audio  tapes,  making  available  to 
physicians  and  nurses  the  latest  advances  in 
diagnosis  and  therapy  for  heart,  cancer,  and 
stroke  patients.  Other  informational  services 
for  physicians  will  be  incorporated  in  the  fa- 
cility as  needs  are  apparent. 

Project  No.  3 — Educational  Programs  Concerned 
With  Stroke 

In  this  proposal,  courses  in  stroke  diagnosis 
and  management  are  to  be  offered  at  the  Uni- 
versity of  Nebraska  for  both  physicians  and 
nurses,  together  with  traveling  clinics  to  be 
conducted  in  nine  locations  throughout  the 
Region  on  a yearly  basis. 

Project  No.  4 — A Proposal  in  Neoplastic  Diseases 

This  program  is  designed  to  support  improved 
cancer  diagnosis  and  therapy  for  those  low 
income  families  in  north  and  south  Omaha 
now  being  seiwed  by  the  medical  clinics  of  the 


University  of  Nebraska  and  Creighton  Univer- 
sity. It  is  anticipated  that  similar  clinics  will 
be  established  during  year  two  of  the  operation, 
for  the  Indian  populations  of  Nebraska  and 
South  Dakota.  Incorporated  in  this  proposal 
also,  but  planned  for  the  second  and  third  year 
of  the  program’s  development,  will  be  the  estab- 
lishment of  cancer  detection  centers  in  com- 
munity hospitals  throughout  the  Region.  This 
will  be  done  only  upon  the  invitation  of  and 
cooperation  by  the  hospital  and  the  appropriate 
medical  society. 

Each  of  these  four  projects  were  originated  and 
developed  by  one  of  the  categorical  Task  Forces 
whose  membership  was  composed  of  practicing 
physicians,  medical  educators,  nurses  and  other 
allied  health  personnel.  Following  priority  setting 
by  the  Planning  Committee  and  approval  by  the 
Regional  Advisory  Group,  the  projects  were  sent 
to  the  Division  of  Regional  Medical  Programs  for 
further  review  by  National  Review  Committees  and 
the  National  Advisory  Council.  The  Region  was 
site  visited  on  June  16  and  17,  1969,  at  which  time 
the  site  team  conferi-ed  with  members  of  the  Task 
Forces  and  Advisory  Group  to  gain  a clearer  under- 
standing of  our  Region  and  the  projects  submitted 
so  that  in  turn  the  team  could  make  recommenda- 
tions to  the  Review  Groups  and  to  the  Council.  It 
may  be  of  interest  to  note  here  that  site  teams 
and  review  committees  are  not  a part  of  the 
federal  structure,  but  rather  are  individuals  from 
various  parts  of  the  country  who  have  an  expertise 
along  the  lines  incorporated  in  the  proposals.  The 
National  Council  which  has  the  ultimate  authority 
for  approval  or  rejection  of  projects  is  likewise 
composed  of  experts  in  the  field,  practicing  physi- 
cians and  specialists  of  known  repute,  none  of 
whom  by  law  can  be  federal  employees.  This  en- 
sures peer  review  and  decision  at  all  levels. 

Now  that  the  Program  has  become  operational, 
but  depending  to  a great  extent  on  money  made 
available  to  the  Region,  meaningful  activities  con- 
cerned with  planning  for  and  development  of  action 
programs  at  the  community  level  can  be  under- 
taken. One  such  program  that  holds  great  promise 
will  be  mentioned  later  in  this  report.  Several 
feasibility  studies  undertaken  during  the  past  years 
of  planning  are  now  ready  for  conversion  into  pilot 
programs  that  will  reach  out  into  the  community 
to  provide  assistance  to  the  physicians  or  that  will 
help  in  solving  the  acute  manpower  shortage  that 
is  becoming  more  critical  each  day.  One  has  only  to 
read  the  excellent  report  produced  by  Dr.  Warren 
Pearse  of  the  University  of  Nebraska  to  realize 
the  problems  that  we  are  facing  in  manpower  in  this 
state. 

During  the  past  year,  a conference  on  stroke 
was  held  in  Watertown,  South  Dakota.  The  partici- 
pants felt  that  similar  programs  would  be  beneficial 
to  the  professional  personnel  of  that  area.  The 
same  reaction  was  obtained  from  the  participants 
in  a sti'oke  conference  held  in  Kearney,  Nebraska. 
As  a result  of  this  consensus,  future  activities  in- 
volving heart  and  cancer  are  in  the  planning  stage. 
No  such  conference  will  be  initiated,  however,  with- 
out approval  and  cooperation  from  the  local  county 
medical  society. 

Coincident  with  the  approval  of  operational  status 
of  our  Region,  three  Coronary  Care  Multi-Media 
Instructional  Systems  will  be  supplied  by  the  Ne- 
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braska-South  Dakota  Regional  Medical  Program  on 
a loan  basis.  These  units  are  designed  to  provide 
on-site  training  and  review  programs  for  nurses 
involved  in  intensive  coronary  care  units  or  for 
use  in  those  hospitals  who  have  no  coronary  care 
units,  but  whose  professional  staff  must  be  trained 
to  care  for  the  coronary  patient.  The  use  of  this 
system  will  supplement  the  coronary  training  proj- 
ect by  providing  in-service  training  potential  for 
community  hospital  nursing  staffs. 

Three  demonstrations  of  this  Multi-Media  Sys- 
tem have  been  held  in  the  Region  to  evaluate  the 
usefulness  of  the  System.  The  wide  acclaim  of  the 
more  than  150  physicians  and  nurses  who  have 
viewed  the  System  has  led  the  Planning  Commit- 
tee and  members  of  the  Heart  Task  Force  to  rec- 
ommend the  acquisition  of  three  such  systems  for 
rotation  throughout  the  Region. 

So  much  for  the  immediate  future  of  the  Ne- 
braska-South Dakota  Regional  Medical  Program. 
During  the  past  year,  the  South  Dakota  State  Medi- 
cal Association  has  voiced  its  approval  of  the  con- 
tinuation of  the  participation  and  partnership  with 
the  Nebraska  State  Medical  Association  in  the 
aims  of  the  Public  Law  89-239. 

The  voluntary  health  agencies,  namely  the  Ne- 
braska Chapters  of  the  American  Heart  Association 
and  the  Cancer  Society  have  likewise  endorsed  the 
Program  and  through  their  representatives  on  the 
Advisory  Group  and  the  Task  Forces,  will  be  of  im- 
measurable assistance  in  the  overall  attempt  to 
control  the  killer  diseases  of  heart,  cancer  and 
stroke.  Latest  reports  from  the  Nebraska  Bureau 
of  Vital  Statistics  show  that  Heart  Disease,  Cancer 
and  Stroke  still  rank  as  the  Nos.  1,  2 and  3 
causes  of  death  in  Nebraska.  Information  is  not 
at  hand  concerning  the  situation  in  South  Dakota, 
but  it  can  be  postulated  that  the  same  situation 
exists  in  that  state. 

The  entire  committee  structure  of  the  Nebraska- 
South  Dakota  Regional  Medical  Program  has  been 
reviewed  and  revised  by  the  Regional  Advisory 
Group.  The  Regional  Advisory  Group  which  is 
charged  by  Public  Law  89-239  with  the  general 
supervision  of  the  Program  will  now  consist  of  a 
maximum  of  thirty-five  members  from  each  state 
with  the  Chairman  alternating  between  the  Presi- 
dents of  the  Nebraska  State  Medical  Association 
and  the  South  Dakota  State  Medical  Association. 
Of  the  present  membership  of  sixty-seven,  forty 
are  physicians  with  twenty-six  representing  the 
private  sector  of  medicine,  nine  are  engaged  in 
either  full  or  part-time  academic  medicine,  and 
five  relate  to  Vetei'ans  Hospitals  or  Public  Health 
Administration.  The  remaining  twenty-seven  mem- 
bers represent  the  categories  named  in  the  Law 
to  include  Hospital  Administrators,  Nursing  As- 
sociations, official  representatives  of  the  volun- 
tary health  organizations.  Comprehensive  Health 
administrators  and  representatives  of  the  lay  public 
which  includes  members  from  the  minority  groups. 
The  Coordinator  of  the  Northlands  Regional  Medi- 
cal Program  as  well  as  a representative  of  the 
Iowa  Regional  Medical  Program  sit  with  our  Re- 
gional Advisory  Group  as  non-voting  members. 
This  is  a reciprocal  arrangement.  Our  representa- 
tives to  these  two  Regions  have  profited  in  many 
ways  from  this  association. 

The  Planning  Committee  has  also  been  reorgan- 
ized during  the  past  year  and  is  now  chaired  by 


Dr.  William  E.  Nutzman.  This  group  is  composed 
of  practicing  physicians,  meedlcal  school  officials, 
hospital  associations,  nursing  associations,  dental 
representatives  and  members-at-large  (one  from 
each  state).  The  Chairmen  of  the  Executive  Com- 
mittee, the  Advisory  Group  and  the  Task  Forces 
are  ex-officio  members  with  voting  privileges. 
. This  Committee,  twenty  in  number,  together  with 
its  subcommittees,  the  categorical  Task  Forces,  com- 
prise the  voluntary  working  arm  of  the  Regional 
Medical  Program.  This  voluntary  group,  consisting 
of  some  150  physicians,  nurses,  hospital  administra- 
tors, health  agency  representatives,  medical  school 
officials  and  college  educators,  has  devoted  many 
hundreds  of  manhours  to  the  work  made  necessary 
by  the  development  and  review  of  projects. 

Every  effort  has  been  made  in  the  past  to  ascer- 
tain the  needs  as  contrasted  with  the  wants  of 
the  Region.  Every  physician,  nurse,  hospital  ad- 
ministrator and  dentist  in  the  two  state  area  re- 
ceived a questionnaire  in  which  they  were  request- 
ed to  identify  their  felt  needs  for  their  communi- 
ties as  related  to  heart,  cancer  and  stroke.  Addi- 
tionally, twenty  area  confei’ences  conducted  in  co- 
operation with  County  Medical  Societies  provided 
local  input  as  well  as  serving  as  a method  of  com- 
municating the  aims  and  purposes  of  the  Program. 
Admittedly,  the  eai’ly  aims  of  the  Program  «n  a 
national  as  well  as  on  a local  level  were  not  clearly 
defined,  yet  communication  was  established.  Though 
not  well  attended  for  the  most  part,  these  confer- 
ences together  with  the  data  obtained  from  the 
questionnaire  established  beyond  doubt  that  the 
numbers  one  and  two  piorities  for  the  Region  were 
manpower  and  continuing  education. 

As  mentioned  previously,  some  fifty-eight  ideas 
have  been  submitted  for  development  and  review. 
Many  of  these  projects  were  not  within  the  concept 
of  regionalization  or  cooperative  arrangements,  but 
rather  were  unrelated  projects  concerned  with 
wants  of  a single  individual  or  single  institution. 
Others  have  been  combined  because  of  similarity 
of  purpose  and  are  still  in  the  development  stage. 
After  finally  determining  the  goals  for  the  Region 
and  the  objectives  through  which  these  goals 
might  be  reached,  the  Planning  Committee  deter- 
mined that  the  four  projects  previously  described, 
best  fitted  the  priorities  mentioned  above. 

As  the  Program  matures,  it  is  becoming  in- 
creasingly evident  that  the  sharing  of  scarce  re- 
sources, rather  than  duplication  of  facilities  and 
seiwices  is  really  the  name  of  the  game.  To  that 
end  the  Planning  Committee  has  asked  the  Con- 
tinuing Education  Task  Force  to  proceed  with  the 
development  of  a project  that  has  been  entitled, 
“Project  HOPE  AND  SHARE,”  an  eponym  for 
Hospital  Ongoing  Programs  of  Education,  Shared 
Health  Activities  and  Resources  Experiment.  The 
aims  of  the  project  are  nine  in  number  and  all 
relate  to  a program  of  training  and  education  to 
serve  the  needs  of  community  hospitals  as  they 
see  them  and  when  they  see  them,  and  to  encour- 
age cooperative  efforts  among  geographically  relat- 
ed hospitals  to  demonstrate  that  education  and 
training  activities  beyond  the  means  of  a single 
hospital  are  possible  for  a group  of  facilities  act- 
ing in  concert.  Implicit  in  the  project  is  the  com- 
mitment of  the  available  resources  of  the  major 
educational  research  and  services  institutions  of  the 
Region  to  the  support  of  community  hospitals  and 
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practitioners  efforts  to  upgrade  their  services 
through  education  and  training. 

Fears  have  been  expressed  in  certain  areas  that 
Regional  Medical  Programs  will  in  the  future  be 
federally  dominated.  As  a matter  of  record,  the 
Programs  are  federally  dominated,  but  only  to  the 
extent  that  peer  review  makes  certain  that  the 
federal  dollar  is  wisely  spent.  Projects  that  are 
“blue  sky”  or  purely  research,  or  serve  the  paro- 
chial interest  of  one  institution  or  one  department 
have  no  chance  of  acceptance.  With  the  Nebraska 
State  Medical  Association  acting  as  Grantee  and 
the  Advisory  Group  heavily  laden  with  practicing 
physicians  from  both  Nebraska  and  South  Dakota, 
the  Nebraska-South  Dakota  Regional  Medical  Pro- 
gram can  proceed  in  the  manner  intended  under 
Public  Law  89-239. 

This  is  submitted  as  a progress  and  information 
report.  As  required  by  previous  action  of  this 
House,  a report  of  the  operational  progress  will  be 
given  at  the  1970  Annual  Session. 

HAROLD  S.  MORGAN,  M.D., 
Program  Coordinator. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Th^.  Koefoot,  Jr.,  M.D.,  Broken  Bow.  Chairman  ; William 
Doering,  M.D.,  Franklin  ; William  Griffin,  M.D..  Lincoln  ; 
Willis  D.  Wright.  M.D.,  Omaha ; C.  Lee  Retelsdorf,  M.D., 
Omaha  : Donald  Matthews,  M.D.,  Lincoln. 

As  Chairman  of  the  Public  Relations  Committee, 
I wish  to  submit  the  following  report  for  the  House 
of  Delegates  infoimation. 

The  Association’s  Public  Health  Program,  as 
discussed  in  the  committee’s  last  report  to  the 
House  of  Delegates,  was  implemented  in  Novem- 
ber of  1968  with  the  first  monthly  mailing  of 
HEALTH  TIPS  to  Nebraska’s  television  stations, 
radio  stations,  and  newspapers.  The  wide  range 
of  subject  matter  included  in  the  package  of 
HEAL'TH  TIPS  sent  each  month  has  included 
messages  on  good  personal  health  practices,  cur- 
rent health-related  news  items,  and  recommenda- 
tions to  the  public,  or  segments  of  the  public,  ba.sed 
upon  a given  position  of  the  Association.  The 
clipping  service  employed  by  the  Association  indi- 
cates that  well  over  half  of  Nebraska’s  news- 
papers are  utilizing  the  items  on  a regular  basis. 
Tbe  response  of  the  radio  and  television  stations 
has  been  good,  and  follow-up  correspondence  with 
all  media  will  indicate  current  interest,  and  direct 
anticipated  expansion  in  the  future.  The  HEALTH 
TIPS  offering  health  career  information  and  those 
offering  emergency  medical  identification  cards, 
and  similar  information  by  contacting  the  NSMA 
headquarters  office  have  caused  a gratifying  num- 
ber of  request  letters  to  result. 

A letter  to  the  secretaries  of  all  county  medical 
societies  concerning  the  appointment  of  a mem- 
ber, or  committee,  from  each  society  to  work  in 
close  liaison  with  the  radio  stations,  newspapers, 
and  television  stations  in  an  advisory  capacity  was 
approved  by  the  Public  Relations  Committee  and 
sent  in  late  May.  It  was  felt  that  this  liaison 
committee  should  approach  each  television  station, 
radio  station,  and  newspaper  in  the  area  and  offer 
the  assistance  of  the  committee  when  questions 
arise  in  the  minds  of  the  media  representatives  re- 
garding health  matters.  It  was  anticipated  that 


questions  might  arise  on  occasion  concerning  new 
drugs,  modern  treatment  methods,  medical  socio- 
economic matters,  etc.  This  liaison  committee  will 
also  serve  as  a direct  link  to  the  Association’s 
officers,  the  headquarters  staff,  to  an  NSMA  com- 
mittee, or  to  the  AMA  for  answers  to  questions 
regarding  policy  or  requests  for  specific  background 
information. 

The  committee  also  discussed  the  need  for  a 
closer  working  relationship  between  the  NSMA 
and  the  medical  students  of  Nebraska’s  two  medi- 
cal schools,  possibly  through  their  SAMA  organiza- 
tion. The  committee  feels  there  is  a recognized 
need  to  bring  the  medical  students  in  direct  contact 
with  organized  medicine.  The  committee  felt  it 
important  that  the  medical  students’  ideas  and 
opinions  be  sought  out  and  that  study  be  given 
to  the  possibility  of  establishing  and  maintaining 
closer  liaison. 

The  committee’s  attention  was  also  given  to  the 
efforts  of  the  Woman’s  Auxiliaiy  in  its  programs 
of  distributing  information  and  good  will  to  the 
citizens  of  Nebraska.  It  was  pointed  out  and  recog- 
nized that  the  Woman’s  Auxiliary  is  most  helpful 
and  has  expended  much  effort  in  helping  with 
public  relations  efforts.  We  are  most  grateful  for 
this. 

The  Hall  of  Health  Exhibit  at  the  recent  Nebraska 
State  Fair  was  again  sponsored  by  the  NSMA 
and  participated  in  by  16  professional,  voluntary, 
and  allied  health  groups.  Those  which  participated 
included  the  Nebraska  Heart  Association,  the  Easter 
Seal  Society  for  Crippled  Children  and  Adults,  the 
University  of  Nebraska  College  of  Medicine,  the 
State  Department  of  Health,  the  Arthritis  Founda- 
tion, the  State  Department  of  Institutions,  the 
Coast  Guard  Auxiliary,  the  Nebraska  Dental  Asso- 
ciation, the  Nebraska  Chapter  of  the  American 
Cancer  Society,  the  Nebraska  Association  of  Nurse 
Anesthetists,  the  Nebraska  Council  on  Alcohol 
Education,  the  Nebraska  Society  of  Radiological 
Technologists,  the  Nebraska  Nursing  Home  Asso- 
ciation, the  Nebraska  Tuberculosis  and  Respiratory 
Disease  Association,  and  the  March  of  Dimes.  The 
NSMA’s  exhibit  utilized  a number  of  the  recorded 
HEALTH  TIPS  and  accompanying  35  mm  colored 
slides  which  are  sent  to  Nebraska  television  sta- 
tions, a distribution  of  health  career  and  per- 
sonal health  information  printed  matter,  and  an 
AMA  exhibit  depicting  various  organs  of  the  body. 
The  benefits  of  taking  part  in  tbis  exhibit  are  rec- 
ognized by  the  participating  exhibitors,  as  no  va- 
cancies existed  within  the  Hall  of  Health;  and 
the  benefit  and  services  provided  are  recognized 
by  the  officials  of  the  State  Fair  inasmuch  as  the 
building  is  provided  rent  free  to  tbe  Association 
for  this  exhibit.  Actual  count  of  those  entering 
the  doors  of  the  Hall  have  tallied  in  excess  of 
40,000  people  viewing  the  displays  during  the  week 
of  the  State  Fair. 

It  is  felt  through  programs  such  as  those  men- 
tioned above  the  NSMA  will  continue  to  be  more 
widely  recognized  as  an  organization  among  whose 
primary  concerns  are  the  health  care  for,  and  per- 
sonal practices  of,  all  Nebraskans. 

Respectfully  submitted, 

THEO.  KOEFOOT,  JR.,  M.D., 

Chairman. 
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REPORT  OF  SPECIAL  NSMA  CANCER 
STUDY  COMMITTEE 

H.  F.  Elias,  M.D.,  Beatrice,  Chairman ; Raymond  C.  Dober- 
neck,  M.D.,  Omaha : Henry  M.  Lemon,  M.D.,  Omaha : J.  P. 
Tollman,  M.D.,  Omaha  : John  F.  Foley,  M.D.,  Omaha  ; William 
T,  Griffin,  M.D.,  Lincoln. 

The  Study  Committee  appointed  by  the  President 
has  been  requested  to  thoroughly  r e v i e w the 
subject  of  unproven  cancer  treatment.  The  commit- 
tee presents  its  recommendations  in  the  following 
resolution  to  the  House  of  Delegates.  The  Commit- 
tee plans  to  continue  its  study  in  this  area  and 
will  report  to  the  House  at  subsequent  meetings. 

RESOLUTION 

WHEREAS,  the  president  of  this  association 
as  referred  to  the  House  of  Delegates,  consid- 
eration of  the  “Koch  Treatment”  for  cancer 
patients  and  its  use  by  any  Nebraska  doctor; 
and 

WHEREAS,  a committee  of  this  association 
has  reviewed  the  published  material  relating  to 
the  Koch  Treatment  and  is  of  the  opinion  that 
it  is  an  unproven  method  of  cancer  treatment; 

NOW  THEREFORE  BE  IT  RESOLVED 
that  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  has  been  unable  to 
find  any  reliable  evidence  that  the  Koch  Treat- 
ment with  Koch  Antitoxins  results  in  any  ob- 
jective benefit  in  the  treatment  of  cancer  in 
human  beings  and  agrees  with  the  conclusions 
of  the  American  Cancer  Society,  Inc.,  in  this 
respect. 

BE  IT  FURTHER  RESOLVED  that  Nebraska 
physicians  engaged  in  treatment  of  cancer 
should  confine  the  treatment  rendered  in  this 
respect  to  methods  of  treatment  which  have 
been  proved  to  be  effective  by  established  sci- 
entific methods.  Use  of  unproven  cancer 
remedies  such  as  the  Koch  Treatment  and  treat- 
ment by  Koch  Antitoxins  results  in  needless 
expense  and  creating  false  hopes  of  a cure  in 
the  patients  so  treated  and  of  more  importance 
prevents  some  patients  from  seeking  and  re- 
ceiving effective  treatment  by  methods  which 
have  been  scientifically  proved  to  be  of  value. 
It  is  the  policy  of  this  association  that  Ne- 
braska physicians  should  avoid  use  of  any 
treatment  relating  to  cancer  patients  which  has 
not  been  proved  to  be  effective  by  established 
scientific  methods. 

Respectfully  submitted, 

BY  THE  COMMITTEE. 

REPORT  OF  INSURANCE  COMMITTEE 

Roger  Mason,  M.D.,  McCook,  Chairman  : Stanley  Truhlsen, 
M.D.,  Omaha ; Paul  Scott,  M.D.,  Auburn  : E.  M.  Walsh,  M.D., 
Omaha  : Frank  Cole,  M.D.,  Lincoln  : James  Thayer,  M.D.,  Sid- 
ney; James  Ramsay.  M.D.,  Atkinson;  A.  L.  Smith.  Jr.,  M.D., 
Lincoln  ; J.  P.  Gilligan,  M.D.,  Nebraska  City,  Chairman,  Medi- 
colegal Advice  Committee. 

Your  Insurance  Committee  was  presented  the 
task  of  reviewing  liability  insurance  coverage  pro- 
grams for  the  membership  of  the  Association  fol- 
lowing a July  meeting  of  the  Policy  Committee,  the 
Medicolegal  Advice  Committee,  and  the  Council 
on  Professional  Ethics.  Discussion  at  that  meet- 
ing pointed  out  the  generally  recognized  problem 
confronting  the  physician  when  obtaining  and  re- 
taining adequate  professional  liability  insurance 
coverage  at  a reasonable  cost  figure. 


It  is  generally  recognized  that  this  is  not  neces- 
sarily applicable  only  to  Nebraska,  as  the  situation 
in  other  areas  of  the  countiy  is  even  more  acute. 

The  Insurance  Committee  met  soon  after  the  re- 
quest for  a study  was  received  and  decided  that  to 
gain  current  data  on  insurance  company  programs, 
the  various  companies  providing  coverage  of  this 
type  should  be  contacted  and  asked  to  present  pro- 
posals of  a group  coverage  nature.  The  companies 
were  approached  by  the  chairman  of  the  NSMA 
Medicolegal  Advice  Committee  and  asked  to  pre- 
pare any  proposals  that  they  might  wish  to  offer 
regarding  a group  coverage  program  for  Nebraska 
physicians. 

Various  proposals  were  submitted  and  following 
careful  study,  your  committee  asks  endorsement 
of  two  group  programs  and  the  authority  to  fur- 
ther negotiate  a third  proposal  in  behalf  of  the 
Association. 

The  first  phase  of  the  coverage  being  proposed 
for  the  endorsement  of  the  House  of  Delegates 
concerns  a group  basic  automobile  policy  for  mem- 
bers of  the  NSMA.  This  policy  is  offered  by  the 
St.  Paul  Insurance  Companies  of  St.  Paul,  Minne- 
sota. The  specifics  of  this  policy  include  all  the 
coverage  areas  of  a basic  auto  policy,  plus  the 
stipulation  that  younger  drivers  would  not  affect 
the  limits  of  coverage  or  rating  mechanisms  applied, 
and  the  fact  that  no  restrictions  are  applied  at  the 
higher  age  levels.  Auto  coverage  would  be  carried 
thi’ough  age  68,  at  which  time  a questionnaire  would 
need  to  be  completed  every  other  year  regarding 
current  physical  aptitudes.  The  premiums  for  this 
coverage  would  be  approximately  29%  less  than  the 
current  average  premium  in  Nebraska  resulting 
from  the  group  rating  aspect  of  the  program. 

Your  committee  at  this  point  asks  the  endorse- 
ment of  the  House  of  Delegates  to  this  proposal 
with  the  committee  being  given  the  authority  to 
negotiate  and  finalize  the  actual  contract  which 
will  be  offered  to  NSMA  members. 

The  St.  Paul  Companies  also  presented  their 
“Top  Brass  Policy”  to  the  Association  and  asked 
for  endorsement  based  upon  a group  concept.  The 
limits  of  liability  coverage  begin  with  a minimum 
of  one  million  dollars  and  provide  general  or  total 
coverage,  including  malpractice,  employer’s  liability, 
and  personal  liability.  This  coverage  can  be  ob- 
tained up  to  a maximum  of  five  million  dollars. 
This  policy  increases  and  broadens  liability  protec- 
tion, provides  undefined  personal  injury  coverage, 
includes  all  types  of  personal  liability  insurance, 
adds  liability  coverage  for  injury  to  property  rent- 
ed to  you,  operates  on  a fixed  3 year  premium,  and 
provides  world-wide  protection. 

Your  committee  here  again  recommends  the  en- 
dorsement of  the  House  of  Delegates  to  this  pro- 
posal with  the  committee  being  given  the  authority 
to  negotiate  and  finalize  the  actual  contract  which 
will  be  offered  to  NSMA  members. 

The  possibilities  of  a group  program  pi'oviding 
basic  professional  liability  coverage  are  being  ex- 
plored with  this  company  at  the  present  time.  The 
committee  is  concerned  about  the  current  situation 
across  the  country  which  continues  to  confront 
physicians  when  they  attempt  to  purchase  this 
type  coverage  at  reasonable  rates.  The  problem  of 
cancellation  of  coverage  is  also  becoming  crucial 
and  for  this  reason  the  committee  requests  the  au- 
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thority  to  further  negotiate  this  type  of  insurance 
program  with  the  consultation  of  the  Policy  Com- 
mittee, in  behalf  of  the  Association. 

The  St.  Paul  Companies  have  pointed  out  that  a 
physician  can  purchase  any’  one  segment  of  the 
three-part  package  being  offered  by’  their  com- 
pany’, or  he  may’  purchase  more  than  one  segment 
of  coverage.  The  committee  is  cognizant  of  the 
need  to  work  with  any’  company’  selected  in  not 
only  the  continuing  evaluation  of  the  program,  but 
the  actual  operational  phases  such  as  in  the  adjudi- 
cation of  claims. 

Your  committee  recognizes  the  problems  which 
exist  and  feel  the  endorsement  of  these  policies 
at  this  time  will  serve  in  the  best  interests  of  the 
Association  to  assist  the  phy’sician  member.  Your 
committee  also  recognizes  that  additional  compa- 
nies may  in  the  future  present  package  pi’oposals 
for  coverage  in  the  above-mentioned  categories  and 
those  will  be  studied.  Your  committee  also  antici- 
pates the  review  of  policies  offering  disability  in- 
come protection,  group  retirement  plans,  and  other 
phases  of  coverage  which  can  be  obtained  on  a 
group  basis,  endorsed  by  the  Association  and  pro- 
vided to  the  benefit  of  the  member  in  the  future. 

Your  committee  stands  ready  to  assume  any  di- 
rectives from  this  House  of  Delegates  and  trusts 
that  its  activities  have  been  to  the  best  interests  of 
the  Association  membership. 

Respectfully’  submitted, 

ROGER  MASON,  M.D. 

Chairman. 

REPORT  OF  POLICY  COMMITTEE 

J.  Whitn^  Kelley.  M.D.,  Omaha,  Chairman ; C.  R.  Brott, 
M.D.,  Beatrice:  Frank  H.  Tanner.  M.D..  Lincoln;  Robert  J. 
Morgan,  M.D.,  Alliance:  Dan  A.  Nye,  M.D.,  Kearney. 

The  Policy  Committee  met  several  times  since 
the  last  session  of  the  House  of  Delegates  in  May 
and  this  report  will  serve  to  present  a resume 
of  the  matters  studied  by  the  Policy  Committee  and 
of  the  action  taken  in  each  regard. 

(1)  Medicare  — The  Policy  Committee  was  asked 
to  consider  and  express  a decision  regarding  the 
emergency’  or  non-emergency’  status  of  a number 
of  Medicare  cases  in  non-approved  hospitals  and 
following  the  submission  of  adequate  data  on  the 
specific  cases,  a decision  was  made  regarding  each. 
No  adjudication  regarding  questioned  remunera- 
tion under  the  Medicare  program  has  been  request- 
ed of  the  Policy  Committee  by’  the  contracting  in- 
surance company  for  this  program  since  the  Policy’ 
Committee’s  last  report  to  the  House  of  Delegates. 

(2)  Medicaid  — The  Policy  Committee  has  been 
quite  concerned  with,  and  given  much  time  to,  the 
situation  currently  confronting  the  State  Depart- 
ment of  Public  Welfare  and  ultimately  the  physicians 
of  Nebraska.  The  Welfare  Department  proposed 
various  restrictions  and  guidelines  on  the  methods 
of  prescribing  drugs  for  welfare  recipients.  The 
primary  concerns  of  the  Department  are  centered 
around  the  possible  too  frequent  compounding  of 
certain  prescriptions.  The  Policy  Committee  has 
met  with  representatives  of  the  Department  of  Wel- 
fare at  specific  times  during  recent  months  to  dis- 
cuss possible  regulations  which  would  directly  in- 
volve the  provision  of  medical  services  to  the  Wel- 
fare patient.  The  most  recent  meeting  with  repre- 
sentatives of  that  Department  was  held  on  Septem- 


ber 18  and  at  that  time,  and  in  conjunction  with 
representatives  of  the  Nebraska  Pharmaceutical 
Association,  this  Policy  Committee  was  inform.ed 
that  for  fiscal  reasons  certain  operational  proposals 
were  being  suggested.  The  Policy  Committee  had 
no  alternative  but  to  indicate  approval  to  the  pro- 
posals. It  is  reprinted  here  for  your  information. 

1.  Mandatory  use  of  DM-lOF  forms  by  prescrib- 
ing physicians  for  all  welfare  prescriptions. 

a.  Adequate  supplies  will  be  made  available 
to  all  facilities  designated  by  physician 
for  his  use  such  as  offices,  hospitals,  and 
nursing  homes. 

b.  Forms  must  be  marked  “No  Refill”  or  a 
specific  number  of  times  it  is  to  be  re- 
filled. Five  times  is  maximum  number 
of  refills  authorized.  No  P.R.N.  prescrip- 
tions. 

c.  New  prescriptions  must  be  issued  after 
six  months. 

d.  Automatic  stop  orders  on  old  and  exist- 
ing prescriptions  when  recipient  changes 
personal  physicians.  New  physician  must 
issue  new  prescriptions.  The  exception 
would  be  when  a recipient  is  refeiTed  to 
a specialist. 

2.  Thirty’  (30)  day  supplies  of  all  maintenance 
and  chronic  illness  medicines  are  required. 

3.  Ninety  (90)  day  supplies  of  Cardiac  drugs 
(such  as  Digitalis,  Lanoxin,  Cry’stodigin,  and 
Purodigin,  etc.).  Thyroids,  and  Vitamins  are 
required.  Lesser  quantity’  prescriptions  will 
not  be  accepted,  unless  specifically  expressed 
for  a shorter  given  period  of  time  with  no 
refills  allowed. 

4.  Discontinuance  of  the  practice  of  prescribing 
Anti-obesity’  drugs  for  cosmetic  purposes. 
These  central  nei-\’ous  systems  stimulants 
should  be  prescribed  for  obesity  purposes 
only  when,  in  the  opinion  of  the  prescribing 
physician,  the  recipient’s  health  would  be  im- 
paired without  use  of  these  Anti-obesity 
medications. 

5.  Over-the-counter  drugs  that  are  listed  by  the 
Official  Drug  Pricing  Guide  are  the  only  ones 
allowable. 

One  case  regarding  the  possibility’  of  over- 
utilization by’  a phy’sician  treating  Welfare  patients 
was  referred  to  the  Policy’  Committee  by  the 
Welfare  Department.  The  Policy  Committee  in  turn 
asked  that  the  councilor  and  his  councilor  district 
peer  review  committee  investigate  this  situation  and 
discuss  same  with  the  specific  physician;  and  report 
their  findings  to  the  Policy’  Committee.  The  Policy’ 
Committee  supported  the  recommendations  of  the 
peer  review  committee  and  presented  same  to  the 
Department  of  Public  Welfare. 

(3)  Phy’sicians  Placement  Service  — The  Policy 
Committee  reviewed  the  current  physicians  place- 
ment ser\’ice  being  operated  in  the  headquarters 
office  and  it  was  felt  that  the  Association  should 
attempt  to  obtain  the  names  of  physicians  being 
discharged  from  the  armed  services.  All  towns  and 
physician  groups  who  have  maintained  an  interest 
in  obtaining  a phy’sician  were  contacted  in  recent 
weeks  and  asked  to  complete  an  updated  question- 
naire or  resource  document  which  can  be  provided 
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to  all  physicians  expressing  an  interest  in  a Ne- 
braska practice.  The  completed  forms  are  being  re- 
ceived, they  are  being  standardized  and  placed  in  a 
manual  for  presentation  to  interested  parties.  It 
is  felt  that  having  this  document  available  and 
also  seeking  to  expand  the  list  of  physicians  who 
might  be  interested  in  practicing  in  Nebraska  will, 
to  some  degree,  assist  in  the  current  shortage  of 
physicians. 

(4)  C.H.A.M.P.U.S.  — Nebraska  Medical  Service, 
who  serves  as  the  fiscal  agent  for  the  Civilian 
Health  and  Medical  Program  of  the  Uniform  Serv- 
ices (C.H.A.M.P.U.S.)  program,  which  is  the  medi- 
cal care  program  for  the  uniform  services  and  their 
families,  requested  that  the  Policy  Committee  ap- 
prove or  endorse  the  same  remuneration  guidelines 
for  the  C.H.A.M.P.U.S.  program  that  are  now  being 
used  for  Medicare  and  Medicaid.  The  Nebraska 
Medical  Service  also  requested  that  the  Policy  Com- 
mittee approve  and  accept  the  responsibility  as  the 
adjudicating  agent  for  that  program  and  to  employ 
the  utilization  guidelines  as  now  used  for  Medicare 
and  Medicaid.  The  Policy  Committee  approved 
these  two  requests  by  Nebraska  Medical  Service. 

(5)  Liability  Insurance  Coverage  — The  Policy 
Committee  during  the  month  of  July  scheduled  a 
meeting  in  conjunction  with  the  Medicolegal  Advice 
Committee  and  the  Council  on  Pi-ofessional  Ethics 
at  which  time  the  current  problems  associated  with 
the  obtaining  of  adequate  liability  insurance  cover- 
age were  discussed.  Various  programs  for  other 
states  were  reviewed,  and  it  was  the  decision  of 
those  present  that  the  NSMA  Insurance  Committee 
should  be  directed  to  review  and  investigate  the  pos- 
sibility of  presenting  a group  insurance  program 
to  the  House  of  Delegates  for  possible  endorse- 
ment and  implementation.  The  report  of  the  Insur- 
ance Committee  is  before  the  House  of  Delegates 
at  this  meeting  and  your  Policy  Committee  recom- 
mends a favorable  decision  be  reached. 

(6)  Study  of  Proposed  Legislation  — An  AM  A 
Board  of  Trustees  Report  to  its  House  of  Delegates 
which  was  considered  at  the  recent  July  meeting, 
included  a recommendation  that  the  various  state 
associations  consider  the  study  and  development  of 
specific  legislative  proposals  which  would  affect  the 
practice  of  medicine.  The  Policy  Committee  in 
conjunction  with  the  Medicolegal  Advice  Commit- 
tee and  the  Council  on  Professional  Ethics  review^ed 
the  suggested  areas  of  legislative  concern  and  with 
the  advice  of  NSMA  legal  counsel,  the  various  pro- 
posals have  been  forwarded  to  the  Medical  Service 
Committee  for  thorough  review  and  possible  develop- 
ment as  legislative  proposals  for  the  1971  Uni- 
cameral session.  Those  referred  included:  (1)  A 
bill  specifying  a definitive  one  year  statute  of  lim- 
itations applicable  in  all  cases  “except  only  upon 
proof  of  fraud  or  intentional  concealment.”  (2).  A 
bill  peimitting  either  party  to  demand  that  the  issue 
of  the  running  of  a statute  of  limitations  be  sep- 
arately tried  before  a trial  on  the  merit  of  the 
case.  (3)  A bill  permitting  malpractice  insurers 
and  others  to  make  advance  payments  to  an  injured 
person  without  thereby  admitting  liability,  and 
with  the  right  to  offset  such  payments  against  any 
future  award.  (4)  A bill  protecting  the  proceedings 
and  records  of  medical  review  committees  of  med- 
ical societies  or  hospital  and  medical  staffs  from 
pre-trial  discovery  or  production  in  court. 

Also  considered  was  possible  legislation  which 


would  extend  the  Good  Samaritan  statutes  to  spe- 
cifically cover  physicians  assisting  in  an  emergency 
situation  which  arises  within  a hospital. 

Your  Policy  Committee,  as  you  can  see,  has  had 
a busy  schedule  during  recent  months  and  the 
Policy  Committee  trusts  that  its  decisions  have  been 
in  complete  harmony  with  established  policy  of  this 
House  of  Delegates.  Your  Policy  Committee  stands 
ready  to  assume  any  task  referred  to  it  by  the 
House. 

Respectfully  submitted, 

J.  WHITNEY  KELLEY,  M.D., 
Chairman. 

REPORT  OF  SUB-COM.MITTEE  ON 
ATHLETIC  INJURIES 

John  G.  Yost.  M.D.,  H-astings,  Chairman ; Stanley  M.  Bach, 
M.D.,  Omaha:  R.  B.  Benthack,  M.D.,  Wayne:  Bruce  F.  Claus- 
sen,  M.D.,  North  Platte : S.  I.  Fuenning,  M.D.,  Lincoln  ; 

Paul  Goetowski.  M.D.,  Lincoln:  Otis  Miller,  M.D.,  Ord ; L. 
R.  Smith.  M.D.,  Kearney:  George  Sullivan.  R.P.T.,  Lincoln; 
Wayne  Wagner,  A.T.,  Omaha;  Mr.  Harold  McClure,  Kearney. 

The  Sub-Committee  on  Athletic  Injuries  spon- 
sored the  Annual  Seminar  on  the  Medical  Aspects 
of  Competitive  Athletics  on  August  22nd.  The 
exact  total  attendance  has  not,  as  of  this  date, 
been  categorically  determined,  but  it  was  noted 
that  more  physicians  registered  at  this  Seminar 
than  at  any  held  previously. 

The  Sub-Committee  also  sponsored  a breakfast 
meeting  of  Nebraska  High  School  Team  Physi- 
cians during  the  last  NSMA  annual  session,  and  a 
Scientific  Seminar  for  this  group  has  been  sched- 
uled for  October  25th.  Doctor  Donald  L.  Cooper, 
team  physician  at  Oklahoma  State,  has  been  se- 
cured as  the  Seminar  speaker,  and  registration  will 
include  two  tickets  to  the  afternoon  football  game. 

During  the  month  of  September  the  Sub-Commit- 
tee is  presenting  instructional  courses  to  develop  a 
faculty-trainer  program  in  Nebraska.  The  19  Edu- 
cational Service  Units  in  Nebraska  have  been 
amalgamated  into  6 districts  and  through  this  ar- 
rangement, 6 programs  will  be  put  on  by  the 
Committee  members  with  the  assistance  of  the  Edu- 
cational Service  Unit  representatives.  Every  high 
school  in  the  State  will  have  the  benefit  of  being 
able  to  participate  in  this  program  through  the 
Educational  Service  Unit  approach. 

The  Sub-Committee  is  continuing  in  its  efforts  to 
achieve  better  understading  and  liaison  with  all 
groups  in  Nebraska  concerned  with  or  responsible 
for  the  athletic  program.  The  efforts  of  the  Com- 
mittee and  the  materials  it  has  produced  such  as  the 
Disqualification  Guidelines  and  the  Medical  Record 
Form  have  been  well  received  and  it  is  felt  that 
benefits  to  the  organized  athletic  program  in  the 
State  of  Nebraska  have  been  realized. 

Respectfully  submitted, 

JOHN  G.  YOST,  M.D., 

Chairman. 

REPORT  OF  CONSTITUTION  AND 
BY-LAWS  CO.MMITTEE 

Houtz  Steenburg.  M.D.,  Aurora,  Chairman  ; Richard  Crotty, 
M.D.,  Omaha : H.  D.  Kuper,  M.D.,  Columbus  : William  Gentry, 
M.D.,  Gering ; R.  L.  Cassel,  M.D.,  Fairbury ; Barney  Rees, 
M.D.,  Omaha. 

The  Constitution  and  By-Laws  Committee  has 
held  one  meeting  since  the  Annual  Session  to  dis- 
cuss recommendations  for  changes  in  the  By-Laws. 
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At  this  time  the  committee  recommends  the  ap- 
proval of  the  following  changes  in  the  By-LaAvs 
relating  to  the  nomination  of  physician  members 
of  the  Blue  Shield  Board  of  Directors  and  expand- 
ing the  scope  of  the  Prepayment  Medical  Care  Com- 
mittee. 

In  the  report  of  the  Ad  Hoc  Study  Committee  on 
Blue  Shield  the  following  recommendations  were 
suggested  concerning  nomination  of  members  of  the 
Blue  Shield  Board  of  Directors: 

“The  Nebraska  State  Medical  Association  Con- 
stitution and  By-Laws  are  called  to  your  at- 
tention, under  the  heading  of  Duties  of  the 
President:  Page  29,  Item  #10.  The  last  para- 
graph of  this  section  reads  as  follows:  ‘The 
Nebraska  Medical  Service  will  inform  the 
President  of  the  Nebraska  State  Medical  Asso- 
ciation as  to  the  number  of  medical  members 
of  the  Board  of  Directors  to  be  elected  at  the 
following  annual  meeting.’  The  next  sen- 
tence, ‘The  President  will  then  designate  from 
the  membership  of  the  Nebraska  State  Medical 
Association  a like  number  of  doctors  to  be  ap- 
proved by  the  House  of  Delegates.’  should  be 
eliminated  and  replaced  by  the  following:  ‘The 
President  of  the  Nebraska  State  Medical  As- 
sociation will  then  designate  two  names  from 
the  eligible  membership  of  the  Nebraska  State 
Medical  A.ssociation  for  each  vacant  position 
and  present  these  names  to  the  nominating 
committee.  The  nominating  committee  will 
select  one  person  for  each  vacancy  from  the 
President’s  list  and  other  eligible  nominees 
presented.  The  selectees  will  be  presented  for 
approval  to  the  House  of  Delegates’.” 

The  Constitution  and  By-Laws  Committee  rec- 
ommends approval  of  this  By-Law  change. 

Our  committee  next  considered  a request  from 
the  Prepayment  Medical  Care  Committee  to  expand 
the  scope  of  its  activities.  The  Constitution  and 
By-Laws  Committee  concurs  with  this  request  and 
recommends  approval  of  the  following  By-Law 
change. 

On  page  48  of  the  Constitution  and  By-Laws,  add 
following  the  first  paragraph  of  Item  21:  “The 

Prepayment  Medical  Care  Committee  shall  also 
make  its  sers’ices  and  counsel  available  to  all  other 
companies  doing  business  in  the  health  insurance 
field.” 

-Respectfully  submitted, 

HOUTZ  STEENBURG,  M.D., 
Chairman. 

REPORT  OF  HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES  CO.MMITTEE 

S.  I.  Fuennine,  M.D.,  Lincoln.  Chairman ; Paul  Bancroft. 
M.D..  Lincoln:  S.  M.  Rathbun.  M.D.,  Beatrice:  R.  C.  Rosen- 
iof.  M.D.,  Kearney : H.  V.  Smith.  M.D.,  Kearney  : Joseph  M. 
Holthaus,  M.D.,  Omaha : Ivan  French.  M.D.,  Wahoo ; W. 
Ray  Hill.  M.D.,  Lincoln  ; Warren  Bosley,  M.D..  Grand 
Island : B.  N.  Greenbenj,  M.D.,  York : S.  A.  Swenson.  M.D., 
Omaha : Dean  McGee.  M.D.,  Lexington  : Mrs.  Robert  Mc- 

Intire,  Hastings ; Mrs.  John  C.  Filkins.  Omaha ; Mrs.  Leland 
Olson,  Omaha. 

The  House  of  Delegates  during  its  session  in  May, 
1969,  charged  the  Health  Education  in  Schools  and 
Colleges  Committee  with  the  responsibility  of  re- 
viewing current  materials  and  concepts  used  in 
teaching  courses  of  sex  education  in  Nebraska 
schools.  The  committee  met  and  in  considering  the 
resolution  directing  the  study  action,  soon  decided 
that  an  ad  hoc  study  or  advisory  group  needed  to 


be  selected  to  broaden  the  expertise  necessary  to 
accomplish  a study  of  this  magnitude.  The  com- 
bined study  groups  then  spent  a considerable  num- 
ber of  hours  in  studying  existing  methods  and  ma- 
terials and  developed  two  documentary  statements 
of  policy  and  one  resolution  for  submission  to  this 
House  of  Delegates  for  adoption.  Additional  rep- 
resentatives and  guests  having  a vital  interest  in 
sex  education  were  invited  to  address  the  commit- 
tees. This  group  included  educational  leaders  and 
those  having  a direct  organizational  interest  in  this 
field. 

The  following  thi'ee  pages  can-y  the  statements 
recommended  for  adoption  at  this  time. 

STATE  WIDE  HEALTH  EDUCATION 
OBJECTIVES 

1.  Health  Education  to  be  made  available  to  all 
students  in  Elementary  and  Secondary  educa- 
tion in  Nebraska  schools,  in  programs  beyond 
high  school,  and  in  service  programs  for  adult 
education. 

a.  Need  for  a progressive  curriculum  in 
Health  Education,  K-12. 

b.  Need  for  qualified,  certified  teachers  in 
Health  Education. 

c.  Need  for  qualified  specialists  in  Health 
Education  in  Department  of  Education 
and  additional  specialists  in  the  Depart- 
ment of  Health. 

d.  Need  for  a curriculum  at  the  bachelors, 
masters,  and  doctoral  levels  for  these  in- 
structors to  be  established  in  Nebraska’s 
teacher  training  institutions. 

2.  Development  of  a Community  School  Coun- 
cil on  Health  Affairs. 

a.  To  represent  local  health  related  agencies. 

b.  To  provide  support  for  the  Health  Edu- 
cation program. 

c.  To  coordinate  with  the  community  efforts 
in  Community  Health  Education. 

3.  Evaluation  programs  to  determine  effective- 
ness of  the  Health  Education  Program  in  the 
promotion  and  maintenance  of  health  and  fit- 
ness, and  to  identify  special  needs  and  health 
problems  that  need  emphasis. 

4.  Education  of  all  teachers  in  the  following: 

a.  First  aid  procedures. 

b.  Their  role  in  the  early  recognition  of  sig- 
nificant physical  and  emotional  health 
problems,  and  the  need  for  referral. 

c.  Their  role  in  support  and  understanding  to 
students  that  are  handicapped,  physically, 
mentally,  and  emotionally. 

d.  Their  role  in  the  promotion  of  desirable 
health  practices  and  concepts. 

ADOPTED: 

Health  Education  in  Schools  and  Colleges 
Committee 

Review  Committee  of  Health  Education 
Materials 
September  7,  1969 

POSITION  STATEMENT  ON  SEX 
EDUCATION 

It  is  the  pui-pose  of  this  committee  to  reaffirm 
that  Sex  Education  is  a small  part  of  an  overall 
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Health  Education  course.  We  further  emphasize 
that  we  believe  that  the  way  in  which  such  a course 
is  taught  and  the  ancillary  materials  used  is  the 
function  of  the  community  in  which  it  is  taught. 

We  offer  our  point  of  view,  that  sex  education  is 
meant  to  instruct  to  strengthen  family  life,  to  in- 
crease self-understanding  and  self-respect,  to  de- 
velop capacities  for  good  human  relationships,  to 
build  sexual  and  social  responsibility,  and  to  enhance 
competency  for  responsible  parenthood.  Sex  edu- 
cation is  not  to  indoctrinate  nor  is  it  primarily  con- 
cerned with  sexual  techniques  or  sexual  deviations. 

We  believe  that  the  primary  responsibility  for 
family  life  education  is  in  the  home.  We  also  be- 
lieve that  this  is  not  always  possible  and  the  respon- 
sible sources  of  education  from  other  places  is  de- 
sirable in  lieu  of  education  by  student  peers.  We 
support  the  principle  that  inauguration  by  State 
Boards  of  Education,  school  districts  or  church 
schools  or  classes,  whichever  is  applicable,  of  a 
voluntary  family  life  and  sex  education  program  at 
appropriate  grade  levels. 

(1)  as  part  of  an  overall  health  education  pro- 
gram; 

(2) .  presented  in  a manner  commensurate  with 

the  maturation  level  of  the  students; 

(3)  following  professionally  developed  curricula, 
foreviewed  by  parents; 

(4)  written  pel-mission  of  parents  be  obtained  for 
admission  of  students  to  classes  which  their 
parents  can  attend; 

(5)  developed  around  a system  of  values  defined 
and  delineated  by  representatives  comprising 
physicians,  educators,  nurses,  clergy,  and 
other  appropriate  groups;  and 

(6)  utilizing  classroom  teachers,  certified  in 
health  education,  if  possible,  and  other  pro- 
fessionals who  have  aptitude  for  w’orking 
with  young  people. 

The  secondary  and  important  purpose  of  this 
committee  is  to  review  ancillary  material  to  be  used 
in  health  education  of  a sexual  nature.  We  wish 
to  assist,  not  direct,  what  material  is  to  be  used 
in  terms  of: 

(1)  excellency  in  presentation; 

(2)  accuracy  of  information; 

(3) .  whether  it  is  acceptable  to  parents  and  chil- 

dren or  not;  and 

(4)  whether  it  is  pornographic,  obscene,  or  un- 
desirable in  other  w-ays. 

ADOPTED: 

Health  Education  in  Schools  and  Colleges 
Committee 

Review  Committee  of  Health  Education 
Materials 
September  7,  1969 

RESOLUTION  ON  HEALTH  EDUCATION 
MATERIALS 

WHEREAS,  There  have  been  numerous  requests 
from  parents,  for  the  inclusion  in  the  curriculum 
of  public  and  private  schools  of  instruction  in 
Healthful  living;  and 

WHEREAS,  Materials  in  the  form  of  films,  film 
strips,  texts,  lectures,  demonstrations,  etc.,  are 


being  offered  by  numerous  public  and  private 
agencies;  and 

WHEREAS,  Due  to  cultural,  economic  and  other 
sociological  factors  operating  within  each  com- 
munity, the  educational  needs  of  communities 
differ  widely;  and 

WHEREAS,  Each  of  the  following  organizations 
have  formally  recognized  the  necessity  for  par- 
ents and  faculty  to  preview  and  select  the  ma- 
terials which  best  meet  the  needs  of  each  com- 
munity; 

National  Congress  of  Parents  and  Teachers 
American  Association  for  Health,  Physical  Edu- 
cation and  Recreation 
Association  of  Classroom  Teachers 
National  Educational  Association 
White  House  Conference  on  Children  and  Youth 
U.S.  Office  of  Education 
The  Synagogue  Council  of  America 
U.S.  Catholic  Conference 
National  Council  of  Churches 
The  Interfaith  Commission  of  Marriage  and 
Family  Life 

National  School  Boards  Association 
National  Council  on  Family  Relations 
Joint  Committee  of  the  National  Education  .As- 
sociation and  the  American  Medical  Associa- 
tion 

American  Medical  Association 

THEREFORE,  Be  it  Resolved,  that  all  materials  of 
whatever  sort,  produced  by  national,  state,  or 
local  agencies,  either  public  or  private,  and  ap- 
proved or  endorsed  by  whatever  agency,  shall  be 
previewed  by  parents  and  faculty  to  determine 
its  appropriateness  for  each  particular  commun- 
ity. 

ADOPTED: 

Health  Education  in  Schools  and  Colleges 
Committee 

Review  Committee  of  Health  Education  Ma- 
terials 

September  21,  1969 

Many  man  hours  were  expended  and  the  names 
of  those  persons  who  assisted  the  Health  Education 
Committee  in  its  efforts  by  serving  on  the  NSMA 
Review  Committee  of  Health  Education  Materials 
are  listed  at  the  end  of  this  report.  We  are  very 
grateful  to  all  who  assisted  in  this  important  study. 

The  Health  Education  in  Schools  and  Colleges 
Committee  stands  ready  to  implement  these  objec- 
tives in  cooperation  with  educational  and  health 
related  agencies  in  the  further  promotion  of  sound 
health  education  programs  in  Nebraska  schools  and 
communities. 

NSMA  REVIEW  COMMITTEE  OF  HEALTH 
EDUCATION  MATERIALS 
J.  Whitney  Kelley,  M.D.,  Omaha,  Chairman 
Warren  G.  Bosley,  M.D.,  Grand  Island 
Dean  McGee,  M.D.,  Lexington 
Reverend  Vincent  L.  Decker,  S.J.,  Omaha 
Reverend  W.  G.  Stype,  Lincoln 
Stanley  Wilcox,  Ed.D.,  Alliance 
Mr.  Kenneth  L.  D.  Gardner,  Auburn 
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Mr.  Ross  Rasmussen,  Lincoln 
D.  Craig  Affleck,  Ph.D.,  Omaha 
Cheryl  Blakway,  R.N.,  Omaha 
Miss  Edna  Fordyce,  R.N.,  Omaha 
Mrs.  A.  L.  Smith,  Sr.,  Ph.D.,  Lincoln 
Mrs.  Harold  Thompson,  Lincoln 

Respectfully  submitted, 

S.  I.  FUEXNIXG,  M.D., 

Chairman. 

REPORT  OF  EMERGEXCY  MEDICAL 
SERVICE  COMMITTEE 

Kenneth  Kimball,  M.D.,  Kearney,  Chairman ; Lynn  W. 
Thompson.  M.D.,  Blair ; Keith  Shuey,  M.D..  Tecumseh  : Harris 
B.  Graves,  M.D..  Omaha  ; Loren  E.  Imes.  M.D..  Grand  Island ; 
Donald  F.  Prince.  M.D.,  Minden ; Floyd  Shiffermiller,  M.D., 
Ainsworth : John  J.  Ruffing.  M.D.,  Hemingford ; Ralph 

Moore.  M.D..  Omaha. 

Our  committee  spent  most  of  its  time  during  the 
past  year  on  the  development  of  an  emergency 
planning  system  for  communities  to  initiate  their 
own  planning  system.  A copy  of  this  report  has 
been  circulated  to  the  members  of  the  committee 
and  is  now  presented  to  the  House  of  Delegates 
for  their  consideration  and  approval. 

The  increasing  prevalence  of  medical  legal  pi’ob- 
lems  occurring  in  the  State  has  raised  the  ques- 
tion of  whether  we  should  recommend  that  each 
local  hospital  try  and  initiate  programs  of  training 
in  cardiopulmonary  resuscitation  for  all  of  their 
personnel.  I would  think  this  should  also  be  con- 
sidered by  the  House  of  Delegates. 

The  need  for  categorization  of  the  emergency 
room  in  each  hospital  in  the  State  is  still  evident 
and  although  this  was  passed  by  the  House  of 
Delegates  at  its  meeting  a year  ago,  we  still  have 
no  indication  from  individual  hospitals  as  to  their 
capacity.  The  advantages  of  each  hospital  honestly 
categorizing  itself  should  be  self-evident  and  pre- 
vent the  necessity  of  some  State  or  Federal  agency 
arbitrarily  assigning  categories  on  the  basis  of  bed 
size,  miles  distant  from  a major  center,  etc. 

Respectfully  submitted, 

KEXXETH  F.  KIMBALL,  M.D., 
Chairman. 

PLAXXIXG  GUIDE  FOR  EMERGEXCY  HEALTH 

AXD  .MEDICAL  SERVICES  AND  DISASTER 
RECOVERY  COORDINATION' 

A recommended  approach  to  CITY,  COUXTY^ 
AXD  REGIOXAL  planning  for  emergency  condi- 
tions of  various  magnitudes. 

This  guide  is  based  on  the  premise  that  an  ef- 
fective EHS  organization  requires  a governmental 
administrative  structure,  professional  complement, 
medical  direction  and  adequate  supporting  services. 
The  listed  suggestions  are  not  completely  compre- 
hensive; they  are  funiished  simply  as  a guide. 
Comments  and  suggestions  toward  improving  this 
guide  would  be  welcomed  by  members  of  this  com- 
mittee and  should  be  directed  to  the  committee  chair- 
man. 

EMERGEXCY  MEDICAL  SERVICES 
COMMITTEE; 

Xebraska  State  Medical  Association 
Xebraska  State  Hospital  Association 
Xebraska  State  Department  of  Health 
Xebraska  State  Civil  Defense 


EMERGEXCY’  MEDICAL  SERVICE 
COMMITTEE  — XEBRASKA 
MEDICAL  ASSX. 

Kenneth  F.  Kimball,  M.D.,  Chm. 

Medical  Arts  Bldg. 

Kearney,  Nebraska  68847 

Lynn  W.  Thompson,  M.D. 

753  North  21st 
Blair,  Xebraska  68008 

Keith  Shuey,  M.D. 

Tecumseh,  Xebraska  68450 

Hands  B.  Graves,  M.D. 

9968  West  Center  Road 
Omaha,  Nebraska  68124 

Richard  E.  Klaas,  M.D. 

13th  and  Nebraska  Avenue 
Norfolk,  N’ebraska  68701 

Loren  E.  Imes,  M.D. 

820  W'est  Division 

Grand  Island,  Xebraska  68801 

Donald  F.  Prince,  M.D. 

244  North  Minden 
Minden,  Xebraska  68959 

Floyd  H.  Shiffermiller,  M.D. 

Ainsworth,  Nebraska  69210 

John  J.  Ruffing,  M.D. 

Box  247 

Hemingford,  Nebraska  69348 

Representative  Nebraska  Health  Department: 
Milton  S.  Parker,  Director 
Emergency  Health  Services 
Xebraska  Department  of  Health 
State  Capitol 
Lincoln,  Nebraska  68509 

Representative  Nebraska  Civil  Defense  Agency: 
Lt.  Col.  Burl  M.  Johnson 
Assistant  Director 
Xebraska  Civil  Defense  Agency 
1300  Military  Road 
Lincoln,  Xebraska  68508 

DISASTER  COMMITTEE  — NEBRASKA 
HOSPITAL  ASSOCIATION 
Lloyd  Hermansen,  Adm. 

Dodge  Countv  Hospital 
450  East  23rd  St. 

Fremont,  Nebraska  68025 

Harold  D.  Lewis,  Adm. 

Brodstone  Memorial  Hospital 
1028  Idaho  Street 
Superior,  Xebraska  68978 

Thomas  L.  Flickinger,  Assoc.  Director 
Creighton  Memorial  St.  Joseph’s  Hospital 
2305  South  10th  Street 
Omaha,  Nebraska  68108 

INTRODUCTION 

No  army  would  consider  the  selection  and  ap- 
pointment of  its  military  commanders  only  after 
war  was  declared;  it  is  no  more  logical  to  attempt 
community  organization  and  selection  of  leaders 
after  an  emergency  is  in  being  and  immediate 
response  is  needed  to  prevent  further  loss  of  life 
and  property. 

Orderly  mobilization  and  utilization  of  person- 
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nel  and  equipment  as  well  as  coordination  of  re- 
sponse are  impossible  without  prior  planning. 

This  outline  is  developed  so  that  it  may  be  used 
as  a guide  for  total  emergency  planning.  We  realize 
that  not  all  items  mentioned  here  will  apply  in 
detail  in  every  community  but  they  may  be  used 
as  a checklist  in  developing  Emergency  Health 
Service  preparations.  Equipment  lists  included  here 
are  not  considered  to  be  complete  but  to  serve  as 
examples.  If  an  essential  resource  is  not  available 
in  a smaller  community  there  is  all  the  more 
reason  why  thought  must  be  given  beforehand  to 
the  most  expeditious  manner  in  which  it  can  be 
obtained  if  needed. 

Much  practical  and  detailed  guidance  on  local 
preparation  for  Emergency  Health  Services  had 
been  prepared  in  the  past  year  by  medical  and 
government  sources.  We  are  listing  them,  there- 
fore, as  references  without  repeating  their  sub- 
ject matter.  It  is  recommended  that  these  manuals 
be  carefully  studied  before  initiating  EHS  organ- 
ization in  your  community.  Other  supplemental 
publications,  training  aids  and  personal  consulta- 
tions are  available  from  the  sponsoring  agencies  of 
this  guide. 

EHS  (Emergency  Health  Services)  is  used  to  de- 
note all  emergency  health  and  medical  services 
furnished  by  professional,  allied  and  supporting 
personnel. 

ONE  PLAN  FOR  EMERGENCY  HEALTH 
SERVICES 

In  most  localities  fairly  detailed  plans  for  emer- 
gency health  services  already  exist;  hospitals  have 
their  individual  disaster  plans;  the  medical  society 
has  disaster  assignments  for  physicians  and  Civil 
Defense  has  done  some  overall  planning  that  affects 
medical  services.  The  communications  chief 
(whether  he  is  with  the  Fire  or  Police  Department) 
certainly  is  concerned  with  medical  services  and 
the  ambulance  companies,  perhaps  understaffed  and 
under-equipped,  are  functioning  to  the  best  of  their 
abilities.  The  effectiveness  of  all  these  entities  is 
greatly  curtailed,  however,  because  of  lack  of  co- 
ordination in  sharing  their  mutual  responsibilities. 
Further  shortcomings  often  exist  in  that  disaster 
planners  work  quite  apart  from  persons  responding 
to  everyday  emergencies  and,  therefore,  when  an 
emergency  occurs  that  cannot  be  handled  by  routine 
facilities,  much  valuable  time  is  lost  before  a dis- 
aster plan  is  triggered  into  action.  Ambulance  at- 
tendants and  Emergency  Room  personnel  often  do 
not  work  together  for  mutual  benefits  nor  are 
they  sympathetic  with  each  other’s  problems.  The 
logical  solution  to  many  of  these  problems  would 
seem  to  be  one  overall  Emergency  Health  Service 
plan  with  fairly  well  defined  responsibilities  and 
with  each  person  knowing  what  the  others  do  or 
could  reasonably  be  expected  to  do.  The  main 
reason  for  preplanning  is  to  provide  an  organization 
that  will  permit  each  participant  to  function  most 
effectively  in  time  of  emergency,  both  individually 
and  as  a part  of  a team. 

INITIAL  STEPS  IN  ORGANIZING 

The  question  often  arises  as  to  who  is  responsible 
for  EHS  preparation  in  a community.  Local  gov- 
ernment obviously  has  a responsibility  for  the  health 
and  safety  and  its  citizens;  its  planning  would 
be  in  a vacuum,  however,  without  participation  by 


the  medical  community  and  allied  services.  First 
approach  may  be  to  community  leaders,  elected  or 
appointed  officials  such  as  the  mayor,  chairman 
of  the  Board  of  County  Commissioners,  Civil  De- 
fense Director  or  Health  officer.  They  in  turn  may 
appoint  a community  EHS  advisory  committee  with 
selected  representation  from  groups  such  as: 

Hospital  Administration 

Medical  Society 

Public  Health 

Veterinarians 

Dental 

Pharmacists 

Nursing 

American  Red  Cross 
Blood  Banks 
Fire  Department 
Ambulance  Services 
Police  Department 
Morticians 

Communications  Media 
News  Media 
Chamber  of  Commerce 

Appointment  of  a Chief  for  Emergency  Health 
Services  is  required  as  an  early  step  in  developing 
a plan.  The  Chief  might  be  the  Health  officer 
since  he  has  facilities  for  administration;  if  not, 
then  it  would  appropriately  be  a physician  who  is 
able  to  function  in  this  capacity;  the  Nebraska  Medi- 
cal Association  has  directed  each  local  Medical  So- 
ciety to  appoint  a physician  as  representative  for 
Emergency  Medical  Services.  It  may  be  preferable 
for  the  committee  to  be  small  at  the  beginning 
with  additions  later.  Objectives  at  the  start  should 
not  be  so  big  that  they  scare  the  members;  it  is 
best  to  consider  one  aspect  of  the  problem  at  a 
time.  Do  not  try  to  write  a complete  Civil  Defense 
plan;  medical  and  hospital  personnel  are  profes- 
sionals only  in  the  field  of  Health  and  Medical 
Services. 

Review  present  EHS  plans  in  the  community. 
One  place  to  start  in  examining  present  Emergency 
Health  Services  is  the  ambulance  services.  This 
could  be  traced  from  accident  reporting  through 
the  dispatching  and  alerting  of  hospitals  to  show 
who  does  what  in  everyday  emergencies.  How  are 
the  vehicles  equipped?  What  is  the  level  of  com- 
petence or  training  of  ambulance  attendants  ? Do 
they  know  how  to  operate  ambulance  equipment  or 
have  they  been  trained  only  in  first-aid?  How 
does  the  ambulance  communicate  with  the  hospital, 
with  law  enforcement,  etc.  ? Are  there  back  - up 
ambulances?  If  a disaster  occurred  and  these  fa- 
cilities were  inadequate,  what  procedures  would 
be  followed  and  by  whom  ? 

The  “Community  Preparedness  Checklist  (for 
preliminary  use)’’  was  prepared  by  the  U.  S.  Pub- 
lic Health  Service,  Division  of  Emergency  Health 
Services.  (See  appendix) 

DECIDE  WHAT  YOUR  EHS  PLAN 
SHOULD  DO 

Determine  the  purposes  you  would  want  served  in 
your  community  by  an  overall  EHS  plan.  If  an 
emergency  occurred  and  you  had  the  responsibility 
of  directing  and  coordinating  medical  services,  han- 
dling of  public  health  problems,  advising  the  mayor 
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and  keeping  the  general  public  informed,  what  would 
you  want  available  at  that  time  as  a result  of  pre- 
vious preparation  and  delegated  assistance?  On 
whom  would  you  rely  for  specific  medical  and  hos- 
pital information  as  to  conditions  and  needs? 
Tabulate  Resources  for  Emergency  Use 

You  cannot  plan  to  utilize  resources  in  time  of 
disaster  unless  you  know  pretty  nearly  what  is 
available  and  how  they  may  be  procured;  tabulat- 
ing them  is  not  too  difficult  and  guidance  material 
is  readily  available.  Generally  speaking,  medical 
resources  may  be  classified  as  follows: 

I.  Personnel  (Medical,  Allied,  Technical  and 
Public  Health). 

II.  Supplies  and  Equipment  (Hospital,  Medical, 
Pharmacy  and  First-Aid 

III.  Communications  Facilities 

IV.  Medical  Facilities 

V.  Ambulance  Seiwices  and  Other  Transporta- 
tion Facilities 

VI.  Supporting  Seiwices  Required  Other  Than 
Regular  Medical  Services 

CONSIDER  THE  MEDICAL  AND  PUBLIC 
HEALTH  SERVICES  THAT  MIGHT  BE  RE- 
QUIRED E^^:N  IF  THE  CAPABILITIES  DO  NOT 
EXIST  IN  YOUR  COMMUNITY. 

Consider  and  tabulate  the  functions  or  jobs  or 
essential  things  that  might  need  to  be  done  whether 
or  not  you  have  the  resources  to  furnish  them. 
If  there  were  not  a brain  surgeon  in  your  com- 
munity (for  example)  but  someone  needed  his 
services,  who  would  be  best  able  to  facilitate  the 
services  ? If  a public  health  problem  suddenly  arose 
and  you  needed  extensive  laboratoiy  or  epidemio- 
logical sendees,  who  would  have  the  names  and 
phone  numbers  to  make  the  proper  contacts?  The 
smaller  the  community  and  the  more  limited  the 
medical  resources,  the  more  important  this  point 
becomes.  If  there  is  only  one  physician  then  per- 
haps in  his  absence  the  Fire  Chief  is  the  next 
most  competent  person  to  provide  life-saving  meas- 
ures and  arrange  for  medical  care  in  the  most  ex- 
peditious manner. 

TABULATE  RESOURCES 

I.  PERSONNEL 

The  make-up  of  the  area  population  should  be 
evaluated  on  the  basis  of  services  available.  It 
may  include  but  not  be  limited  to  the  following 
groups: 

A.  Civil  Defense 

B.  Law  Enforcement 

C.  Physicians  and  Allied  Medical  (Nurses, 
Veterinarians,  Dentists,  Pharmacists,  etc.) 

D.  Firemen 

E.  Ambulance  Companies 

F.  Communication 

G.  First  Aiders 

H.  Public  Health 

I.  Public  Utilities 

J.  National  Guard  and  other  military 

K.  News  Media 

L.  Heavy  Equipment  Operators 

M.  Government  Personnel: 


1.  City 

2.  County 

3.  State 

N.  Food  Supplies 

O.  Truckers 

P.  Key  people  to  represent  their  professions 
or  associations  and  assist  in  overall  plan- 
ning. 

(A  selected  representative  should  be  dele- 
gated to  speak  for,  and  direct  the  above 
personnel  in  each  category.  These  in  turn, 
should  select  one  from  their  group  to  ser\^e 
for  coordination  on  a regional  basis  in  the 
event  of  a disaster  of  major  magnitude). 

II.  SUPPLIES  AND  EQUIPMENT 

Information  should  be  maintained  on  sources  of 
pharmaceutical,  medical  and  hospital  supplies.  Lo- 
cations of  pharmacies  should  be  kept  on  an  area 
map  and  a record  maintained  of  the  major  whole- 
sale suppliers  with  their  categoidcal  specialties  and 
how  they  may  be  contacted  outside  of  business 
hours. 

Data  must  be  available  on  the  resources  that 
may  be  used  by  the  trained  personnel.  Where  pos- 
sible, specific  information  should  be  collected  on 
each  piece  of  equipment.  For  example,  on  an  am- 
bulance, we  need  to  know  not  only  that  one  is 
available,  but  what  type  vehicle  (Can  life  support 
measures  be  carried  out  in  the  vehicle  during  its 
trip  to  the  hospital?),  how  many  patients  can  it 
carry,  what  equipment  does  it  carrj%  is  it  radio- 
equipped  (and  if  so,  on  what  frequency  does  it 
operate  and  to  whom  may  it  talk;  does  it  have  the 
ability  to  talk  to  the  sheriff,  police  as  well  as  the 
hospital),  how  many  aid  men  does  it  caiTy  normal- 
ly, does  it  contain  any  light  or  heavy  rescue  gear, 
and  are  the  men  trained  in  the  use  of  this  equip- 
ment? 

You  need  to  know  numbers  of  these  vehicles, 
where  they  are  located,  who  dispatches  them  and 
the  area  that  they  nonnally  cover.  Who  moves  in 
and  covers  them  when  they  are  involved  in  a call 
(if  anyone).,  and  the  sources  of  funding  support- 
ing this  equipment.  Any  list  of  this  sort  must  in- 
clude the  following: 

A.  Ambulances 

B.  Fire  equipment 

C.  Police  vehicles 

1.  City 

2.  County 

3.  State 

4.  National 

D.  Buses 

E.  Trucks 

F.  Rescue  Equipment 

You  need  to  know  these  details  about  your  spe- 
cific area  or  community.  You  also  need  portions 
of  this  data  about  the  larger  areas  bordering  you, 
i.e.,  the  area  from  where  reinforcing  services  might 
be  obtained. 

III.  COMMUNICATIONS  (EMERGENCY  HEALTH 

SERVICE  but  not  including  the  total  Commun- 
ications System) 
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Radio 

(The  communications  abilities  of  each  of  the  above 
vehicles  should  be  listed  with  them  for  rapid  refer- 
ence, but  also  collected  in  this  section  for  a complete 
reference  to  this  important  area). 

1.  Frequencies 

2.  Intercommunication  capabilities 

3.  All  agencies  in  the  area  with  radio  com- 
munication 

INFORMATION  ON  RADIO  SYSTEMS 

Service 

Base  Station 

Location 

Frequency 

Power 

Remotes  tied  to  Base  Station 

Locations 


Mobile  Units 

Number 

Power 

Frequency 

Other  groups  tied  to  same  system  in  the  area. 


Telephone 

Telephone  services  should  include; 

1.  Priority  dialing  capability 

2.  Susceptibility  of  lines  to  damage 

3.  Length  of  reasonable  service  without  main- 
tenance. 

4.  Trunk  (voice  circuits)  available,  and  expan- 
sion capability  (along  with  time  delay 
needed  to  expand  service). 

5.  Switchboard  location  and  physical  relation- 
ship to  other  key  installations  and  offices. 

IV.  MEDICAL  FACILITIES 
Include  hospitals  (with  their  expandable  facili- 
ties)., nursing  homes,  veterinary  clinics  and  Indus- 
trial Dispensaries.  Certain  public  buildings  or  loca- 
tions might  be  selected  for  triage  areas  or  for  out- 
patient treatment.  The  following  information  should 
be  obtained  for  each  hospital: 

1.  Size,  by  bed  and  category  of  care 

2.  Location 

3.  Emergency  facilities.  Volume  and  degree  of 
treatment  capability.  Time  lag  in  changing 
from  normal  to  full  operational  capability. 

4.  Disaster  Plan 

a.  Local  institutional  plan 

b.  Plan  for  cooperation  between  hospitals 
in  the  same  community  where  applic- 
able. 

c.  Plan  for  support  from  the  surrounding 
area  by  other  nearby  community  hos- 
pitals in  the  event  of  major  disaster. 


d.  Coordination  of  these  plans  with  the 
community  (non-medical)  planning. 

e.  Expansion  facilities 

5.  Pre-packaged  hospitals  in  the  area. 

V.  AMBULANCE  SERVICES  (Vehicles,  including 

equipment  and  personnel  with  level  of  training 

or  competency). 

Supplemental  ambulance  vehicles  and  equipment 
available  in  time  of  disaster  should  be  located  and 
inventoried.  Other  items  affecting  medical  trans- 
portation are: 

1.  Highways 

2.  Railroads 

3.  Airports 

a.  Size,  type  of  runway,  length  of  runway 

b.  Heliports 

( 1 ) emergency 

(2)  regular 

c.  Aircraft  normally  available  to  include 
use  capabilities 

VI.  SUPPORTING  SERVICE  REQUIRED  BE- 
YOND REGULAR  MEDICAL  SERVICE  CA- 
PABILITIES 

The  local  EHS  plan  is  a part  of  the  overall  local 
disaster  (Civil  Defense)  plan.  It  is  expected  that 
Civil  Defense  will  be  instrumental  in  furnishing 
support  for  Emergency  Health  and  Medical  Serv- 
ices. In  instances  where  Civil  Defense  lacks  this 
capability  the  EHS  organization  must  make  direct 
contact  with  the  appropriate  departments  of  local 
government  (police,  fire,  communications,  etc.)  in 
order  to  complete  a workable  EHS  plan.  Reference 
is  made  to  manuals  Health  Mobilization  — Series 
G1  and  G2  concerning  vital  supporting  services 
for  EHS  preparatory  plans. 

A suggested  guide  for  obtaining  an  inventory 
of  medical  resources  for  disaster  medical  services 
is  presented  in  Appendix  II. 

OTHER  ELEMENTS  IN  EHS  PLANNING 
Geography 

Consideration  must  be  given  to  the  type  of  area 
in  w'hich  the  community  is  located.  This  will  in- 
fluence many  areas  of  the  program.  It  may  affect 
the  ability  of  emergency  vehicles  to  move  into 
and  out  of  the  area  rapidly,  it  may  be  an  area 
prone  to  flooding,  or  it  may  be  a prime  target 
area  in  the  event  of  major  war. 

No  section  of  the  country  is  so  isolated  that  it 
can  any  longer  afford  to  “sit  idly  by”  knowing 
that  nothing  of  importance  will  happen  there. 

Population 

A detailed  study  of  the  population,  the  services 
it  now’  supports,  and  the  areas  that  it  normally 
draws  upon  for  day  to  day  activity  is  important 
in  planning.  Areas  of  high  population  density,  and 
areas  of  low  density  can  be  most  important.  Basic 
details  should  be  collected  on  the  following: 

A.  State  population  distribution. 

B.  Population  in  the  region 

C.  County 

D.  City 

E.  Sub-divisions  of  the  community  where  spe- 
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cial  areas  of  high  or  low  population  may 
exist. 

Water  Supply  for  the  Community 
Electrical  Supply 

1.  Regular 

2.  Emergency 

a.  Switching  capabilities 

b.  Stand-by  power 

c.  Power  units  available  for  movement  in 
emergency 

DEFINITION  OF  LOCAL  NEEDS  FOR  TOTAL 
EMERGENCY  RESPONSE 
Total  planning  must  be  coordinated  to  be  effec- 
tive. However,  the  initial  planning  can  likely  be 
best  carried  out  by  each  of  the  listed  groups  to 
keep  the  approach  simple.  Thus,  the  hospitals 
can  develop  and  enlarge  their  disaster  plans  to 
include  the  ability  to  respond  to  emergencies  of 
greater  magnitudes  than  are  now  in  their  plan. 

Intelligent  planning  requires  careful  evaluation 
of  the  needs  for  that  area.  No  effort  should  be 
made  to  put  a plan  on  paper  until  each  group  in- 
dividually, and  then  as  a whole,  sit  down  and 
define  their  total  needs.  This  listing  of  require- 
ments must  take  into  account  not  only  the  present 
but  as  nearly  as  possible  the  future.  This  data 
should  be  put  down  on  paper,  outlined,  expanded, 
and  revised  until  a total  community  need  has  been 
defined.  Additional  needs  in  one  area,  such  as 
communications  may  well  have  a decided  effect 
upon  planning  in  another  area. 

DEVELOPMENT  OF  THE  PLAN 
So  far  we  have  suggested  the  persons  who  usually 
have  major  responsibility  in  EHS  planning  as  the 
nucleus  of  a committee.  A chief  and  altemate 
have  been  appointed  and  accepted  their  positions. 
Assignments  have  been  accepted  by  individuals  and 
sub-committees  to  obtain  resource  inventories  and 
graphically  present  day-to-day  operational  proce- 
dure in  response  to  medical  emergencies.  Plans 
must  now  be  made  to  provide  an  orderly  expan- 
sion of  day-to-day  facilities  when  a larger  emer- 
gency warrants  it.  The  procedure  of  day-to-day 
response  personnel  must  include  the  means  of  trig- 
gering the  disaster  plan  that  can  be  followed 
through  for  major  disaster  including  nuclear.  The 
community  disaster  plan  will  begin  where  the  in- 
dividual hospital  disaster  plan  leaves  off.  The 
former  concept  of  a special  “emergency  operating 
center”  to  be  put  into  use  in  times  of  emergency 
has  too  often  resulted  in  its  not  being  used,  either 
because  the  persons  thei'e  did  not  have  a key  or 
more  likely  they  were  more  at  home  with  their 
usual  system  of  operation.  The  time  is  long  since 
past  when  we  can  afford  to  build  special  systems 
which  we  do  not  use,  hold  daily  tests  of  these 
systems  to  see  that  they  work,  and  then  abandon 
them  in  the  time  of  real  need. 

A system  of  Central  Dispatch  is  most  essential 
to  this  activity;  only  by  the  consolidation  of  com- 
munications can  effective  collection  of  infoi-mation 
be  made  possible  and  rapidly  retrieved  so  that  those 
making  decisions  have  the  best  possible  basis  for 
their  actions  to  insure  that  they  may  rapidly  relay 
these  decisions  back  to  the  level  of  local  operation 
so  that  efficient  operation  is  insured. 


Consideration  must  also  be  given  in  the  plan  to 
the  following  items: 

A.  Consolidation  of  planning  so  that  separ- 
ate plans  do  not  exist  for  the  hospital, 
Civil  Defense,  medical  society,  police  and 
others. 

B.  A method  of  tagging  patients  in  time  of 
major  disaster. 

C.  Identification  of  essential  personnel. 

D.  A working  knowledge  of  “handling  mass 
casualties”  by  persons  responsible  for  this 
activity. 

E.  Triage  regardless  of  the  number  of  casu- 
alties. 

F.  Protection  of  areas  of  essential  function  as 
well  as  the  devastated  areas. 

COMMUNICATIONS 

“With  exceptions,  current  ambulance  radio 
installations  provide  communication  only  be- 
tween dispatcher  and  drivers,  with  no  provision 
for  direct  or  tie-in  contact  with  hospital  emer- 
gency departments,  traffic  control  authorities 
or  Civil  Defense  agencies.  Moreover,  many  ex- 
isting communications  systems  are  reserved  for 
use  only  in  case  of  disaster  or  national  emer- 
gency. Voice  communications  should  be  utilized 
for  day-to-day  needs;  should  be  under  medical 
supervision;  and  should  provide  direct  com- 
munication between  the  accident  site,  am- 
bulances, and  hospitals,  and  access  to  police, 
traffic  control,  fire  and  Civil  Defense  agencies.” 

The  above  paragraph  is  quoted  from  page  16  of 
“Accidental  Death  and  Disability:  The  Neglected 
Disease  of  Modern  Society,”  (NAS-NRC)..  (This 
complete  38-page  pamphlet  is  recommended  to  any- 
one considering  the  subject  of  Emergency  Medical 
Seiwices ) . 

PERIODIC  REVIEW,  TESTING  AND  UPDATING 
OF  EHS  PLANS 

A.  Test  and  exercise  provide  a means  to  raise 
the  standards  of  capability  for  coping  with 
emergencies.  Testing  may  be  accomplished 
in  three  steps. 

1.  A series  of  small  scale  exercises,  each 
testing  a specific  portion  of  the  EHS 
community  plan,  e.g.,  communications, 
alerting,  or  a hospital  disaster  plan. 

2.  Testing  the  entire  emergency  medical 
sendee  plan. 

3.  Testing  the  entire  emergency  medical 
service  plan  in  conjunction  with  and  as 
a part  of  the  total  community  emer- 
gency plan. 

NOTE:  Observers  from  other  interested  com- 

munities should  be  invited  to  attend  disaster  exer- 
cises and  to  offer  criticism.  The  entire  plan  should 
be  reviewed  at  least  twice  a year  for  the  incorpora- 
tion of  new  ideas,  changes  in  emergency  assignee 
lists,  and  other  improvements  consistent  with  chang- 
ing needs. 
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APPENDIX  II 


RESOURCE  INVENTORIES 


LIST  A PACKAGED  DISASTER  HOSPITALS 


Storage  location 

Custodian  - Tel. No. 

Planned  operating  site 

Responsible  hosp. 

Adm.  - Tel. No 

LIST  B BULK  EMERGENCY  MEDICAL  SUPPLIES  (Federal.  State,  or  CCNA  government  depots) 


Type  Custodian  - Tel.  No. 


L I ST  C LABORATORIES  (Clinical,  medical  school.  State  and  local  health  departments,  large  hospitals) 


Type  of  service 

Name  and  address 

Administrator  - Tel. No. 

LIST  D OTHER  HEALTH  FACILITIES  (Clinics,  rehabilitation  centers  public  health  centers^ 


U 1 J 1 V VIMWIS  liwnwi..  1 . I_  . . . .-w  

Type  of  service  i Name  and  address 

Administrator  - Tel. No, 

Normal  patient  capacity 

LIST  E BLOOOBANKING  FACILITIES  (Red  Cross.  AABB) 


Name  and  address 

Administrator  - TeJ.No. 

Other  data 

LIST  F HEALTH  END-ITEM  PRODUCERS  (Pharmaceutical  items;  biological,  chemical,  and  botanical  drug  items;  medical 


and  surgical  instruments  and  apparatus;  orthopedic,  prosthetic,  and  surgical 
appliances  and  supplies) 


Name  and  address 

Manager  - Tel. No. 

Products 

Average  Inventories  (in  days) 

LIST  G HEALTH  END- ITEM  WHOLESALE  AND  RETAIL  DISTRIBUTORS 


Type  of  business 

Name  and  address 

Manager  - Tel. No. 

Average  inventories  (In  days) 

Name  and  address 

Adm i n i s t ra tor 

Commun i cat i ons 

Bed  Capac i ty 

Inventory  days  | Shelter 

Tel . 

Radio 

Tyx 

Norma  1 

Expanded 

Norma  1 

Expanded 

Spaces 

PF 

Days  stocked 
for 

LIST  I HEALTH  MANPOWER  OCCUPATIONAL  INVENTORY  AND  ASSIGNMENTS  (See  Supplement  U.a,  for  format) 
Occupation  Primary  assignment  Secondary  assignment  Name,  Last  First  Ml 


LIST  J HEALTH  PROFESSIONAL  SCHOOLS  (Medical,  osteopathic,  nursing,  dentai,  veterinarian,  public  health,  pharmacy, 
medical  technician) 


Type  of  school 

Name  and  address 

Dean  - Tel. No. 

Average  enrol Iment 

LIST  K PUBLIC  UTIL 

ITIES  - HEALTH  RELATED 

(Water  supply,  sewerac; 

e.  solid  waste  disposal) 

Name  and  address 

Manager  - Tel. No. 

LIST  L AMBULANCE  COMPANIES 


Name  and  address 

Tel.  No, 

No.  of  vehicles 
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COMMUNITY  PREPAREDNESS  CHECKLIST 
(FOR  PRELIMINARY  USE) 

Yes  No 

1.  Does  the  community  maintain  a cur- 

rent emergency  health  services  opera- 
tions plan  covering  emergency  medical 
services,  emergency  public  health  serv- 
ices, and  emergency  ambulance  serv- 
ices ? 

2.  Does  the  community  have  an  emergen- 

cy operations  center  with  assured  com- 
munications to  hospitals,  police,  ambu- 
lance seiwice,  and  other  major  organi- 
zations directly  involved  in  the  pro- 
vision or  support  of  emergency  medi- 
cal services?  

3.  Is  an  emergency  mission  assigned  to 

each  major  health  and  medical  organ- 
ization in  the  community?  

4.  Are  there  sufficient  numbers  and  types 

of  health  manpower  who  have  emer- 
gency assignments  and  training  to 
effectively  perform  emergency  health 
service  ? 

5.  Are  current  inventories  maintained  of 

health  facilities,  health  manpower, 
health  and  medical  supplies  and  equip- 
ment, and  directories  of  key  hospital, 
ambulance  services  and  other  medical 
and  supporting  organizations  person- 
nel ? 

6.  Does  the  community  disaster  plan  pro- 

vide for  supporting  services  to  hos- 
pitals (e.g.  traffic  control,  mass  feed- 
ing, communications,  utilities)  ? 

7.  Does  each  hospital  in  the  community 

have  a formal  disaster  plan  to  cover  an 
influx  of  patients  through  the  emer- 
gency unit?  

8.  Are  disaster  plans  of  all  hospitals  in 

the  community  coordinated  ? 

9.  Are  there  agreements  wdth  the  hos- 

pitals of  adjacent  communities  for  the 
the  provision  of  emergency  assist- 
ance ? 

10.  Is  there  a coordinated  ambulance  and 
rescue  service  (among  the  seiwices 

and  with  the  hospitals)  ? 

11.  Is  Medical  Self-Help  Training  and/or 
American  Red  Cross  First  Aid  offered 

on  a regular  basis  in  the  community?  — 

12.  Is  training  in  emergency  care  proce- 

dures available  to  all  professional  and 
technical  health  manpower?  

13.  Are  key  staff  members  assigned  and 

trained  to  man  prepositioned  200-bed 
Packaged  Disaster  Hospitals?  

APPENDIX  IV 

U.S.  Public  Health  Service  and  Office  of  Civil 

Defense  Publications  may  be  obtained  from  respec- 
tive State  agencies. 


SOURCES  OF  SELECT  REFERENCE 
MATERIALS  (AND  HOW  TO  SELECT  THEM) 

I’ublic  Health  Service 

Please  address  your  requests  to: 

Emergency  Health  Services 
Nebraska  Department  of  Health 
State  Capitol 
Lincoln,  Nebraska  68509 

Emergency  Health  Preparedness  Publications  Cata- 
log, Health  Mobilization  Series  A-1,  39  pages  of 
reference  material. 

Community  Emergency  Health  Manpower  Planning, 
Health  Mobilization  Series  I-l,  20  pages  on  use 
of  health  manpower,  a guide  for  utilization. 

Health  Material  and  Facilities  Planning  Guide  for 
Emergency  Management,  Health  Mobilization 
Series  A-4,  44  pages,  a guide  on  management  of 
health  resources. 

Community  Emergency  Health  Preparedness,  Health 
Mobilization  Series  A-2,  20  pages  on  how  to  imple- 
ment a community  plan  for  emergencies. 

Preparing  the  Hospital  Plant  for  Emergencies, 
Health  Mobilization  Series  G-2,  62  pages,  for  hos- 
pital and  hospital  personnel. 

Hospital  Planning  for  National  Disaster,  Health 
Mobilization  Series  G-1,  61  pages,  emphasis  on 
nuclear  attack  and  all  contingencies. 

Community  Emergency  Health  Preparedness,  Health 
Mobilization  Series  A-2,  20  pages,  suggested  local 
committees  and  organizations. 

Emergency  Health  Service  Preparedness  Checklist, 
Health  Mobilization  Series  A-3,  4 page  folder  to 
indicate  general  level  of  preparedness. 

Model  Plan  Metropolitan  Area  Emergency  Health 
Service,  A-7,  79  page  model  to  be  locally  adapted. 
Especially  appropriate  for  standard  metropolitan 
statistical  areas. 

Model  State  Emergency  Health  Service  Plan, 
Health  Mobilization  Series  A-5,  51  pages  for  state 
health  departments  and  their  state  level  plans. 

Compendium  of  Statutes  on  the  Regulation  of  Am- 
bulance Services  and  Operation  of  Emergency 
Vehicles,  Division  of  Emergency  Health  Services 
U.S.  Public  Health  Service,  1968. 

A Model  Ordinance  Regulating  Ambulance  Service, 
Division  of  Emergency  Health  Services,  U.S. 
Public  Health  Service,  1966. 

Environmental  Sciences  Seiwices  Administration 

Please  address  your  requests  to: 

Office  of  Public  Information 
Environmental  Sciences  Services  Administration 
Rockville,  Maryland  20852 
Attn:  ESSA/PI  Publications 

Publications  From  ESSA  ESSA/PI  670222  July 
1967,  6 folding  page  brochure  on  publications. 

Tsunami  Watch  and  Warning  ESSA/PI  660026,  a 
two  page  pamphlet  describing  ESSA’s  Pacific 
tsunami  warning  service,  tsunami  watch  and 
w'arning  terminology  and  tsunami. 

Tornado  — ESSA/PI  660028,  a two  color,  16  page 
brochure  describing  the  phenomena  of  tornadoes, 
their  destructive  effects,  ESSA’s  work  of  warning 
and  safety  rules  for  the  individual  and  the  com- 
munity. 
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Tornado  Statistics  — ESSA/PI  60029,  a four  page 
pamphlet  giving  tornado  incidence  and  damage 
through  1965.  The  pamphlet  is  updated  annual- 
ly. (APO,  SC).. 

Hurricane.  The  Greatest  Storm  on  Earth,  ESSA/PI 
670005,  a two-color,  36  page  brochure  describing 
the  incidence  and  general  causes  of  hurricanes, 
their  structure,  dynamics  and  destructive  effects, 
ESSA’s  work  of  warning,  hurricane  hunters,  and 
individual  and  community  safety  rules. 

Storm  Surge,  ESSA/PI  670007  June  67,  2 pages  on 
hurricane  safety  rules,  a poster. 

Nationwide  Natural  Disaster  Warning  System, 
ESSA/  Oct.  1965,  113  page  report  on  disasters 
with  background  information. 

Tornado  Preparedness  Planning  March  1968,  28 
pages  on  tornadoes. 

Tornado  Safety  Rules  ESSA/PI  660030,  2 page 
poster,  tornadoes. 

Floods  and  Flood  Warnings,  U.S.  Department  of 
Commerce,  Environmental  Sciences  Seiwices  Ad- 
ministration, ESSA/PI-660030  December  1966,  6 
pages  on  floods  with  safety  rules,  folding  bro- 
chure. 

Winter  Storms,  ESSA/PI-670020,  8 folding  page  bro- 
chure with  safety  rules. 

Thunderstorms,  ESSA/PI-67004,  1967,  6 page  fold- 
ing brochure  with  rules. 

Department  of  Defense,  Office  of  Civil  Defense 
Please  ask  your  state  Civil  Defense  office  for 
copies  of  the  publications  below: 

Department  of  Defense,  Office  of  Civil  Defense: 
In  Time  of  Emergency:  a citizens  Handbook  on 
Nuclear  Attack — Natural  Disasters. 

Nebraska  Emergency  Resource  Management  Plan. 
Brownsville  — Model  local  (CD)  Emergency  Op- 
erating Plan. 

American  National  Red  Cross 

Please  contact  appropriate  official  at  State,  lo- 
cal, national,  or  regional  level  for  publications. 

Hurricane  Action,  The  American  National  Red 
Cross,  24  page  booklet. 

Disaster  Manual  for  Chapters,  ARC  209,  January 
1955,  126  pages. 

A Decade  of  Disasters,  ARC  1590  March  1960,  24 
pages  on  “The  Fifties.” 

American  Red  Cross  Services  in  Time  of  Trans- 
portation Mishaps,  ARC  2230  May  1966,  7 page 
leaflet. 

Statement  of  Understanding  Between  the  American 
Hospital  A.ssociation  and  the  American  Red  Cross, 
ARC  1584  January  59,  On  disaster  planning  and 
relief,  11  pages. 

Tornado  Safety  Rules,  ARC  1564  July  1967,  2 pages. 

Office  of  Emergency  Preparedness 

Please  address  requests  to: 

Executive  Office  of  the  President 
Office  of  Emergency  Preparedness 
Washington,  D.C.  20504 

The  National  Plan  for  Emergency  Preparedness, 
Dec.  1964,  139  pages. 

Office  of  Emergency  Prepart^ne.ss,  6 pages  folding 
brochure  on  role  and  function  of  OEP. 


Metropolitan  Life  Insurance  Company 

Please  address  your  request  to: 

The  Editor 

Statistical  Bulletin  Metropolitan 
Life  Insurance  Company 
One  Madison  Avenue 
New  York,  New  York  10010 

Statistical  Bulletin:  Metropolitan  Life  Insurance 
Co.,  Vol.  48,  March  1967,  11  pages  of  informa- 
tion on  tornadoes,  hurricanes,  floods,  etc. 

Bureau  of  Roads 

Emergency  Readiness  Newsletter,  From  U.S.  Dept, 
of  Commerce,  Bureau  of  Public  Roads,  Washing- 
ton, D.C.  20235,  July  1964,  Vol.  2,  #3,  8 folding 
page  brochure,  monthly  on  BPR  activities. 

Insurance  Institute  for  Highway  Safety 

Safety  Research  Information,  From  the  Insurance 
Institute  for  Highway  Safety,  Watergate  Office 
Bldg.,  2600  Virginia  Avenue,  N.W.,  Washington, 
D.C.  20037.  A summary  of  economics  of  am- 
bulance service,  11  pages. 

National  Academy  of  Sciences 

Please  address  your  requests  to: 

Division  of  Medical  Sciences 
National  Academy  of  Sciences 
2101  Constitution  Avenue,  N.W. 

Washington,  D.C.  20418 

Accidental  Death  and  Disability:  The  Neglected  Dis- 
ease of  Modern  Society,  Division  of  Medical  Sci- 
ences, National  Academy  of  Sciences,  1966,  38 
pages. 

Training  of  Ambulance  Personnel  and  Others  Re- 
sponsible for  Emergency  Care  of  the  Sick  and 
Injured  at  the  Scene  and  During  Transport,  1968, 
and  Medical  Requirements  for  Ambulance  Design 
and  Equipment,  1969,  both  by  Division  of  Medical 
Sciences,  National  Academy  of  Sciences,  23  and  24 
pages,  respectively. 

Summary  Report  of  the  Task  Force  on  Ambulance 
Services,  Division  of  Medical  Sciences  NAS,  19 
pages. 

Department  of  Transportation 

Highway  Safety  Standard  No.  4:4:11  on  Emergency 
Medical  Services,  issued  by  U.S.  Department  of 
Transportation,  and  related  program  manual 
compiled  by  the  National  Highway  Safety  Bureau. 
Available:  Public  Affairs  Office,  Federal  High- 
way Administration,  Washington,  D.C.  20591. 
Single  copies  free. 

COMMITTEES  REPORTING  NO  ACTION 
IN  1969 

Advisory  to  Auxiliary 
Cancer 

Cardiovascular  Disease 

Civil  Defense  & Disaster 

Continuing  Committee  on  Medical  Practice 

Diabetes 

Hospital  and  Professional  Relations 

Medical  Education 

Occupational  and  Industrial  Health 

Planning 

Public  Health 

Rehabilitation 

Relative  Value  Study 

Tuberculosis  and  Other  Respiratory  Diseases 
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Board  of  Councilors 

The  Fall  Session  of  the  Board  of  Councilors  was 
held  in  Kearney,  Nebraska,  on  October  3,  1969. 
Councilors  present  were  Doctors  Thomas  J.  Girnett, 
Omaha;  C.  D.  Bell,  Lincoln;  Wm.  V.  Glenn,  Falls 
City;  Robei-t  Benthack,  Wayne;  H.  D.  Kuper,  Colum- 
bus; Houtz  Steenburg,  Aurora;  Harold  V.  Smith, 
Kearney;  Chas.  Landgraf,  Jr.,  Hastings;  Bruce 
Claussen,  North  Platte,  and  A.  J.  Alderman, 
Chadron. 

The  meeting  was  called  to  order  by  Dr.  J.  Whit- 
ney Kelley,  temporary  Chairman. 

Doctor  Kelley  called  for  approval  of  the  minutes 
of  the  Annual  Session  meetings  of  the  Board  of 
Councilors.  The  motion  was  made  and  seconded  to 
dispense  with  the  reading  of  these  minutes  and 
that  they  be  approved  as  printed  in  the  September-, 
1969,  issue  of  the  Nebraska  State  Medical  Journal. 
The  motion  carried. 

The  Board  of  Councilors  approved  the  following 
list  of  50-year  practitioners:  Doctors  Francis  X. 

Rudloff,  Battle  Creek;  Andrew  M.  Pedersen,  Blair; 
Walter  C.  Harvey,  Sr.,  Gering;  Raymond  P.  Car- 
roll,  Laurel;  Floyd  A.  Alcorn,  Lincoln;  Earl  N. 
Deppen,  Lincoln;  George  H.  Misko,  Lincoln;  Herbert 
H.  Davis,  Omaha;  William  H.  Melcher,  Omaha; 
Nathan  Muskin,  Omaha;  and  William  T.  Ranee, 
Omaha. 

The  following  requests  from  the  Omaha-Douglas 
County  Medical  Society  for  Life  Memberships  were 
approved  by  the  Councilors;  Doctors  Clifford  H. 
Hansen,  Omaha;  W.  E.  Hungerford,  Omaha;  and 
Frank  J.  Mnuk,  Omaha. 

The  Board  of  Councilors  was  asked  to  consider 
the  reports  of  Officers  and  Committees  as  they 
appeared  in  the  Handbook.  Dr.  Kelley  asked  that 
the  report  of  the  A.M.A.  Annual  Meeting,  as  sub- 
mitted by  Dr.  E.  F.  Leininger,  Delegate  to  the 
A.M.A.,  be  reviewed  and  approved  by  each  section. 

ELECTIONS  — Approved. 

VICE  PRESIDENT’S  ADDRESS  — Approved. 

DOCTOR  EGEBERG’S  REMARKS  — There 
was  discussion  concerning  this  section;  how- 
ever, it  was  noted  that  this  report  is  only 
a summary  and  this  was  then  approved. 

MEDICARE  AND  MEDICAID  — There  was 
considerable  discussion  regarding  the  peer 
review  committees.  Dr.  Gurnett  reported  on 
a case  which  had  been  adjudicated  in  Omaha 
by  working  with  the  Policy  Committee  as  a 
Peer  Review  Committee.  This  section  of  the 
report  was  adopted. 

VOLUNTARY  HEALTH  INSURANCE  — 
Adopted. 

BILLING  PROCEDURES  — Adopted. 

PEER  REVIEW  — Adopted. 

MEDICAL  CARE  AS  A RIGHT  — This  was 
discussed,  and  Dr.  Gurnett  moved  that  this 
be  re-titled  “Availability  of  Medical  Care  As 
a Right,”  and  this  was  approved.  This  sec- 
tion, as  amended,  was  approved. 

EXTENDED  CARE  — Approved. 

REDUCING  PAPER  WORK  — Approved. 

PRIVATE  PRACTICE  — Approved. 


FEDERAL  SUPPORT  OF  MEDICAL 
SCHOOLS  — Accepted  as  a matter  of  in- 
formation only. 

EDUCATIONAL  “ESSENTIALS”  — Accepted 
as  a matter  of  information  only. 

PHYSICIANS  AND  HOSPITALS  — Accepted. 

SEX  EDUCATION  — Accepted. 

INTERRUPTION  — Accepted  as  a matter  of 
information. 

The  Chairman  called  for  oral  reports  and  these 
were  given  by  Dr.  Paul  Bancroft,  Chairman  of  the 
Council  on  Professional  Ethics;  Dr.  John  P.  Gilligan, 
Chairman  of  the  Medicolegal  Advice  Committee;  and 
Dr.  Frank  Tanner,  Chairman  of  the  Medical  Service 
Committee. 

The  reports  of  the  Board  of  Trustees,  Executive 
Secretary,  Editor  and  the  Delegate  to  the  North 
Central  Conference  were  approved  as  printed  in  the 
Handbook. 

The  Committee  Reports  were  then  considered,  and 
the  reports  of  the  Blood  and  Blood  Products  and 
Committee  on  Aging  were  approved. 

In  the  report  of  the  Joint  Committee  for  Im- 
provement of  the  Care  of  the  Patient,  it  was 
noted  that  it  was  recommended  that  this  committee 
be  discontinued  and  this  report  was  approved. 

The  reports  of  the  Maternal  and  Child  Health 
Committee  and  the  Medicine  and  Religion  Commit- 
tee were  approved. 

The  report  of  the  Prepayment  Medical  Care  Com- 
mittee was  considered.  There  was  discussion  rela- 
tive to  the  definition  of  Usual,  Customary  and  Rea- 
sonable. It  was  pointed  out  that  this  was  defined 
in  the  report  of  the  House  of  Delegates  Ad  Hoc 
Study  Committee  which  was  accepted  by  the  House 
of  Delegates  at  their  1969  Annual  Meeting. 

The  reports  of  the  Mental  Health  and  Mental  Re- 
tardation Committee,  Rural  Medical  Service  Com- 
mittee, Scientific  Sessions  Committee,  Traffic  Safe- 
ty Committee,  Nebraska  - South  Dakota  Regional 
Medical  Program,  Public  Relations  Committee,  Spe- 
cial NSMA  Cancer  Study  Committee,  and  the  Insur- 
ance Committee  were  accepted. 

The  report  of  the  Policy  Committee  was  consid- 
ered, and  Dr.  Kelley  stated  that  under  Section  (2) 
Medicaid,  tw-o  more  items  should  be  added  as  fol- 
lows: 

6.  First  prescription  could  be  for  small  amount 
of  medication. 

7.  Hypnotic  drugs  can  be  given  for  a period 
of  two  weeks. 

It  was  moved  to  accept  the  report  of  the  Policy 
Committee  as  a matter  of  information. 

The  report  of  the  Sub-Committee  on  Athletic  In- 
juries was  approved;  however.  Dr.  Claussen  stated 
that  attendance  at  the  Annual  Seminar  held  in 
August  continues  to  be  low.  He  also  commented  on 
the  Instructional  Course  which  was  held  in  North 
Platte. 

The  reports  of  the  Constitution  and  By-Laws 
Committee  and  Emergency  Medical  Services  Com- 
mittee were  approved. 

The  report  of  the  Health  Education  Committee  was 
accepted  following  considerable  discussion. 
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The  resolutions  were  considered  next  and  the 
following  action  was  taken: 

1.  Harassment  by  Blue  Cross  of  Utilization 
Review  Committees  of  Hospitals  and  Ex- 
tended Care  Facilities.  This  was  endorsed 
by  the  Board  of  Councilors. 

2.  Study  of  Sexual  Psychopaths  Statutes  — 
Endorsed  by  the  Councilors. 

3.  XSMA  Annual  Session  — Dr.  Claussen 
moved  that  this  resolution  not  be  endorsed 
by  the  Councilors  as  the  Scientific  Sessions 
Committee  is  aware  of  the  situation  and  is 
making  every  effort  to  correct  this.  This 
motion  was  approved. 

4.  Procedural  Guidelines  for  Peer  Review  Com- 
mittees — This  was  accepted  and  it  was 
suggested  that  the  Policy  Committee  ask 
the  Councilors  for  suggestions  for  the  guide- 
lines. 

5.  Endorsement  of  Report  A of  AMA  Judicial 
Council 

and 

6.  Payment  for  Laboratory  Services  — These 
resolutions  were  considered  together  as  they 
related  to  the  same  subject.  Following  con- 
siderable discussion,  these  were  adopted. 

7.  Realign  the  Goal  of  the  Nebraska- South 
Dakota  Regional  Medical  Program  — After 
considerable  discussion,  the  Board  of  Coun- 
cilors decided  to  take  no  action  on  this 
resolution. 

8.  Sex  Education  — Dr.  Claussen  moved  that 
this  not  be  endorsed  as  it  is  superfluous  and 
this  was  approved. 

9.  Change  in  By-Laws  — Dr.  Landgraf  moved 
that  the  Board  of  Councilors  go  on  record 
as  not  supporting  this  resolution.  This 
was  approved. 

10.  Nebraska  Chapter,  Amei'ican  Association  of 
Medical  Assistants  — This  was  approved. 

Dr.  Kuper  called  for  election  of  a Chairman  and 
Secretary  of  the  Board  of  Councilors.  Unanimous 
ballots  were  cast  for  Dr.  Houtz  Steenburg  as  Chair- 
man, and  for  Dr.  H.  V.  Smith  as  Secretary. 

There  being  no  further  business,  the  meeting  was 
adjouined. 


House  of  Delegates 

First  Session 

The  first  session  of  the  Fall  Meeting  of  the  House 
of  Delegates  was  held  October  4,  1969,  in  Kearney, 
Nebraska.  The  meeting  was  called  to  order  by  the 
Speaker,  Dr.  Wm.  Nutzman. 

The  report  of  the  Credentials  Committee  showed 
53  delegates  were  present,  and  the  meeting  was 
declared  in  session. 

Approval  was  given  by  the  House  to  seat  the 
following  as  delegates:  Lancaster  County — Dr.  C. 
D.  Bell;  Omaha-Douglas  County — Drs.  Robert  M. 
Stryker,  J.  P.  Schlichtemier  and  C.  Lee  Retelsdorf. 

Dr.  Nutzman  called  for  approval  of  the  minutes 
of  the  Annual  Session  meetings  of  the  House  of 
Delegates  and  these  were  approved  as  printed  in 


the  September  issue  of  the  Nebraska  State  Medical 
Journal. 

The  members  selected  to  ser^’e  on  Reference 
Committees  were  I'ead  and  these  were  approved  by 
the  House. 

The  Speaker  called  for  oral  reports  and  the  fol- 
lowing were  presented: 

Dr.  Paul  Bancroft,  Chairman,  Council  on  Pro- 
fessional Ethics 

Dr.  J.  P.  Gilligan,  Chairman,  Medicolegal  Ad- 
vice Committee 

Dr.  Frank  Tanner,  Chairman,  Medical  Service 
Committee 

Dr.  Richard  Egan  was  asked  for  a report  on  the 
Creighton  University  School  of  Medicine.  He  said 
that  the  number  of  students  had  been  increased, 
as  well  as  faculty,  to  meet  the  demands  of  the 
public  and  that  they  hoped  to  increase  this  more 
in  the  future.  Dr.  Egan  introduced  Mr.  James  F. 
Dorethy,  President  of  the  Nebraska  Chapter  of 
SAM  A from  the  Creighton  University. 

Dr.  Robert  Kugel  gave  a report  on  the  Univer- 
sity of  Nebraska  College  of  Medicine.  He  said 
that  they  had  been  successful  in  recruiting  additional 
faculty  and  that  they  had  applied  for  funds  which 
would  enable  them  to  increase  the  number  of  stu- 
dents by  having  a second  class.  Dr.  Kugel  then 
introduced  Dr.  Francis  Land  who  is  head  of  the  Pro- 
gram on  General  Practice  for  the  University  of 
Nebraska. 

Dr.  Otis  Miller  was  asked  to  present  an  oral  re- 
port on  the  Nebraska  MEDPAC.  He  informed  the 
House  that  new  officers  had  been  elected:  Di*.  R. 

E.  Garlinghouse  as  Chairman  and  Dr.  Louis  Go- 
gela  as  Secretary-Treasurer.  He  said  that  the  new 
Board  of  Directors  were  discussing  plans  for  the 
1970  elections,  and  he  urged  all  who  had  not  yet 
paid  their  1969  dues  to  do  so. 

Mrs.  J.  Whitney  Kelley,  Chairman  of  the  Wom- 
an’s Auxiliary  AMA-ERF  Committee  in  Nebraska, 
was  asked  to  make  a report  to  the  House.  She 
urged  that  all  checks  be  made  payable  to  the  A^IA- 
ERF,  Auxiliary  Fund.  In  this  way,  the  Woman’s 
Auxiliary  would  receive  credit  for  these  contribu- 
tions. 

Dr.  J.  Whitney  Kelley  was  asked  to  introduce  Dr. 
Arnold  Reeve,  the  new  Director  of  the  State  Depart- 
ment of  Health,  to  the  House  of  Delegates. 

A progress  i*eport  on  the  Advisory  Council  on 
Comprehensive  Health  Care  in  the  State  of  Ne- 
braska was  presented  by  Dr.  Dan  Nye,  Chairman. 
For  the  benefit  of  any  new  delegates  in  the  House, 
he  reviewed  this  Council’s  activities  over  the  past 
two  years  since  it  was  established. 

Following  the  assignment  of  reports  and  resolu- 
tions contained  in  the  Delegate’s  Handbook  to  the 
Reference  Committees,  the  Speaker  called  for  reso- 
lutions from  the  floor,  and  the  following  were  pre- 
sented and  assigned  as  follows: 

11.  Four  County  Medical  Society  — Re:  NSMA 
Statements  on  Federal  Participation.  This 
was  referred  to  Reference  Committee  No.  5. 

12.  Four  County  Medical  Society  — Re:  Re- 
gional Medical  Programs.  This  was  re- 
ferred to  Reference  Committee  No.  5. 
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13.  Four  County  Medical  Society  — Re:  Sex 

Education.  This  was  referred  to  Reference 
Committee  No.  2. 

14.  Omaha-Douglas  County  Medical  Society  — 
Re:  Investigation  of  Physicians  by  Social 
Security  Administration.  This  was  referred 
to  Reference  Committee  No.  3. 

15.  Omaha-Douglas  County  Medical  Society  — 
Re:  Endorsement  of  Office  Laboratory  Pro- 
ficiency Evaluation.  This  was  referred  to 
Reference  Committee  No.  1. 

Dr.  Gurnett  expressed  his  disapproval  of  the 
mandatoi-y  use  of  the  DM-lOF  forms  by  prescribing 
physicians  which  was  referred  to  in  the  report  of 
the  Policy  Committee.  He  then  introduced  Resolu- 
tion No.  16,  and  this  was  referred  to  Reference 
Committee  No.  3. 

Announcements  were  made  concerning  the  noon 
luncheon  and  the  evening  cocktail  party;  and  there 
being  no  further  business,  the  House  was  adjourned 
until  9:00  a.m.,  Sunday. 

HOUSE  OF  DELEGATES 
Second  Session 

The  second  session  of  the  Fall  Meeting  of  the 
House  of  Delegates  was  held  October  5,  1969.  The 
meeting  was  called  to  order  by  the  Vice  Speaker, 
Dr.  Harry  McFadden. 

The  report  of  the  Credentials  Committee  showed 
48  delegates  present  and  the  meeting  was  de- 
clared in  session. 

Acceptance  of  the  minutes  of  the  first  session 
was  called  for  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  called 
for  and  the  following  were  presented: 

Reference  Committee  No.  1 

Members  of  your  Reference  Committee  No.  1 were 
Drs.  Jerry  Tamisiea,  Chairman;  Don  Prince,  and 
C.  N.  Sorensen. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Delegate  to  the  Ameri- 
can Medical  Association  as  submitted  by  this 
Delegate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Delegate  to  the  North 
Central  Conference  as  submitted  by  Dr.  Paul  Max- 
well, Delegate,  with  the  recommendation  that  the 
Nebraska  State  Medical  Association  should  under- 
take a study  of  the  education,  training,  utilization 
and  legal  responsibilities  to  be  considered  in  physi- 
cian’s assistant  programs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Maternal  and  Child 
Health  Committee  as  submitted  by  the  Chairman  of 
this  Committee,  with  the  following  additional  rec- 
ommendations made  by  the  Chairman  of  this  Com- 
mittee: 


That  a study  be  made  of  Rho  Gam  needs  in 
the  state,  cooperating  with  the  Department  of 
Health  and  other  interested  associations  of 
physicians  and  some  voluntary  agencies. 

That  a study  be  made  of  methods  to  encour- 
age immunization  for  Rubella,  again  cooper- 
ating with  the  Department  of  Health,  other  in- 
terested associations  of  physicians,  and  some 
voluntary  agencies,  including  appropriate  tests 
for  their  immunity  to  Rubella. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Rural  Medical  Service 
Committee  as  submitted  by  the  Chairman  of  this 
Committee,  with  the  following  amendments  made 
by  the  Committee  Chairman: 

(1)  Delete  the  second  paragraph  of  the  report 
as  written  and  make  the  following  substi- 
tution : 

“A  study  committee  was  appointed  to 
discuss  the  value  of  the  Junior  Medical  Day 
Program,  as  well  as  the  feasibility  of  de- 
veloping new  types  of  programs  focused 
at  the  medical  student.  The  study  commit- 
tee consisted  of  Dr.  C.  Lee  Retelsdorf;  Dr. 
Paul  M.  Scott;  Mr.  Frank  S.  Baleiko,  a 
senior  medical  student  at  the  Creighton 
University;  Mr.  Bob  Gingery,  a junior 
medical  student  at  the  University  of  Ne- 
braska, and  President  of  the  SAMA  Chap- 
ter; and  your  Chairman.” 

(2) .  Funding  of  the  program  to  replace  the 

Junior-Senior  Medical  Day  should  be  pro- 
vided in  an  amount  not  to  exceed  $1,000. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  that  the 
report  of  the  Special  Nebraska  State  Medical  As- 
sociation Cancer  Study  Committee  as  submitted 
by  the  Chairman  of  this  Committee  be  accepted  as 
useful  information  which  should  be  disseminated 
to  the  physician  members  of  the  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  considerable  discussion  followed  con- 
cerning such  methods  of  treatment.  Dr.  Tamisiea 
was  asked  how  his  Committee  had  intended  this 
information  disseminated  to  members  of  the  So- 
ciety, whether  through  the  State  Medical  Journal 
or  by  a separate  mailing  to  each  member.  Dr. 
Tamisiea  said  that  his  Committee  thought  it  should 
be  through  a special  mailing  to  the  members. 
This  section  of  the  Reference  Committee  report  was 
then  approved  by  tbe  House. 

Your  Reference  Committee  recommends  tbe  ap- 
proval of  the  report  of  the  Constitution  and  By- 
Laws  Committee  as  submitted  by  the  Chairman  of 
this  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Emergency  Medical  Seiw- 
ice  Committee  as  submitted  by  the  Chairman  of 
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this  Committee,  and  that  the  Committee  be  com- 
mended for  their  efforts. 

MK.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  disap- 
proval of  the  following  Resolution  No.  9,  as  sub- 
mitted by  the  Lincoln  County  Medical  Society: 

Change  By-Laws  so  that  membership  in  the 
American  Medical  Association  is  not  a pre- 
requisite for  membership  in  the  Nebraska  State 
Medical  Association. 

WHEREAS,  an  organization  should  gain  its 
membership  by  its  own  worth  and  not  as  a 
prerequisite  for  another  allied  society;  and 

WHEREAS,  an  organization  becomes  stronger 
when  it  attracts  its  members  on  a voluntarj’ 
basis, 

BE  IT  THEREFORE  RESOLVED,  that  the 
By-Laws  of  the  Nebraska  State  Medical  As- 
sociation be  changed  so  that  membership  in  the 
American  Medical  Association  is  not  a pre- 
requisite for  membership  in  the  Nebraska  State 
Medical  Association. 

Your  Reference  Committee  heard  much  discussion 
concerning  this  resolution  and  would  recommend 
that  the  Nebraska  State  Medical  Association  make 
evei-y  effoi-t  to  inform  its  membera  of  the  nature  of 
services  that  are  provided  to  the  membership  of  the 
Nebraska  State  Medical  Association  by  the  Ameri- 
can Medical  Association.  Although  there  are  times 
when  criticism  of  the  actions  of  the  A.M.A.  may 
be  justified,  this  does  not  deter  from  the  fact 
that  over  759c  of  the  funds  of  the  A.M.A.  are  used 
to  support  science  and  education.  Without  active 
support  of  the  American  Medical  Association,  main- 
tenance of  the  quality  of  educational  training  pro- 
grams in  medical  and  paramedical  fields  would  not 
be  possible.  Since  the  A.M.A.  is  in  truth  a feder- 
ation of  state  societies,  we  should  encourage  those 
members  that  are  critical  of  the  A.M.A.  to  engage 
more  actively  in  the  functions  of  the  Nebraska 
Staate  Medical  Association  so  that  their  opinions 
can  be  transmitted  to  the  American  Medical  Asso- 
ciation through  the  Delegates  to  the  American 
Medical  Association  that  represent  the  State  of 
Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  following  discussion  was  approved  by 
the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  following  Resolution  No.  10  as  sub- 
mitted by  the  Lancaster  County  Medical  Society: 

WHEREAS,  the  Nebraska  Chapter  of  the 
American  Association  of  Medical  Assistants 
objectives  are  to  inspire  its  members  to  render 
honest,  loyal,  and  more  efficient  seivice  to  the 
profession  and  to  the  public  which  they  serve, 
to  cooperate  with  the  medical  profession  in  im- 
proving public  relations,  and  to  render  educa- 
tional service  for  the  self-improvement  of  its 
members  and  to  stimulate  a feeling  of  fellow- 
ship and  cooperation  among  societies; 

WHEREAS,  a new  member  of  the  Nebraska 
Chapter  of  the  American  Association  of  Medical 
Assistants  must  be  actively  employed  in  a 


medical  assistant  capacity  at  the  time  of  affilia- 
tion, and  by  an  active  member  in  good  standing 
of  the  Nebraska  State  Medical  Association; 

WHEREAS,  this  organization  is  not  nor  shall 
it  ever  become  a trade  union  or  collective  bar- 
gaining agency; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  whole- 
heartedly endorse  the  program  and  functions  of 
the  Nebraska  Chapter  of  the  American  Asso- 
ciation of  Medical  Assistants  and  encourage 
every  physician  who  has  in  his  emploj’^  or  under 
his  supervision,  medical  assistants  who  are 
eligible  for  membership  in  the  Nebraska  Chap- 
ter of  the  American  Association  of  Medical 
Assistants,  to  urge  all  these  assistants  not 
only  to  join  the  Nebraska  Chapter  of  the  Amer- 
ican Association  of  Medical  Assistants,  but  to 
actively  participate  in  their  programs. 

MR.  SPEAKER,  I M0\T:  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  following  Resolution  No.  15  as  submitted 
by  the  Omaha-Douglas  County  Medical  Society: 

WHEREAS,  there  is  continued  need  for  the 
improvement  of  all  aspects  of  patient  care,  and 

W'HEREAS,  as  a program  of  voluntary  par- 
ticipation in  a plan  for  office  laboratory  pro- 
ficiency evaluation  has  been  developed  by  the 
College  of  American  Pathologists; 

NOW  THEREFORE  BE  IT  RESOL\^D,  that 
the  Nebraska  State  Medical  Association  endorse 
this  concept  and  urge  the  members  to  participate 
in  this  proficiency'  evaluation. 

RESOLVED  that  the  Nebraska  State  Medical 
Association  use  the  facilities  of  the  College  of 
American  Pathologists  in  the  form  of  bro- 
chures available  on  the  details  of  this  program. 

Your  Reference  Committee  would  recommend 
that  the  President  of  the  Nebraska  State  Medical 
Association  immediately  appoint  a committee  to 
implement  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  1 AS  A WHOLE.  This  was  approved  by 
the  House. 

Reference  Committee  No.  2 

Members  of  your  Reference  Committee  No.  2 
were  Drs.  George  McMurtrey,  Chairman;  Paul  Goe- 
towski;  and  James  Long. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Board  of  Trastees  as 
submitted  by  the  Chairman;  and  would  further 
highly  commend  the  Board  of  Trustees,  Dr.  Rus- 
sell Best,  Chairman,  for  their  continued  excellent 
work  for  our  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Blood  and  Blood  Prod- 
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ucts  Committee  as  submitted  by  the  Chairman 
of  this  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Medicine  and  Religion 
Committee  as  submitted  by  the  Chairman  of  this 
Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Insurance  Committee 
as  submitted  by  the  Chairman  of  the  Committee. 
Your  Reference  Committee  further  highly  com- 
mends the  Insurance  Committee  for  their  excellent 
work  to  date  for  the  Association  and  would  heartily 
approve  their  continued  efforts  in  the  areas  as  out- 
lined in  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded.  In  the  discussion  that  followed,  it  was 
pointed  out  that  the  House  should  understand  that 
approval  of  the  report  of  the  Insurance  Commit- 
tee would  grant  permission  to  negotiate  the  final 
contract.  This  was  then  approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Committee  on  Health 
Education  in  Schools  and  Colleges.  Since  this  re- 
port is  in  several  sections,  it  was  felt  that  each 
section  should  be  considered  separately.  That  por- 
tion of  the  report  entitled,  ‘‘State-Wide  Health  Edu- 
cation Objectives”  is  recommended  for  approval. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

That  portion  of  the  report  of  the  Committee  on 
Health  Education  in  Schools  and  Colleges  entitled, 
“Position  Statement  on  Sex  Education,”  is  recom- 
mended for  approval. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

That  portion  of  the  report  of  the  Committee  on 
Health  Education  in  Schools  and  Colleges  having 
to  do  with  the  Nebraska  State  Medical  Associa- 
tion Review  Committee  of  Health  Education  Ma- 
terials is  recommended  for  approval. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

The  resolution  submitted  in  the  report  of  the 
Committee  on  Health  Education  in  Schools  and  Col- 
leges is  presented  for  your  approval  with  an  amend- 
ment. The  resolution  reads  as  follows: 

Resolution  on  Health  Education  .Materials 
WHEREAS,  there  have  been  numerous  re- 
quests from  parents  for  the  inclusion  in  the 
curriculum  of  public  and  private  schools  of  in- 
struction in  healthful  living;  and 

WHEREAS,  materials  in  the  form  of  films, 
film  strips,  texts,  lectures,  demonstrations,  etc., 
are  being  offered  by  numerous  public  and  pri- 
vate agencies;  and 


WHEREAS,  due  to  cultural,  economic  and 
other  sociological  factors  operating  within  each 
community,  the  educational  needs  of  commun- 
ities differ  widely;  and 

WHEREAS,  each  of  the  following  oi’ganiza- 
tions  have  formally  recognized  the  necessity 
for  parents  and  faculty  to  preview  and  select 
the  materials  which  best  meet  the  needs  of 
each  community: 

National  Congress  of  Parents  and  Teachers 
American  Association  for  Health,  Physical 
Education  and  Recreation 
Association  of  Classroom  Teachers 
National  Educational  Association 
White  House  Conference  on  Children  and 
Youth 

U.  S.  Catholic  Conference 
The  Synagogue  Council  of  America 
U.  S.  Office  of  Education 
National  Council  of  Churches 
The  Interfaith  Commission  of  Marriage 
and  Family  Life 

National  School  Boards  Association 
National  Council  on  Family  Relations 
Joint  Committee  of  the  National  Education 
Association  and  the  American  Medical 
Association 

American  Medical  Association 

THEREFORE,  BE  IT  RESOLVED,  that  all 
materials  of  whatever  sort,  produced  by  na- 
tional, state,  or  local  agencies,  either  public 
or  private,  and  approved  or  endorsed  by  what- 
ever agency  shall  be  previewed  by  parents  and 
faculty  to  determine  its  appropriateness  for 
each  particular  community;  and 

BE  IT  FURTHER  RESOLVED,  that  the 
Health  Education  in  Schools  and  Colleges  Com- 
mittee stands  ready  to  cooperate  with  educa- 
tional and  health-related  agencies  in  the  fur- 
ther promotion  of  sound  health  education  pro- 
grams in  Nebraska  schools  and  communities. 

This  resolution  is  recommended  for  approval  as 
amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded. There  was  discussion  relative  to  this  ma- 
terial being  previewed  by  parents  and  faculty,  and 
it  was  thought  that  school  boards  should  also  be 
included.  Following  discussion,  it  was  recom- 
mended that  these  be  previewed  by  “school  boards 
and  faculty,  in  consultation  with  parents,”  and  this 
was  approved  by  the  House.  The  first  RESOLVED 
would  then  read  as  follows: 

THEREFORE,  BE  IT  RESOLVED,  that  all 
materials  of  whatever  sort,  produced  by  na- 
tionally, state,  or  local  agencies,  either  public 
or  private,  and  approved  or  endorsed  by  what- 
ever agency  shall  be  previewed  by  school  boards 
and  faculty,  in  consultation  with  parents,  to  de- 
termine its  appropriateness  for  each  particular 
community;  and 

The  House  then  approved  this  section  of  the  re- 
port of  the  Reference  Committee  as  amended. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Scientific  Sessions  Commit- 


January,  1970 


79 


tee  as  submitted  by  the  Chairman  of  the  Com- 
mittee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  disap- 
proval of  the  following  Resolution  No.  3 as  sub- 
mitted by  the  Madison  Six  County  Medical  Society, 
and  recommends  approval  of  the  action  of  the 
Board  of  Councilors  having  to  do  with  this  resolu- 
tion. It  was  the  concensus  of  the  Reference  Com- 
mittee members  that  this  resolution  was  superfluous 
since  the  actions  called  for  in  the  resolution  are 
already  being  implemented  by  the  Scientific  Sessions 
Committee. 

WHEREAS,  attendance  at  the  annual  Ne- 
braska State  Medical  Association  needs  im- 
provement, and 

WHEREAS,  there  is  a major  conflict  of  in- 
terest in  time  between  the  scientific  sessions 
and  the  functions  of  the  House  of  Delegates,  and 

WHEREAS,  attendance  at  the  House  of  Dele- 
gates and  various  reference  committees  requires 
a prolonged,  perhaps  excessive  period  of  time. 

THEREFORE  BE  IT  RESOLVED,  that  the 
President  of  the  Nebraska  State  Medical  Asso- 
ciation appoint  a committee  to  study  this  mat- 
ter and  report  it  to  the  next  regularly  sched- 
uled session  of  the  House  of  Delegates  regard- 
ing format  changes  in  programs  for  the  annual 
meeting  of  the  Nebraska  State  Medical  Asso- 
ciation. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommended  dis- 
approval of  the  following  Resolution  No.  8 as 
submitted  by  the  Lincoln  County  Medical  Society. 
It  further  recommends  the  action  of  the  Board  of 
Councilors  as  regards  this  resolution.  It  was  the 
feeling  of  the  Reference  Committee  that  this  reso- 
lution was  superfluous  since  the  material  contained 
in  the  resolution  has  already  been  adequately  cov- 
ered in  the  report  of  the  Committee  on  Health  Edu- 
cation in  Schools  and  Colleges. 

WHEREAS,  sex  education  has  been,  is,  and 
will  be  vei-y  important  in  our  society;  and 

WHEREAS,  both  the  social  and  biological 
aspects  of  sex  education  are  within  the  province 
of  medicine;  and 

WHEREAS,  there  has  been  much  controversy 
in  regard  to  sex  education;  and 

WHEREAS,  the  judgment  and  opinions  of 
physicians  in  the  area  of  sex  education  are 
generally  sought  and  respected, 

BE  IT  FURTHER  RESOLVED  that  the  Ne- 
braska State  Medical  Association  through  the 
House  of  Delegates,  take  a firm  stand  on  sex 
education. 

BE  IT  FURTHER  RESOLVED  that  this 
stand  be  for  the  beginning  of  sex  education 
at  home  supplemented  by  adult  classes  in  sex 
education  and  classes  for  children  beginning 
in  5th  and  6th  grade  using  material  approved 
by  the  local  school  board  and  local  physicians. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  disap- 
proval of  the  following  Resolution  No.  13  as  submit- 
ted by  the  Four  County  Medical  Society.  It  was 
unanimously  felt  by  the  Committee  that  this  reso- 
lution did  not  serve  the  purpose  of  the  society  as 
related  to  the  problems  of  health  education  in 
schools  and  colleges  and  it  was  further  the  opinion 
of  the  Reference  Committee  that  this  material  had 
already  been  adequately  covered  in  the  report  of 
the  Committee  on  Health  Education  in  Schools  and 
Colleges. 

RESOLVED,  that  we,  the  members  of  the  Ne- 
braska State  Medical  Association  affirm  our 
belief  in  God  and  the  Ten  Commandments  and 
that  therefore  we  cannot  endorse  or  sanction 
any  form  of  “sex  education”  in  our  public 
school  system  unless  or  until  the  United  States 
Supreme  Court  reverses  its  decision  forbid- 
ding any  reference  to  God  in  the  public  school 
system.  This  we  do  without  reference  to  poli- 
tics or  pressures  of  any  kind,  but  only  because 
we  believe  that  God  has  a Divine  plan  and  that 
any  reference  to  human  reproduction  without 
the  teaching  of  God’s  Divine  plan  is  not  con- 
istent  with  our  belief  as  a body. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  list  of  physicians  recommended  for  50-year 
pins.  This  list  of  recommended  physicians  has  al- 
ready been  approved  by  the  component  medical 
societies,  and  they  are  as  follows:  Drs.  Francis  X. 
Rudloff,  Battle  Creek;  Andrew  M.  Pedersen,  Blair; 
Walter  C.  Haiwey,  Sr.,  Gering;  Raymond  P.  Carroll, 
Laurel;  Floyd  A.  Alcorn,  Lincoln;  Earl  N.  Deppen, 
Lincoln;  George  H.  Misko,  Lincoln;  Herbert  H. 
Davis,  Omaha;  William  H.  Melcher,  Omaha;  Nathan 
Muskin,  Omaha;  and  William  T.  Ranee,  Omaha. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  list 
of  physicians  recommended  for  Life  Membership  as 
already  approved  by  the  component  medical  society. 
They  are  as  follows:  Drs.  Clifford  H.  Hansen, 

Omaha;  W.  E.  Hungerford,  Omaha;  and  Frank  J. 
Mnuk,  Omaha. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  2 AS  A WHOLE.  Hhis  was  approved  by 
the  House. 

Reference  Committee  No.  3 

Members  of  your  Reference  Committee  No.  3 were 
Drs.  Warren  Bosley,  Chairman;  Robert  Sorensen; 
and  James  Dunlap. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Executive  Secretary. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 
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Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Committee  on  Aging. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Traffic  Safety  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  Prepayment  Medical  Care  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  follow- 
ing Resolution  No.  1 submitted  by  the  Buffalo 
County  Medical  Society: 

WHEREAS,  Blue  Cross  is  asking  to  review 
certain  patients  records,  regarding  history  and 
physical  examination  of  Medicare  patients,  ad- 
mitted to  hospitals  and  extended  care  facilities, 
as  well  as  doctor’s  orders,  progress  and  treat- 
ment notes,  and  nurse’s  notes,  and  is  now 
asking  to  review  the  minutes  of  Utilization  Re- 
view Committees,  and 

WHEREAS,  such  scrutiny  by  Blue  Cross  rep- 
resentatives of  the  minutes  of  Utilization  Re- 
view Committees,  implies  that  such  commit- 
tees, who  are  entirely  voluntary  and  perform 
such  duties  in  a most  conscientious  manner  to 
the  utmost  of  their  abilities  without  compensa- 
tion, are  not  performing  their  function  effi- 
ciently, and  may  even  imply  that  they  are 
not  capable  of  performing  such  a function,  and 

WHEREAS,  such  scrutiny  threatens  such  a 
Utilization  Review  Committee  so  that  it  may 
not,  under  such  harassment,  give  due  considera- 
tion to  the  patient  and  his  proper  care,  by  sug- 
gesting that  the  attending  physician  dismiss 
the  patient  before  such  physician  believes  the 
patient  is  ready  to  be  dismissed  from  the  hos- 
pital or  extended  care  facility,  and 

WHEREAS,  Blue  Cross  representatives  are 
in  no  way  knowledgeable  of  what  a certain  pa- 
tient’s medical  status  is  during  his  hospital 
or  extended  care  facility  stay,  and  can  only 
apply  certain  guidelines  to  review  such  a pa- 
tient’s care,  after  the  patient  is  dismissed,  and 
such  guidelines  may  not  be  applicable  to  this 
certain  patient,  and 

WHEREAS,  Blue  Cross,  above  all  other  insur- 
ance companies,  should  understand  the  duties 
and  obligations  of  such  Utilization  Review 
Committees,  without  question. 

BE  IT  RESOLVED,  that  the  Buffalo  County 
Medical  Society  urge  the  Nebraska  State  Medi- 
cal Association  to  urge  the  Nebraska  Blue 
Cross  to  stop  such  harassment,  and  further, 
urge  the  Nebraska  Blue  Cross  to  go  to  the  Na- 
tional Association  of  Blue  Cross,  requesting  the 
National  Association  of  Blue  Cross  to  insist  that 
the  Department  of  Health,  Education,  and  Wel- 
fare cease  and  desist  with  such  regulations, 
and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 


braska State  Medical  Association  urge  the 
American  Medical  Association  to  go  to  the  De- 
pai'tment  of  Health,  Education,  and  Welfare 
and  insist  that  Health,  Education,  and  Welfare 
cease  and  desist  with  such  regulations  that 
harass  Utilization  Review  Committees  from 
performing  their  proper  duties. 

In  discussion  presented  to  the  committee,  Mr. 
William  Heavey,  Executive  Director  of  Blue  Cross- 
Blue  Shield,  stated  that  requests  for  certain  pa- 
tient records  and  minutes  of  Utilization  Review 
Committees  were  not  prompted  by  change  in  regu- 
lations or  directives  of  the  Department  of  Health, 
Education,  and  Welfare,  but  rather  to  a misinterpre- 
tation of  these  by  some  non-medical  personnel  in 
their  office.  He  made  it  quite  clear  to  the  Refer- 
ence Committee  that  these  procedures  have  been 
modified  and  any  apparent  need  for  further  infor- 
mation will  be  reviewed  by  the  Medical  Director, 
and  requests  made  by  him,  and  then  only  after 
further  and  courteous  communication  with  the  physi- 
cian or  hospital  concerned.  In  light  of  this,  your 
Reference  Committee  does  not  recommend  the  adop- 
tion of  Resolution  No.  1 and  instead  moves  with- 
drawal of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded. Dr.  Gurnett  stated  that  Mr.  Heavey  had  said 
that  this  action  was  mismanagement  on  the  part 
of  non-medical  people  at  Blue  Cross  and  it  would 
not  happen  again.  Further,  Mr.  Heavey  was  asked 
directly  whether  or  not  the  Blue  Cross  would  need 
the  minutes  of  Utilization  Review  Committees  of 
hospitals  and  he  said  that  he  felt  they  were  not 
necessary.  Dr.  Gurnett  asked  that  this  be  included 
in  this  report  of  the  Reference  Committee  and  this 
was  approved  by  the  House. 

This  section  of  the  report  of  Reference  Commit- 
tee No.  3 was  then  approved  as  amended. 

Your  Reference  Committee  considered  the  fol- 
lowing Resolution  No.  4 submitted  by  the  Omaha- 
Douglas  County  Medical  Society: 

WHEREAS,  the  Policy  Committee  of  the  Ne- 
braska State  Medical  Association  functions  as 
a Peer  Review  Committee  for  government 
agencies,  and 

WHEREAS,  the  Policy  Committee  asks  coun- 
cilors to  investigate  government  agency  com- 
plaints and  report  the  results  of  these  inquiries 
to  the  Policy  Committee;  therefore  be  it 

RESOLVED,  that  the  Policy  Committee  de- 
velop guidelines  for  the  purpose  of  giving  each 
councilor  a uniform  standard  of  procedure  which 
they  can  employ  in  making  their  investigation. 

Your  committee  recommends  this  be  amended  and 
modified  by  adding  a third  WHEREAS,  following 
the  paragraph  ending,  “inquiries  to  the  Policy  Com- 
mittee,” as  follows: 

WHEREAS,  the  Policy  Committee  asks  Coun- 
cilors to  investigate  the  complaints  of  a physi- 
cian toward  a goveimment  agency  and  report 
the  results  of  these  inquiries  to  the  Policy  Com- 
mittee; therefore  be  it  RESOLVED  . . . 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  RESOLUTION  AS  AMENDED.  This  was 
approved  by  the  House. 
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Your  Reference  Committee  considered  Resolution 
Xo.  14  introduced  by  the  Omaha-Douglas  County 
Medical  Society,  as  follows: 

WHEREAS,  the  Social  Security  Administra- 
tion has  widely  publicized  that  it  will  under- 
take an  investigation  of  5,000  physicians  who 
received  $25,000  or  more  under  Federal  Medi- 
care and  Medicaid  programs;  and 

WHEREAS,  the  manner  of  release  of  this 
information  victimized  these  physicians  and  the 
medical  profession  as  a whole  through  implied 
wrong-doing;  and 

WHEREAS,  this  vilification  occurred  prior  to 
investigation  of  whether  any  wrong  had  been 
done  and  without  consultation  with  organized 
medicine’s  preferred  peer  review  mechanisms; 

THEREFORE  BE  IT  RESOLVED  that  the 
House  of  Delegates  of  the  A.M.A.  reaffirm  its 
official  position  that  the  A.M.A.  will  offer  as- 
sistance to  Federal  investigators  in  their  quest 
for  any  errant  physicians  who  participate  in 
providing  medical  seiwices  to  Medicare  and 
Medicaid  patients;  and 

BE  IT  FURTHER  RESOLVED  that  the  So- 
cial Security  Administration  be  called  upon  to 
cease  and  desist  its  present  program  of  vilifica- 
tion by  implying  that  physicians  who  received 
annual  payments  in  excess  of  $25,000  are  some- 
what guilty  of  ethical  misconduct  or  fraud,  and 

BE  IT  FURTHER  RESOLVED  that  the  Ne- 
braska State  Medical  Association  House  of 
Delegates  endorse  this  concept  and  that  this 
resolution  be  introduced  at  the  next  meeting 
of  the  A.M.A.  House  of  Delegates. 

Your  committee  recommends  the  following  amend- 
ments to  this  resolution. 

In  line  1,  insert  the  words,  “United  States 
Senate”  in  place  of  “Social  Security  Admin- 
istration.” 

In  line  1,  of  the  second  RESOLVED,  insert 
the  words,  “United  States  Senate”  in  place  of 
the  words,  “Social  Security  Administration.” 

Add  a last  “Resolved”  as  follows;  “Be  It 
Further  Resolved  that  the  A.M.A.  promote  Con- 
gressional legislation  which  would  prohibit  the 
release  of  physicians’  names  who  have  received 
annual  Medicare-Medicaid  payments  totalling 
$25,000  or  more,  only  because  of  this  fact,  in- 
dependent of  any  evidence  of  misconduct  or 
fraud.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  RESOLUTION  AS  AMENDED.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
No.  16  submitted  by  Omaha-Douglas  County  Medi- 
cal Society,  and  at  the  same  time  considered  item 
(2)  Medicaid  of  the  report  of  the  Policy  Commit- 
tee. Resolution  No.  16  reads  as  follows: 

WHEREAS,  each  and  every  patient  deserves 
care  without  distinction,  and 

WHEREAS,  the  writing  of  a prescription  by 
a physician  for  his  sick  patient  is  an  integral 
part  of  the  patient-physician  relationship,  and 

WHEREAS,  any  attempt  by  any  agency  to 
change  this  time  honored  practice  by  the  substi- 


tution of  a form  or  blank  for  such  purpose 
would  constitute  a serious  breach  in  the  doc- 
tor-patient relationship; 

NOW  THEREFORE  BE  IT  RESOLVED,  that 
the  Nebraska  State  Medical  Association  reaf- 
firm its  traditional  practice  of  member  physi- 
cians using  their  own  personalized  prescrip- 
tion foiTns  to  preserve  the  patient-physician 
relationship  and  that  it  oppose  the  mandatory 
use  of  DM-lOF  forms  by  prescribing  physi- 
cians. 

Your  Reference  Committee  heard  statements  by 
several  members  of  the  Policy  Committee  sufficient 
to  make  it  apparent  that  the  Policy  Committee 
has  discussed  this  matter  in  great  detail  with  the 
Department  of  Public  Welfare  and  had  tried  to  make 
the  views  of  the  Nebraska  State  Medical  Association 
known  to  this  Department.  It  seemed  apparent 
that  the  Department  of  Welfare  was  determined  to 
implement  these  changes  regardless  of  the  attitude 
or  position  of  the  Nebraska  State  Medical  Associa- 
tion or  its  members.  The  Committee  unanimously 
agreed  that  the  regulations  about  refilling  of  pre- 
scriptions, issuing  of  new  prescriptions  after  a 
stated  length  of  time,  prescriptions  for  stated  quan- 
tities or  maintenance-type  medication,  and  anti- 
obesity drugs,  if  properly  implemented  would  be 
money  saving  measures,  without  jeopardizing  or 
interfering  with  the  good  level  of  medical  care. 
Considering  the  growing  dependence  upon  comput- 
ers for  accounting  and  record  keeping,  the  Com- 
mittee recognized  the  need  for  certain  forms  to  per- 
mit use  of  a computer  for  this  purpose.  The 
Committee  recommends  that,  if  possible,  the  Policy 
Committee  communicate  to  the  Department  of  Pub- 
lic Welfare  the  apprehension  of  many  members  of 
the  Nebraska  State  Medical  Association  about  man- 
datory use  of  form  DM-lOF,  and  to  try,  if  pos- 
sible, to  work  out  with  the  Department  some  way 
in  which  a physician  might  use  his  own  personalized 
prescription  form.  The  Committee  does  not  rec- 
ommend adoption  of  Resolution  No.  16. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  considerable  discussion  followed  regard- 
ing the  use  of  the  DM-lOF  form  and  also  as  to 
whether  or  not  a resolution  expressing  the  intent 
of  Resolution  No.  16  should  be  sent  to  the  A.M.A. 
House  of  Delegates.  It  was  moved  that  this  sec- 
tion of  the  Reference  Committee  report  be  amend- 
ed to  adopt  Resolution  No.  16,  and  this  was  sec- 
onded and  approved  by  the  House.  Dr.  Gurnett 
moved  that  the  delegates  to  the  A.M.A.  be  instruct- 
ed to  prepare  a suitable  resolution  to  be  introduced 
at  the  Clinical  Session  of  the  A.M.A.  House  of 
Delegates  which  would  express  the  intent  of  Reso- 
lution No.  16  as  adopted  by  the  Nebraska  State 
Medical  Association,  and  this  was  approved  by  the 
House. 

This  section  of  the  report  of  Reference  Commit- 
tee No.  3,  as  amended,  was  approved  by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Policy  Committee  as  a whole.  The  case  re- 
ferred to  in  the  first  paragraph.  Medicare,  had 
been  discussed  in  some  detail  in  the  consideration 
of  Resolution  No.  14.  In  section  6,  item  4,  of  the 
Policy  Committee  report,  the  Reference  Committee 
calls  attention  to  the  fact  that  there  is  an  exist- 
ing law,  LB  321,  passed  by  the  1961  Nebraska  State 
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Legislature  protecting  the  proceedings  and  records 
of  medical  review  committees  of  medical  societies 
or  hospitals  and  medical  staffs  from  pre-trial  dis- 
covery or  production  in  court. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  THE  POLICY  COMMITTEE 
AS  PREVIOUSLY  AMENDED,  AND  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  3 AS  AMENDED  AS  A WHOLE.  This 
was  approved  by  the  House. 

Reference  Committee  No.  4 

Members  of  your  Reference  Committee  No.  4 
were  Drs.  R.  E.  Harry,  Chairman;  H.  Walker;  W. 
R.  Miller,  and  S.  Truhlsen. 

Your  Reference  Committee  considered  the  re- 
port of  the  Editor.  We  move  that  this  report  be 
adopted  as  published  with  a commendation  on  the 
format  of  the  magazine  and  also  for  the  Anniver- 
sary Issue  of  the  Journal. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Joint  Commission  on  the  Improvement  of 
Patient  Care.  We  recommend  the  adoption  of  the 
report  and  in  accordance  with  their  recommenda- 
tion, that  the  committee  be  discontinued. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Mental  Health  and  Mental  Retardation  Com- 
mittee. We  recommend  the  adoption  of  this  re- 
port as  published  with  the  exception  of  the  follow- 
ing words  in  the  first  sentence  of  the  last  para- 
graph: “the  Executive  Branch,”  which  should  be 

deleted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Public  Relations  Committee.  We  recommend 
the  adoption  of  this  report  as  published. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  re- 
port of  the  Sub-Committee  on  Athletic  Injuries. 
We  recommend  the  adoption  of  the  report  as  pub- 
lished with  the  recommendation  for  a special  em- 
phasis on  training  programs  for  high  school  athletes. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
No.  2,  as  follows: 

WHEREAS,  there  has  been  a disparity  of 
thought  regarding  the  treatment  and  type  of 
detention  of  violent  sexual  psychopaths  in  the 
State  of  Neebraska,  and 

WHEREAS,  there  are  both  medical  and  legal 
overtones  in  this  problem; 


THEREFORE  BE  IT  RESOLVED,  that  a 
joint  study  committee  of  the  Nebraska  State 
Medical  Association  and  the  Nebraska  State 
Bar  Association  be  set  up  to  suggest  guide- 
lines, and  possibly  introduce  legislation  to  im- 
prove and/or  modify  the  present  management 
of  violent  sexual  psychopaths. 

Thic  resolution  was  reviewed  by  the  Committee 
and  since  this  recommendation  is  embodied  in  the 
Mental  Health  and  Mental  Retardation  Committee 
report,  we  recommend  that  this  resolution  not  be 
adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
No.  5 and  we  recommend  the  adoption  of  this  reso- 
lution as  follows: 

WHEREAS,  the  A.M.A.  House  of  Delegates 
at  the  July,  1969,  meeting  in  New  York  City 
endorsed  Report  A of  the  Judicial  Council,  the 
concluding  paragraph  of  which  reads: 

“Where  it  is  necessary  for  the  attending 
physician  to  bill  his  patient  for  services  per- 
formed by  a clinical  laboratory,  the  bill  sub- 
mitted by  the  attending  physician  to  his  pa- 
tient should  state  the  name  of  the  clinical  lab- 
oratory performing  the  services  for  his  pa- 
tient and  state  the  exact  amount  of  the  lab- 
oratory charge  paid  or  to  be  paid  by  the  physi- 
cian to  the  clinical  laboratory.” 

and, 

WHEREAS,  this  procedure  recommended  by 
the  July,  1969,  Report  A of  the  Judicial  Coun- 
cil is  in  conformity  with  requirements  outlined 
in  PL  89-97;  therefore  be  it 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  endorse  Report  A of  the  Judi- 
cial Council  as  adopted  by  the  A.M.A.  House 
of  Delegates  in  July,  1969  and  be  it  further 

RESOLVED,  that  this  information  be  dis- 
seminated to  the  membership  through  a spe- 
cial bulletin. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
No.  6 and  we  recommend  the  adoption  of  the  reso- 
lution as  follows: 

WHEREAS,  the  House  of  Delegates  of  the 
American  Medical  Association,  at  its  June  19,  1969, 
meeting,  adopted  the  following  Resolution: 

“Resolved: 

1.  That  it  is  preferable  that  the  laboratory, 
not  the  attending  physician,  bill  and  col- 
lect from  the  patient  or  third  party  payor 
for  laboratory  services.  Where  circum- 
stances make  this  impractical  or  where 
increased  costs  to  the  patient  would  result, 
the  bill  submitted  by  the  attending  physi- 
cian to  his  patient  or  third  party  payor 
should  state  the  name  of  the  laboratory 
performing  the  services  for  his  patient 
and  the  exact  amount  of  the  charge  paid 
or  to  be  paid  by  the  physician  to  the  lab- 
oratory. Medical  societies  are  urged  to  use 
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all  means  legally  available  to  them  in  effec- 
tuating the  foregoing. 

2.  The  attending  physician  is  entitled  to  fair 
compensation  for  the  professional  services 
he  renders.  He  is  not  engaged  in  a com- 
mercial enterprise,  however,  and  any  mark 
up,  commission,  or  profit  on  the  services 
rendered  by  a laboratory  is  exploitation  of 
the  patient. 

8.  In  billing  patients  for  laboratory  services 
which  attending  physicians  perform  for 
their  own  patients,  the  bill  should  provide 
information  to  show  where  such  services 
were  performed,  as  well  as  an  adequate  de- 
scription of  the  services  provided  and  the 
specific  charges  made.” 

NOW,  THEREFORE  BE  IT  RESOLVED 
that  the  position  of  the  American  Medical  As- 
sociation, as  stated  in  the  above  Resolution,  be 
hereby  adopted  as  the  acceptable  position  and 
practice  in  Nebraska;  and  be  it  further 

RESOLVED  that  guidelines  be  established  by 
the  appropriate  committee  to  guide  physicians 
in  determining  what  their  compensation  may  be 
for  professional  services  rendered  to  their  pa- 
tients in  connection  with  laboratory  services 
obtained  from  referral  laboratories. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  the  report 
of  the  Allied  Professions  Committee,  and  we  rec- 
ommend the  adoption  of  this  report  as  published. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE 
NO.  4 AS  A WHOLE.  This  was  approved  by  the 
House. 

Reference  Committee  No.  5 

Members  of  your  Reference  Committee  No.  5 
were  Drs.  Charles  Landgraf,  Chairman;  James 
Ramsay;  Robert  Morgan;  C.  A.  McWhorter,  and 
A.  L.  Smith,  Jr. 

Your  Reference  Committee  deliberated  upon  the 
report  of  the  Nebraska-South  Dakota  Regional 
Medical  Program;  Resolution  No.  7,  submitted  by 
tbe  Lincoln  County  Medical  Society;  Resolution  No. 
11,  submitted  by  the  Four  County  Medical  Society; 
and  Resolution  No.  12,  submitted  by  the  Four  Coun- 
ty Medical  Society.  Much  testimony  was  received 
and  considered  by  the  committee  conceiving  these 
matters. 

Your  Reference  Committee  recommends  accept- 
ance of  the  Report  of  the  Nebraska-South  Dakota 
Regional  Medical  Program.  The  Committee  recog- 
nizes the  need  for  continuous  scrutiny  of  federally 
funded  programs  of  interest  to  the  medical  profes- 
sion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded, and  following  discussion,  the  House  approved 
amending  the  Report  of  the  Nebraska-South  Da- 
kota Regional  Medical  Program  as  follows: 


Project  No.  2 — 

In  the  first  sentence,  delete  the  word,  “free,” 
and  insert  the  words,  “tax  supported.” 

In  the  second  sentence,  delete  the  word, 
“free,”  and  insert  the  words,  “tax  supported  but 
no  direct  charge.” 

The  House  then  adopted  this  section  of  the  report 
of  Reference  Committee  No.  5 as  amended. 

Your  Reference  Committee  next  considered  Reso- 
lution No.  7,  submitted  by  the  Lincoln  County  Medi- 
cal Society,  and  this  resolution  is  as  follows: 

WHEREAS,  the  function  of  the  Nebraska 
State  Medical  Association  should  be  to  get  the 
best  possible  medical  care  for  the  State  of 
Nebraska;  and 

WHEREAS,  there  are  many  communities  with 
only  one  physician  and  some  with  no  physicians; 
and 

WHEREAS,  physicians  trained  in  family  or 
general  practice  tend  to  go  to  out-state  areas 
to  render  this  “best  possible  medical  care;” 

THEREFORE,  BE  IT  RESOLVED  to  have 
as  a primary  goal  of  Regional  Medical  Program 
to  have  medical  schools  in  Nebraska  and  South 
Dakota  reoriented  to  teaching  general  or  family 
practice  and  assist  in  stimulating  students  to 
enter  this  phase  of  medicine. 

Your  Reference  Committee  recommends  the  reso- 
lutions RESOLVED  be  amended  as  follows: 

THEREFORE,  BE  IT  RESOLVED  that  the 
Nebraska-South  Dakota  Regional  Medical  Pro- 
gram, as  a primary  activity,  urge  medical 
schools  in  Nebraska  and  South  Dakota  to  teach 
general  or  family  practice  and  to  assist  by  all 
appropriate  means,  students  to  enter  such  prac- 
tice. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  next  considered  Reso- 
lution No.  11,  submitted  by  the  Four  County  Medi- 
cal Society,  which  reads  as  follows: 

RESOLVED,  that  no  officer  or  spokesman 
for  the  Nebraska  State  Medical  Association 
shall  make  any  public  statements  about  this 
organization’s  willingness  or  intent  to  approve, 
endorse,  sanction,  cooperate  with,  or  associate 
with  any  governmental  (state  or  federal),  pro- 
gram involving  the  practice  of  medicine  in  any 
way  without  first  having  obtained  a two-thirds 
majority  vote  of  the  House  of  Delegates  con- 
senting to  such  action. 

Your  Reference  Committee  recommends  that  Reso- 
lution No.  11  not  be  adopted.  The  adoption  of  this 
resolution  would  prevent  the  officers  of  the  As- 
sociation and  the  Policy  Committee  of  the  Nebraska 
State  Medical  Association  from  carrying  out  their 
duties,  implicit  and  explicit,  in  the  Constitution  and 
By-Laws.  The  officers  of  the  Nebraska  State 
Medical  Association  and  the  Policy  Committee  of 
the  Nebraska  State  Medical  Association  are 
charged  with  the  responsibility  for  communicat- 
ing with  the  medical  profession  of  Nebraska  and 
with  the  lay  public  appropriate  to  their  area  of 
competence  and  no  official  action  of  the  Nebraska 
State  Medical  Association  can  occur  without  prior 
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action  by  the  House  of  Delegates,  nor  can  such 
action  occur  except  that  which  is  permitted  in  the 
Constitution  and  By-Laws.  No  such  action  has 
occured,  excepting  the  aforementioned  provisions. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  last  considered  Reso- 
lution No.  12,  submitted  by  the  Four  County  Medi- 
cal Society  which  reads: 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  refuses  to  endorse,  associate 
with,  or  cooperate  with  the  Regional  Medical 
Progi’am  passed  by  the  U.S.  Congress  and 
known  as  PL  89-239  unless  and  until  such  a 
program  is  initiated  by  the  local  people  in  a 
given  area,  and  funded  by  these  same  people. 

Your  Reference  Committee  recommends  Reso- 
lution No.  12  not  be  adopted.  It  is  the  Commit- 
tee’s opinion  that  this  resolution  was  created  on 
the  basis  of  incomplete  information  and  the  Com- 
mittee suggests  that  those  individuals  or  county 
medical  societies  who  wish  to  submit  resolutions 
for  consideration  by  the  House  of  Delegates  make 
every  effort  to  be  informed  as  completely  as  pos- 
sible. Nebraska-South  Dakota  Regional  Medical 
Program  is  an  educational  program.  The  Nebraska 
State  Medical  Association  is  the  primary  executive 
agency  of  this  program,  and  the  Committee  believes 
this  is  a worth-while  endeavor.  Activities  supported 
by  the  above  Regional  Medical  Program  are  ini- 
tiated only  upon  local  request;  participation  is  vol- 
untary. The  House  of  Delegates  first  in  1966  ac- 
cepted the  Report  of  the  Policy  Committee  recom- 
mending participation  in  the  Regional  Medical  Pro- 
gram, and  second  in  1967  elected  that  the  Nebraska 
State  Medical  Association  support  and  participate 
in  Nebraska-South  Dakota  Regional  Medical  Pi’o- 
gram.  Reports  of  the  activities  of  the  Nebraska- 
South  Dakota  Regional  Medical  Program  have  been 
presented  at  each  House  of  Delegates  meeting  since 
1967  and  have  been  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  there  was  discussion  regarding  the  por- 
tion of  this  report  which  stated  the  Association 
is  the  primary  executive  agency  of  the  program. 
It  was  suggested  that  the  words,  “and  grantee”  be 
added  to  read  as  follows:  “The  Nebraska  State 

Medical  Association  is  the  primary  executive  agency 
and  grantee  of  this  program  . . .”  The  House  ap- 
proved this  amendment,  and  the  report  of  this  sec- 
tion of  the  Reference  Committee  was  approved 
as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE NO.  5 AS  A WHOLE  AS  AMENDED.  This 
was  approved  by  the  House. 

Dr.  Nutzman  called  for  any  further  reports 
or  comments  from  officers  or  delegates.  Dr. 
Schenken,  Delegate  to  the  A.M.A.,  made  the  fol- 
lowing comments: 

I have  hei’e  a reprint  of  the  White  House  Report 
on  Health  Care  Needs,  which  was  published  in  the 
New  York  Times  in  July.  I would  like  to  read  just 
a few  of  the  statements  that  are  made  in  this 
report  which  might  give  you  some  idea  of  what 
government  is  planning. 


(1)  “We  are  eliminating  the  allowance  to  hos- 
pitals and  nursing  homes  for  unidentified  costs.” 

(2)  “We  are  enforcing  regulations  limiting  pay- 
ment to  individual  practitioners  under  Medicaid.” 

(3)  “We  are  increasing  reviews  of  drug  utiliza- 
tions and  drug  pricing.”  This  came  up  for  a lot 
of  discussion  in  the  Finance  Committee,  and  as 
you  know.  Senator  Long  is  all  in  favor  of  eliminat- 
ing the  proprietary  name  and  establishing  drag 
prescriptions  on  a generic  basis. 

(4) .  “We  are  directing  the  Public  Health  Service 
to  promote  alternate  medical  care  facilities.”  It 
doesn’t  say  what  those  are.  This  should  be  inter- 
esting. 

(5)  “We  are  requiring  tighter  and  more  frequent 
reviews  of  hospital  care  for  patients.”  Just  exact- 
ly what  this  means,  you  can  also  imagine. 

(6)  “We  are  requiring  that  physicians  be  iden- 
tified by  Social  Security  Number.”  I hope  that  we 
continue  to  call  ourselves  by'  our  first  and  second 
names  here. 

(7)  “We  must  alleviate  serious  manpower  short- 
age.” 

(8)  “We  ai’e  establishing  an  office  of  new 
careers  with  the  top  priority  of  developing  pro- 
grams for  returning  Vietnam  medical  corpsmen.” 
I congratulate  this  House  for  having  taken  an  ac- 
tion in  anticipating  this.  The  report  of  Reference 
Committee  No.  1 asked  you  to  set  up  a committee 
to  study  this  program.  I might  say  also,  in  one 
university  that  has  had  this  program  of  medical 
assistants  in  operation,  they  have  graduated  eight 
assistants.  Six  have  been  absorbed  in  the  hos- 
pital where  the  school  is  (nobody  knows  just  ex- 
actly what  they  are  doing).  Two  are  out  in  prac- 
tice assisting  physicians,  which  was  the  original 
purpose  of  the  program.  In  one  of  these  instances, 
the  physician’s  patients  did  not  wish  to  be  seen 
or  interviewed  by  this  individual  because  he  was  a 
laymen.  So  the  physician  and  this  individual  de- 
cided the  receptionist  would  call  him  “Doctor,”  and 
from  then  on  he  had  a good  relationship  with  the 
community  because  they  did  not  know  that  he  was 
not  a doctor. 

(9)  “We  are  proposing  legislation  under  Medi- 
care and  Medicaid  to  bar  from  participation  prac- 
titioners who  have  consistently  abused  the  pro- 
gram.” So  far,  I don’t  know  how  far  they  have 
gone  to  establish  this.  I have  talked  with  Senator 
Curtis  and  I find  that  there  are  only  twelve  prac- 
titioners in  the  State  Nebraska  that  are  under 
scrutiny  — four  have  been  investigated  and  found 
free  of  any  wrongdoing  at  all,  eight  have  not  even 
been  investigated  and  I suspect  that  the  majority 
of  those  will  be  free  of  wrongdoing. 

(10)  “We  will  move  in  the  direction  of  reduc- 
ing Medicaid  burden  on  general  review  by  shift- 
ing to  various  forms  of  prepayment.”  Now  exactly 
what  this  means,  I don’t  know,  but  it  has  all  kinds 
of  implications. 

(11)  “We  will  develop  and  recommend  utilization 
i-eview  procedures  and  study  reimbursement  meth- 
ods and  standards  for  medical  care.”  Develop  stand- 
ards — this  is  something  I thought  we  had  been 
doing  in  this  country  for  at  least  100  years  and 
certainly  in  a very  vigorous  manner  in  the  last 
50  years. 
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(12)  “We  will  develop  procedures  for  better  de- 
termining eligibility  for  medical  care.”  This  was 
the  argument  before  Congress,  that  we  should  not 
demean  and  destroy  the  dignity  of  the  individual  by 
asking  them  any  questions.  But  now  we  are  go- 
ing to  do  it. 

(13)  “We  will  develop  a stronger  administra- 
tion at  the  federal  level  to  develop  technologies  of 
medical  assistance  managements.”  I don’t  know 
what  this  means,  but  I think  it  has  interesting  im- 
plications. 

(14)  Here’s  one  I think  you  will  be  very  in- 
terest in.  “We  will  call  upon  the  Governors  and 
State  Legislatures  to  re-examine  and  re-evaluate 
the  role  of  state  health  departments  in  improving 
the  delivery  of  health  services  (that’s  you)  and  to 
review  state  requirements  for  licensing  and  cer- 
tification which  stand  in  the  way  of  proper  use 
of  scarce  manpower.”  In  other  words,  I think  they 
mean  let’s  just  knock  out  this  level  we  think  that 
people  deserve. 

(15)  “We  will  call  upon  citizen’s  groups  and 
consumer  organizations  to  continue  their  efforts 
to  hold  the  medical  care  industry.”  Now  they 
want  to  call  this  a business.  As  a matter  of  fact, 
they  have  already  called  my  specialty  a business. 
The  reason  for  that  is  so  they  can  indict  you 
and  put  you  in  jail  if  necessary  under  anti-trust 
violation. 

(16)  “We  will  ask  and  challenge  American  busi- 
ness to  involve  itself  in  the  health  care  industry, 
including  the  creation  of  new  and  competitive 
forms  of  organization  to  deliver  comprehensive 
health  services  on  a large  scale  in  what  has  been 
up  to  now  largely  a cottage  industry.”  In  other 
words,  we  are  already  seeing  this  in  my  field,  but 
wait  until  General  Motors  and  Sears  Roebuck  de- 
cide to  set  up  a clinic  in  your  community.  And 
this  is  not  a figment  of  my  imagination.  This 
is  what  is  in  the  cards. 

Dr.  Kelley  told  the  House  that  Dr.  Goetowski 
had  called  his  attention  to  an  article  which  ap- 
peared in  the  September  25th  issue  of  the  New 
England  Journal  of  Medicine.  This  article  states 
the  difference  between  “rights”  and  “privileges” 
in  hospital  practice  as  it  relates  to  the  physician. 
He  cited  that  in  private  hospitals,  your  right  to 
practice  is  considered  a “privilege”,  and  in  tax 
supported  hospitals,  your  light  to  practice  is  con- 
sidered a “right.”  Dr.  Kelley  suggested  that  any 
physician  interested  in  this  article  could  request 
reprints  from  the  New  England  Journal  of  Medicine. 

The  following  comments  were  made  to  the  House 
by  Dr.  Gurnett: 

I wish  to  bring  to  this  House  a matter  which  I 
feel  needs  to  be  highlighted.  This  information  was 
given  to  me  by  Dr.  Schenken  and  it  pertains  to  a 
report  of  the  Committee  on  Planning  and  Develop- 
ment. In  November  of  1965,  the  Board  of  Trustees 
of  the  A.M.A.  established  a study  committee  on 
Planning  and  Development  which  was  given  the 
following  tasks: 

1.  To  review  and  study  current  procedures  and 
techniques  in  the  A.M.A.  for  planning  and 
development. 

2.  To  study  and  recommend  new  mechanisms 
and  organizational  arrangements  to  achieve 


more  effective  planning  and  development 
for  the  future. 

As  I understand  it,  this  report,  which  is  now 
ready,  is  going  to  the  A.M.A.  House  of  Delegates. 

I would  like  to  bring  to  your  attention  some  of  the 
things  that  Dr.  Schenken  has  discussed  with  me, 
and  Dr.  Schenken  has  written  a very  excellent 
critique  of  this  matter  and  has  voiced  his  strong 
opinions  about  it  to  the  Board  of  Trustees  of  the 
A.M.A. 

The  basic  thrust  of  the  report  is  embodied  in 
three  fallacious  assumptions: 

1.  The  scope  of  seiwices  of  the  medical  profes- 
sion must  include  the  World  Health  Or- 
ganization’s definition  of  health,  to  wit: 
“Health  is  a state  of  (complete)  physical, 
mental  and  social  well-being  and  not  merely 
the  absence  of  disease  or  infirmity.” 

2.  The  thesis  that  eveiy  human  being  has  the 
right  to  all  needed  health  services  is  dis- 
armingly simple  and  is  now  generally  ac- 
cepted. 

3.  That  the  A.M.A.  adopt  an  active  role  and 
take  the  initiative  in  developing  all  plans 
and  programs  for  health  care  in  “and  all 
the  manifestations  necessary.” 

Gentlemen,  when  you  hear  people  in  your  com- 
munity say  to  you  that  health  is  a right  — stop 
them  right  there.  If  you  don’t,  we  are  in  hot 
water  again.  If  health  is  a right  and  you  accept 
this  without  challenge,  you  immediately  do  one 
thing.  You  give  governmental  agencies  the  right 
to  assign  to  any  sick  individual,  real  or  imaginary, 
your  services.  Think  that  over  real  carefully.  If 
it  is  a right  and  it  is  then  the  duty  of  the  govern- 
ment to  protect  that  right,  it  follows  naturally  that 
you  must  be  assigned,  willing  or  not,  to  correct 
these  problems,  to  wit:  “physical,  mental  and  so- 

cial well-being.”  If  someone  in  the  community 
or  some  organization  starts  telling  you  health  is 
a right,  counter  with  the  availability  or  equal 
availability  of  health  services  is  a right. 

There  being  no  further  comments,  the  Vice 
Speaker  called  for  a motion  to  thank  the  Buffalo 
County  Medical  Society  for  their  hospitality  during 
this  Fall  Session.  This  received  the  unanimous 
approval  of  the  House. 

There  being  no  further  business,  this  session  of 
the  House  of  Delegates  was  adjourned. 


Surgery  for  Acute  Myocardial  Infarction  — 
T.  Z.  Lajos  et  al  UOO  High  St,  Buffalo, 
XY).  Ann  Thorac  Surg  8:452-457  (Nov) 
1969. 

This  seems  to  be  the  first  patient  who 
fully  recovered  after  undergoing  early  in- 
farctectomy  concomitant  with  attempted 
closure  of  a ventricular  septal  defect.  The 
patient  was  studied  both  before  and  after 
the  operation.  Secondary  closure  of  the  ven- 
tricular septal  defect  was  perfoiTned  five 
months  after  the  rupture  of  the  muscular 
ventricular  septum. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
January  10  — Cozad,  Elks  Lodge 
January  24  — Norfolk,  Elks  Lodge 
February  7 — Scottsbluff,  St.  Mary’s 
Hospital 

February  14  — Grand  Island,  St.  Francis 
Hospital 

AMERICAN  ACADEMY  OF  ALLERGY— 
Postgraduate  course,  February  14  - 15, 
1970 ; in  connection  with  its  26th  an- 
nual meeting,  February  14-18,  1970,  at 
the  Jung  Hotel,  New  Orleans,  Louisiana. 
Write  to:  American  Academy  of  Allergj^ 
Executive  Office,  756  North  Milwaukee 
Street,  Milwaukee,  Wisconsin  53202. 

RURAL  HEALTH  — 23rd  National  Confer- 
ence, sponsored  by  the  AMA  Council  on 
Rural  Health;  at  the  Pfister  Hotel  and 
Tower,  Milwaukee,  Wisconsin,  April  9-10, 
1970. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 102nd  ANNUAL  SESSION  — 
April  27-29,  1970,  Hotel  Cornhusker,  Lin- 
coln, Nebraska. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970 ; Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  AALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 


Treatment  of  Acute  Renal  Failure  With  In- 
travenou.s  Essential  L-Amino  Acids  — 
D.  W.  Wilmore  and  S.  J.  Dudrick  (3400 
Spruce  St,  Philadelphia).  Arch  Surg  99: 
669-673  (Nov)  1969. 

Essential  amino  acids  and  other  required 
nutrients  were  administered  by  vein  to  a pa- 
tient with  acute  renal  failure  and  multiple 
abdominal  injuries.  The  hypertonic  nutri- 


ent solution,  containing  the  minimal  require- 
ments of  chromatographically  pure  L-amino 
acids  essential  in  man,  concentrated  glucose, 
minerals,  vitamins,  and  trace  elements,  was 
infused  continuously  through  an  indwelling 
catheter  placed  percutaneously  into  the  sub- 
clavian vein  and  directed  into  the  superior 
vena  cava.  During  the  25-day  period  of 
total  parenteral  nutrition  with  this  selected 
protein  diet,  weight  gain,  wound  healing, 
fistula  closure,  and  positive  nitrogen  and 
potassium  balance  occurred  while  the  blood 
urea  nitrogen  level  remained  stable  and 
other  symptoms  of  uremia  resolved. 

Hazards  of  Permanent  Ileostomy  — R.  A. 
Jacob,  W.  G.  Pace,  and  N.  R.  Thomford 
(410  W Tenth  Ave,  Columbus,  Ohio).  Arch 
Surg  99:549-553  (Nov)  1969. 

The  problems  associated  with  a permanent 
ileostomy  are  of  importance  when  consider- 
ing protocolectomy  in  cases  of  ulcerative  co- 
litis. In  this  study,  14%  of  patients  required 
revision  of  their  ileostomy  within  the  first 
year  and  50%  within  ten  years.  In  no  in- 
stance did  revision  of  an  ileostomy  or  the 
complication  which  required  it  result  in  pro- 
longed disability  or  death.  Current  informa- 
tion suggests  a permanent  ileostomy  is  safe, 
compatible  with  good  health,  and,  with  few 
exceptions,  allows  normal  activity. 

Prognosis  in  Irritable-Bowel  Syndrome  — 
S.  L.  Waller  (Central  Middlesex  Hosp,  Lon- 
don) and  J.  J.  Misiew'icz.  Lancet  2:753- 
755  (Oct  11)  1969. 

To  establish  the  prognosis  in  the  irritable- 
bowel  syndrome,  50  patients  with  this  dis- 
order w'ere  studied.  Patients  were  seen  at 
two-monthly  intervals  for  a period  of  12  to 
31  months.  The  results  suggest  that  the 
irritable-bowel  syndrome  is  a chronic  relaps- 
ing condition,  with  onset  usually  before 
middle  age.  Although  the  severity  of  the 
symptoms  varied  during  the  follow-up  period, 
the  nature  of  the  symptoms  tended  to  remain 
constant  in  any  one  patient.  The  study  em- 
phasizes the  diagnostic  difficulties. 
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Phenoxybenzamine  in  Human  Shock  — S. 

Fromm  and  R.  F.  Wilson  (Wayne  State 
Univ  School  of  Medicine,  Detroit).  Surg 
Gynec  Obstet  129:789-793  (Oct)  1969. 

Phenoxybenzamine  was  given  in  an  aver- 
age dose  of  1 mg/kg  to  47  patients  in  shock. 
In  the  27  patients  in  whom  cardiac  output 
determinations  were  made,  21  had  an  in- 
crease in  cardiac  output  and  25  had  a de- 
crease in  total  peripheral  resistance,  with 
even  greater  changes  when  levarterenol  was 
also  given.  Blood  pressure  tended  to  de- 
crease, especially  if  there  was  any  evidence 
of  hypovolemia.  Pulse  rate  remained  fairly 
constant.  Urinary  output  increased  in  18 
patients.  The  skin  became  warmer  and 
drier  in  all  patients.  In  three  patients  with 
pulmonary  edema,  the  rales  dramatically 
disappeared  within  a few  minutes.  Survival 
rate  after  administration  of  phenoxybenza- 
mine in  patients  with  vasodilatation  asso- 
ciated with  sepsis  or  hepatic  disease  was  only 
3%.  Of  14  patients  with  vasoconstriction, 
six  improved  and  three  survived.  Vasodilator 
drug  therapy  may  be  of  value  to  block  vaso- 
constriction when  levarterenol  or  similar 
drugs  are  given  to  support  cardiac  function 
but  seems  to  be  deleterious  when  given  to 
patients  who  already  have  vasodilatation. 

Pyloroplasty  and  Vagotomy  — J.  R.  Lud- 
wick,  J.  N.  Wiley,  and  P.  Bass  (Univ  of 
Michigan  Medical  Center,  Ann  Arbor). 
Arch  Surg  99:553-559  (Nov)  1969. 

A series  of  chronic,  unanesthetized  dogs 
implanted  with  extraluminal  strain  gauge 
transducers  on  the  antrum  and  duodenum 
have  been  evaluated  for  motility  changes  in- 
duced by  Finney  pyloroplasty.  Pyloroplasty 
alone  alters  the  antral-duodenal  contractile 
patterns.  With  pyloroplasty  the  normal  an- 
tral contraction-duodenal  inhibition  reflex 
is  abolished  and  the  two  areas  contract  si- 
multaneously. This  change,  at  least  tem- 
porarily, impairs  gastric  emptying  to  a va- 
riable degree.  Also,  pyloroplasty  creates  a 
trend  for  decreased  contractile  force  in  the 
antrum  and  duodenum.  Vagotomy  further 
contributes  to  this  by  decreasing  the  con- 
tractile force  in  the  distal  antrum.  Since 


both  pyloroplasty  and  vagotomy  influence 
initial  gastric  emptying,  the  size  of  the 
stoma  in  the  Finney  pyloropasty  may  be  the 
important  feature. 

Enhanced  Intestinal  Absorption  After  Small 
Bowel  Resection  in  Man  — L.  D.  Wein- 
stein et  al  (Yale  Univ  School  of  Medicine, 
New  Haven,  Conn).  Arch  Surg  99:560- 
562  (Nov)  1969. 

Adaptive  compensation  was  evaluated  in 
four  patients  with  massive  small  bowel  resec- 
tion. Measurement  of  net  jejunal  absorp- 
tion of  sodium  (0.46  niEq/min)  and  water 
(4.0  ml  min)  were  greater  than  those  found 
in  control  subjects  (0.29  mEq/min±0.04,  2.6 
ml  min±0.26,  respectively).  Epithelial  cell 
hyperplasia  was  demonstrated.  Intestinal 
epithelial  cell  counts  averaged  158  cells  and 
120  cells  per  villus  in  two  patients  with  in- 
testinal resection  in  contrast  to  an  average 
of  69  cells  in  jejunal  biopsies  from  control 
subjects.  The  ability  of  the  intestine  to 
compensate  functionally  after  massive  re- 
section may  be  due  to  an  increase  in  the  num- 
ber of  absorptive  sites. 

Renal  Response  to  Intraoperative  Fluid  Ad- 
ministration — P.  Hutchin,  R.  P.  Terzi,  L. 
C.  Hollandsworth  (Univ  of  North  Caro- 
lina School  of  Medicine,  Chapel  Hill).  Surg 
Gynec  Obstet  129:794-798  (Oct)  1969. 

Administration  of  balanced  sodium  chlo- 
ride solution  to  patients  undergoing  pul- 
monary resections  minimized  the  anesthetic 
depression  of  renal  function.  Infusion  rates 
of  200  ml  to  300  ml/sq  m of  body  surface/ 
hour  were  associated  with  a significantly 
higher  glomerular  filtration  rate,  urinary 
sodium  excretion,  and  urinary  sodium-po- 
tassium ratio  than  lower  rates  of  fluid  ad- 
ministration. Sodium  balance  was  positive 
in  all  patients  and  increased  with  the  amount 
of  balanced  sodium  chloride  solution  admin- 
istered. When  increased  intraoperative  vol- 
umes of  fluids  are  infused  to  maintain 
urinary  function,  postoperative  fluid  restric- 
tion may  be  necessary  to  prevent  a possible 
circulatory  overload. 
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ORGANIZATIONS,  STATE== 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  M.D.,  Dean 
302  North  14th,  Omaha 

International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 

Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln 
Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 

Mrs.  Novelene  Gibbons,  Room  1219,  WOW  Bldg., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Theola  D.  Thornton,  President 
110  22nd  Drive,  Norfolk  68701 

Nebraska  .Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 
Nebraska  Blue  Cross-Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha 
Nebraska  Chapter 

.American  .Academy  of  General  Practice 
John  .A.  Brown,  M.D.,  Secy'. 

1620  M Street,  Lincoln 

Nebraska  Chapter 
.American  .Academy  of  Pediatrics 
Charles  E.  Look,  M.D.,  Sec’y-Treas. 

3610  Dodge  St.,  Omaha  68131 

Nebraska  Chapter 

.American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
.American  College  of  Surgeons 
Dr.  Barney  B.  Rees,  Sec’y'-Treas. 

419  The  Doctors  Building,  Omaha  68131 

Nebraska  Dental  .Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Mrs.  Mary  M.  Thompson,  President 
3223  No.  45th  St.,  Omaha  68104 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha 

Nebraska  Heart  .Association 

Mr.  Joseph  J.  Tholt,  Executive  Director 
430  South  40th  St.,  Omaha 


Nebraska  Hospital  .Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln 

Nebraska  Nursing  Home  .Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “0”  Street,  Lincoln  68504 

Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  M.D.,  Secretary 
710  Doctors  Building,  Omaha  69131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  .Association 
Miss  DeLanne  Simmons,  President 
1201  South  42nd  St.,  Omaha  68105 
Nebraska  Rheumatism  Association 
Dr.  John  F.  Latenser,  President 
809  The  Doctors  Building,  Omaha 
Nebraska  Society  for  Crippled  Children 
402  South  17th,  Omaha 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha 
Nebraska  Society  of  Medical  Technologists 

Marilyn  Crane,  President,  4019  Nicholas,  Omaha 
Nebraska  State  Department  of  Health 
Arnold  Reeve,  M.D.,  Director 
State  Capitol  Building,  Lincoln 
Nebraska  State  Medical  .Association 
Ken  Neff,  Executive  Secretary' 

1315  Sharp  Building,  Lincoln  68508 

Nebraska  State  Nurses  .Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha 

Nebraska  State  Obstetric  and  Gynecologic  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “0”  Street,  Lincoln 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  .Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  & Respiratory  Disease  .Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha 

Nebraska  Urological  .Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  Veterinary  Medical  .Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings 

Omaha  Mid- West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary, 

1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  O St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha 


Notify  The  Journal  of  Any  Changes  Concerning  Your  Organization. 
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Design  and  Operation  of  Van  for  Transport 
of  Sick  Infants  — G.  L.  Baker  (Univer- 
sity Hosp,  Iowa  City).  Amer  J Dis  Child 
118:743-747  (Nov)  1969. 

A mobile  nursery  van  for  the  transport  of 
sick  infants  is  heated,  air-conditioned,  well- 
lighted,  equipped  with  incubators,  oxy- 
gen, suction,  cardiotachometer,  resuscitation 
equipment,  and  drugs.  It  is  staffed  with 
medical  personnel  skilled  in  the  care  of  small 
infants  and  permits  evaluation  and  improved 
care  during  transfer  between  hospitals. 
Early  experience  with  the  transport  system 
in  a semi-rural  area  has  shown  its  value  in 
patient  care  and  acceptance  by  referring 
physicians. 


“Where  did  I ever  get  the  idea  that  a doc- 
tor’s job  is  just  treating  patients?” 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
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side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
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Convalescing ...  but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradualiy  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Miid  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae. 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions. 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis 0 case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 

EQUANIL 

(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Some  Effects  of  Motorcar  Driving  on  Nor- 
mal and  Abnormal  Heart  — P.  Taggart, 
D.  Gibbons,  and  W.  Somerville  (Middlesex 
Hosp,  London).  Brit  Med  J 3:130-133 
(Oct  18)  1969. 

Electrocardiograms  were  recorded  in  ex- 
perienced motorcar  drivers  accustomed  to 
busy  city  traffic,  while  driving  their  own 
cars  along  familiar  routes.  In  the  majority, 
with  normal  hearts  or  a history  of  coronary 
heart  disease,  heart  rates  increased;  brief 
periods  when  the  rate  exceeded  140/min, 
were  recorded  in  both  groups.  ST  changes 
not  caused  by  tachycardia  developed  in  three 
of  32  normal  drivers.  Of  24  drivers  with 
coronary  heart  disease,  13  increased  their 
ST  and  T abnormalities,  the  changes  being 
gross  in  six.  A further  five  developed  mul- 
tiple ventricular  ectopic  beats.  Two  coronary 
drivers  experienced  anginal  pain  and  left 
ventricular  failure.  Healthy  motor  - racing 
drivers  increased  their  heart  rates  to  180/ 
min  in  the  few  minutes  before  the  start  of  a 
race,  and  above  200  minutes  while  racing. 
Little  or  no  change  was  noted  in  the  plasma 
catecholamine  levels  in  three  coronary  sub- 
jects immediately  after  a city  drive.  All  of 
the  racing  drivers  showed  increase  in  levar- 
terenol. 
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LET’S  MAKE  EVERYTHING 
100  PERCENT 

We  tried  to  compile  a list  of  normal  values 
of  chemicals  in  blood  and  in  other  parts 
of  the  body,  and  we  were  at  the  same  time 
defeated  by  the  problem  and  can  claim  to 
have  solved  it.  We  found  international 
units,  Nelson-Somogyi  units,  U.S.P.  units, 
and  King- Armstrong  units;  and  in  addi- 
tion, there  were  milliequivalents  and  milli- 
grams percent  and  micrograms  per  hundred 
milliliters. 

But  what  the  doctor  wants  to  know  is  this ; 
if  the  acid  phosphatase  is  2.0,  is  that  normal 
or  abnormal?  We  have  a multiplicity  of 
units  and  a plethora  of  levels.  Fifty  may  be 
too  high  for  a BUN  and  too  low  for  blood 
sugar.  We  must  therefore  keep  all  normal 
values  in  our  heads  or  have  ready  access 
to  tables. 

Now  if  the  report  comes  back  indicating 
a too-high  level  of  something,  do  we  need 
to  know  that  it  is  50,  and  that  zero  to  20 
is  the  normal  range?  We  suggest  that  units 
have  become  too  important  and  too  many, 
and  that  the  patient  may  suffer  if  his  doc- 
tor cannot  remember  hundreds  of  values 
when  the  laboratoiy  is  closed.  Why  not  use 
100  as  the  normal  for  everything?  It  is 
normal  for  all  substances  if  we  change  the 
volumes  and  units.  And  besides,  100%  is 
normal  for  everything.  If  15.7  is  normal 
for  hemoglobin  and  the  report  is  14.1,  we 
still  have  to  convert  14.1  to  90%.  Why  not 
report  it  as  90%  ? 

Even  repeated  determinations  could  be 
shown  as  90%  and  then  as  80%,  instead  of 
36  and  32,  and  would  be  more  meaningful. 
How  much  better  for  the  student  not  to  have 
to  memorize  numbers  that  are  important 
only  to  the  laboratoiy. 

The  number  of  pounds  is  not  important, 
but  25%  overweight  is,  and  a hemoglobin 
reading  of  11  may  be  better  understood  as 
70%  of  normal.  Let’s  make  everything  100 
percent ; it’s  better  for  the  patient  and  easier 
for  the  doctor. 

— F.C. 


TWO  DOCTORS  WITH  THE  SAME 
SICKNESS 

There  is  an  increased  incidence  of  eponym- 
clinging  in  the  business  of  naming  diseases, 
and  a clinging  that  is  compounded  by  assign- 
ing two  names  to  each  illness  where  we  have 
been  used  to  one.  We  have  seen  articles 
written  by  12  authors,  and  double  eponyms 
may  be  the  same  sort  of  thing. 

There  are  Niemann-Pick  disease,  Chediak- 
Higashi  syndrome,  Letterer-Siwe  disease, 
Ellis-van  Creveld  syndrome,  and  Kleine- 
Levin  syndrome. 

And  we  have  Arnold-Chiari  malformation, 
Wericke-Korsakoff  syndrome,  Marchiafava- 
Bignami  disease,  and  Klippel-Feil  syndrome. 

We  can’t  explain  it.  Maybe  we’re  just 
running  out  of  diseases,  or  everybody  wants 
his  name  on  one. 

We  came  away  from  our  research  feeling 
quite  learned,  we  can  say  that  we  have  writ- 
ten an  essay  dealing  with  Marchiafava-Big- 
nami  disease. 

—F.C. 


Pressure  Relationship  Responsibilities  for 
Reflux  in  Patients  With  Hiatal  Hernia  — 

E.  H.  Longhi  and  P.  H.  Jordan,  Jr.  (Bay- 
lor Univ  College  of  Medicine,  Houston). 
Surg  Gynec  Obstet  129:734-748  (Oct) 
1969. 

Pressure  relationships  resulting  in  gastro- 
esophageal reflux  were  evaluated  in  three 
patients  by  means  of  simultaneous  cine- 
radiography and  manometric  studies.  The 
importance  of  a normally  functioning  gas- 
troesophageal sphincter,  located  within  the 
abdomen,  was  demonstrated.  Gastro- 
esophageal sphincters,  noraial  except  for 
their  displacement  into  the  chest,  are  unable 
to  resist  retrograde  flow  if  the  pressure 
gradient  between  the  esophagus,  hernial 
pouch,  and  stomach  is  reversed  by  straining, 
increased  resistance  at  the  distal  outlet  of 
the  hernia  pouch,  and  receptive  relaxation 
of  the  sphincter  during  swallowing,  etc. 
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ORIGINAL  ARTICLES 


Problems  in  Crohn's  Disease 


Nearly  40  years  have  passed 
since  Burrill  B.  Crohn^  of  New 
York  City  first  described  a dis- 
ease he  termed  terminal  ileitis  and  later  re- 
named regional  enteritis,  as  it  became  clear 
that  portions  of  the  small  bowel  other  than 
the  terminal  ileum  were  often  involved.  When 
coexistent  disease  of  the  ileum  and  cecum 
were  recognized,  the  term  ileo-colitis  became 
popular.2  With  further  study,  instances  of 
involvement  of  the  colon  alone  led  to  the 
designation  of  granulomatous  colitis.^  At 
the  present  time,  there  is  no  clear  method, 
other  than  the  anatomic,  of  differentiating 
these  various  types  of  nonspecific  intestinal 
disease.  Basil  Morson,^  of  St.  Mark’s  Hos- 
pital in  London,  has  suggested  that  the 
eponym  Crohn’s  disease  is  preferable.  The 
distinction  between  Crohn’s  disease  of  the 
colon  — that  is,  so-called  gi’anulomatous 
colitis  — and  chronic  ulcerative  colitis  is  at 
times  difficult,  and  at  times  a matter  of 
opinion.  I shall  not  undertake  to  elaborate 
on  the  problem  in  this  lecture.  My  plan 
is  first  to  present  some  general  considera- 
tions, and  then  a few  brief  illustrative  case 
reports. 

Tlie  etiology  of  Crohn’s  disease  is  still 
unknown.  The  clinical  manifestations  are 
numerous  and  variable.  It  is  important  to 
recognize  the  fact  that  there  are  acute  and 
chronic  forms;  perhaps  we  should  add  sub- 
acute and  relapsing,  for  the  disease  occurs 
in  almost  innumerable  foiTns.  It  may  involve 
any  portion  of  the  digestive  tract  from  the 
esophagus  to  the  anus,  but  the  site  of  pre- 
dilection is  the  small  bowel.  Skip  areas  are 
common;  in  fact,  discontinuity  is  one  of  its 
most  characteristic  features.  In  addition  to 
clinical  acumen,  the  most  important  diag- 
nostic procedures  are  x-ray,  proctoscopy,  and 
laparotomy,  but  here,  a few  words  of  warn- 
ing must  be  given.  The  early  changes  of 
Crohn’s  disease  may  be  difficult  to  detect 
by  x-ray  both  in  the  small  bowel  and  in  the 
colon ; in  more  than  one  case,  with  the  best 
of  radiologic  technique  and  excellent  films, 
ulcerating  lesions  of  the  ileum  producing 
diarrhea  and  fever  have  failed  to  be  demon- 
strated. If  the  process  does  not  involve  the 
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lower  colon,  proctosigmoidoscopy  may  be 
negative.  If  mild  changes  are  seen,  biopsy 
may  be  of  little  assistance,  for  the  patholo- 
gist is  likely  to  report  “non-specific  inflam- 
mation.’’ Even  at  laparotomy,  the  bowel 
may  appear  normal,  and  yet  the  subsequent 
course  of  events  may  establish  the  presence 
of  Crohn’s  disease. 

The  pathologic  picture  is  that  of  nonspe- 
cific inflammation.  In  its  classical  and  more 
advanced  forms  the  picture  is  typical,  and 
scarcely  to  be  confused  with  other  inflam- 
matory lesions  of  the  bowel,  but  at  times  the 
pathologist  may  have  as  much  difficulty  as 
the  clinician. 5-  ^ 

Treatment  is  empirical.  Surgery  is  usual- 
ly reserved  for  complications  of  the  disease; 
the  recurrence  rate  is  high  and  the  incidence 
of  postoperative  complications  of  one  kind 
or  another  is  also  high.'  Medical  treatment 
can  be  both  gratifying  and  frustrating.  I 
consider  rest  extremely  important.  A low 
residue  non-laxative  high  caloric  diet  is  help- 
ful, preferably  low  in  salt  because  of  the 
probability  of  the  administration  of  corticos- 
teroid hormones. 

The  various  antispasmodic  and  sedative 
drugs  are  of  some  assistance,  but  the  re- 
sults are  not  dramatic.  Corticotropin  and 
the  corticosteroid  hormones  are  the  most 
effective  agents,  often  producing  surprising 
results,  including  an  improved  sense  of  well- 
being, an  increase  in  appetite  and  in  weight, 
a subsidence  of  fever,  and  a decrease  in  the 
pain  and  diarrhea.  Objective  evidence  of 
improvement  may  be  seen  proctoscopically. 
Occasionally  a palpable  mass  decreases  in 
size.  Roentgen  evidence  of  improvement  is 
likely  to  be  late  in  appearing.  The  complica- 
tions of  steroid  therapy  are  well  known  and 
may  force  withdrawal  of  the  hormones.  The 
moon-face,  acne,  and  hirsutism  are  exceed- 

tThe  Richard  T.  Crane  Professor  of  Medicine,  Emeritus,  of 
The  University  of  Chicago. 

•Annual  Distinguished  Nebraska  Lecturer.  Nebraska  State 
Medical  Association.  Omaha,  April  30,  1969. 
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ingly  variable  in  frequency  and  rate  of  ap- 
pearance; patients  differ  in  their  ability  to 
tolerate  these  cosmetic  changes.  The  three 
problems  causing  the  greatest  difficulty  in 


Figure  1.  Extensive  disease  of  the  distal  ileum  in  1964. 


terms  of  continued  administration  of  the 
hormones  are  osteoporosis,  diabetes,  and 
hypf>rtension.  Various  measures  can  be 
used  to  counteract  these  changes,  but  usual- 
ly when  such  overt  changes  appear,  corti- 
costeroid therapy  must  be  abandoned  or  used 
with  the  greatest  discretion. 

The  following  case  reports  are  illustrative: 

Case  1.  In  1964  a 41-year  old  house- 
wife was  seized  with  abdominal  pain 
and  diarrhea  — generalized  abdominal 
tenderness  and  rigidity  were  present; 
corticosteroid  treatment  afforded  dra- 
matic relief  (Figure  1).  Over  the  en- 
suing months  and  years,  the  patient  re- 
mained clinically  well,  gained  weight 
and  regained  normal  bowel  function. 
The  roentgen  findings  reverted  almost 
to  normal. 

Case  2.  A boy  12  yrs.  of  age  in  1957 
has  been  under  observation  and  treat- 
ment for  the  past  12  years.  He  has  had 
recurring  episodes  of  pain,  diarrhea, 
and  fever,  with  extensive  involvemenc 
of  the  small  bowel,  (Figure  2)  but  he 
has  been  able  to  continue  his  education 
in  spite  of  his  illness.  He  is  currently 
doing  well  with  minimal  therapy  even 


Figure  2.  Extensive  rigidity  and  loss  of  mucosal  pattern  in  lower  jejunum  and  ileum  in  1962. 
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though  there  is  recurrent  disease  in  the  ly  few  symptoms  until  it  produced  acute 

distal  ileum  and  in  the  transverse  colon.  intestinal  obstruction. 


In  these  two  patients,  the  disease  produced 
relatively  acute  symptoms  and  was  respon- 
sive to  therapy. 


The  extreme  chronicity  of  the  disease  in 
certain  patients  is  illustrated  by  the  follow- 
ing case: 


Case  S.  In  1954  a boy  of  12  developed 
recurring  attacks  of  acute  periumbilical 
pain.  For  3 years,  he  did  fairly  well 
on  medical  treatment.  In  1957  at  the 
age  ol  15,  exploratory  laparotomy  re- 
portedly revealed  disease  from  the  liga- 
ment of  Treitz  to  a point  3 feet  proximal 
to  the  ileocecal  valve.  Appendectomy 
only  was  performed.  Following  opera- 
ation,  the  symptoms  w ere  minimal 
(Figure  3),  except  for  recurring  attacks 
of  acute  intestinal  obstruction  leading 
finally,  5 years  later,  in  1982,  to  a sec- 
ond operation  with  a resection  of  135 
cm  of  small  bowel  (Figure  4).  Recov- 
ery was  uneventful  and  the  patient  did 
well  except  for  the  eventual  recurrence 
of  the  same  old  attacks  of  acute  intest- 
inal obstruction ; these  led  to  a third 
operation  in  February  1969  with  resec- 
tion of  another  50  cm  of  diseased  small 
bowel.  Recovery  was  again  uneventful. 
This  is  an  instance  of  the  sclerosing 
form  of  the  disease  producing  relative- 


Case  U.  In  1935  a pathologist  diag- 
nosed the  appendix  removed  from  a 10- 
yr.  old  boy  as  Crohn’s  disease.  The  boy 
remained  free  of  abdominal  symptoms 
and  indeed  survived  4 years  of  active 
service  in  World  War  II,  but  20  years 
later  he  developed  persistent  diarrhea 
associated  with  roentgenologic  evidence 
of  disease  of  the  ileum  (Figure  5). 
His  symptoms  have  been  controlled  to 
the  present  time  by  medical  measures. 

Similar  chronicity  with  much  greater  se- 
verity is  illustrated  by  another  patient. 

Case  5.  In  1957  a 19-year  old  boj' 
developed  bloody  diarrhea,  and  lost  45 
lb  in  weight.  By  x-ray,  the  entire 
colon  was  rigid  and  devoid  of  haustral 
pattern.  A diagnosis  of  ulcerative 
colitis  was  made,  and  treatment  insti- 
tuted. Recovery  was  slow.  Subsequent 
films  showed  involvement  of  long  seg- 
ments of  the  small  bowel  as  well  as  the 
colon,  and  hence  suggested  the  diag- 


Kiiture  .3.  Extensive  disease  of  the  ileum  with  minimal  symptoms. 
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nosis  of  Crohn’s  disease  rather  than 
chronic  ulcerative  colitis.  The  current 
film  (Figure  6)  shows  something  of  the 
severity  and  extent  of  the  process.  The 
patient  continues  at  work.  He  is  over- 
weight. His  bowel  function  is  con- 
trolled by  diet,  by  15  mg  of  well  toler- 
ated Prednisone  daily,  and  by  10  drops 
of  deodorized  tincture  of  opium  each 
morning. 

Case  6.  A more  discouraging  picture 
is  presented  by  a young  woman  21  years 
of  age,  first  seen  in  September  1964 
because  of  abdominal  pain,  diarrhea, 
and  loss  of  weight  of  less  than  a year’s 
duration.  In  spite  of  intensive  treatment 
for  over  two  years,  the  symptoms  and 
the  roentgenological  evidence  of  stenos- 
ing  disease  progressed  (Figure  7).  At 
operation,  93  cm  of  diseased  bowel  were 
removed.  Recovery  was  uneventful,  but 
the  diarrhea  recurred,  raising  the  ques- 
tion of  recurrent  disease  or  of  the  so- 
called  short  bowel  syndrome,  or  both. 
The  fecal  fat  averages  about  30  gm 
per  day,  at  least  3 times  the  normal 
maximum  output,  and  the  Schilling  test 
shows  almost  no  absorption  of  B,o.  The 


Figure  5.  Extensive  disease  distal  ileum  22  years  after 
original  diagnosis  of  Crohn’s  disease  of  appct>u..\. 


Figure  4.  Sclerosing  ileitis  producing  high  grade  obstruction  of  small  bowel.  Resection  of  135  cm 
of  small  bowel. 
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continued  diarrhea  and  the  x-ray  evi- 
dence of  recurrent  disease  of  the  distal 
20  cm  of  ileum  present  a continuing 
problem.  Further  resections  of  the 
bowel  are  scarcely  permissable  and 
hence  we  are  forced  to  rely  on  medical 
measures  which  thus  far  in  this  patient 
have  failed  to  provide  control. 

Case  7.  An  entirely  different  prob- 
lem is  illustrated  by  a 63-year  old  fe- 
male under  treatment  for  several  years 
for  so-called  functional  diarrhea  who 
developed  anemia  from  intestinal  blood 
loss  and  fever  of  unknown  oi’igin.  In- 
numerable roentgenologic  and  other 
studies  w ere  negative.  Exploratory 
laparotomy  revealed  questionable  dis- 
ease of  the  ileum;  when  the  bowel  was 
resected,  large  deep  ulcers  were  found. 
Resections  of  the  grossly  diseased 
bowel  and  continued  treatment  have  pro- 
vided relief  thus  far. 

Case  8.  The  difficulties  in  diagnosis 
are  further  shown  by  the  case  of  a 20- 
year-old  young  man  with  fever  of  un- 
determined origin  treated  for  subacute 


FipTure  <>.  Stiffening  and  loss  of  pattern  in  long  seg- 
ments of  the  i'eum  with  saccular  deformity  of  the  proximal 
colon  typical  of  the  healing  pixjcess  in  Crohn’s  disease 
of  the  colon.  April  1969. 


bacterial  endocarditis.  When  there  was 
no  response,  an  exploratory  laparotomy 
was  performed;  the  bowel  appeared  nor- 
mal, but  enlarged  lymph  nodes  were 
found.  One  pathologist  interpreted  a 
node  as  indicative  of  tuberculosis ; hence 
anti-tuberculosis  therapy  was  admin- 
istered. A skin  test  for  histoplasmosis 
was  positive,  suggesting  histoplasmosis. 
Another  pathologist  diagnosed  granu- 
lomatous lymphadenitis.  With  time,  the 
fever  and  diarrhea  subsided,  but  the 
films  disclose  evidence  of  disease  from 
the  pylorus  to  the  sigmoid  (Figure  8). 
To  my  mind,  the  best  diagnosis  is 
Crohn’s  disease  of  the  small  bowel  and 
colon. 

Case  9.  A different  form  of  the  dis- 
ease is  to  be  found  in  the  case  of  a 51- 
year-old  female  who  developed  severe 
rheumatoid  arthritis,  diarrhea  and  fe- 
ver. Repeated  x-ray  examinations  dis- 
closed abnormalities  of  the  colon  and 
of  the  small  bowel.  After  2 years  of 
treatment  the  symptoms  were  brought 
under  control  except  for  severe  pain 
with  each  bowel  movement.  A seg- 


Fiprure  7.  Stenosing  ileitis  progressing  despite  therapy, 
re<iuiring  resection  of  93  cm  of  bowel,  and  recurring  in 
the  present  distal  ileum. 
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Figure  8.  Diffuse  disease  pylorus  to  colon.  (Film 
taken  15  minutes  after  ingestion  of  barium). 


mental  resection  of  the  most  diseased 
portion  of  the  descending  colon  relieved 
the  pain;  recovery  was  uneventful 
(Figure  9).  The  resected  specimen  sug- 
gested to  the  pathologist  the  simple  di- 
agnosis of  diverticulitis,  but  such  a di- 
agnosis would  not  explain  the  disease  in 
the  remainder  of  the  bowel  or  the  clin- 
ical history.  Morson  has  described 
Crohn’s  disease  in  association  with  di- 
verticulitis. 

Case  10.  Rectal  involvement  with 
anal  fistulae  and  scars  are  fairly  fre- 
quent. A 50-year  old  housewife  had 
become  incapacitated  from  diarrhea  of 
long  duration,  anal  fistulae,  and  multi- 
ple anal  operations.  Examination  dis- 
closed a dense  fibrous  stricture  of  the 
anus,  resulting  from  disease  and  repeat- 
ed surgical  attempts  to  cure  it.  By  x-ray 
it  was  evident  that  the  inflammatory 
process  involved  the  rectum,  sigmoid 


Figure  9.  Diffuse  disease  of  small  bowel  and  colon  with  discontinuous 
involvement  of  proximal  colon  and  ulceration  of  the  descending  colon. 
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and  descending  colon.  A combined  ab- 
domino-perineal  resection  did  not  afford 
relief ; the  disease  recurred  in  the  prox- 
imal colon  and  has  required  continued 
treatment. 

Case  11.  A more  hopeful  outlook 
even  in  the  face  of  extensive  involve- 
ment is  illustrated  by  the  case  of  a 34- 
year  old  female  with  diarrhea  of  8 years’ 
duration.  Six  years  prior  to  admission, 
laparotomy  had  disclosed  such  a gen- 
eralized disease  of  the  small  bowel  and 
colon  that  the  surgeon  had  simply  closed 
the  abdomen.  In  the  ensuing  six  years, 
the  diaiThea  continued  and  the  patient 
developed  numerous  fistulae : entero- 
cutaneous  to  both  hips  with  wounds 
oozing  pus,  rectoperineal  fistulae,  and 
enterovesical  fistula  with  continued  in- 
fection of  the  urinary  tract.  At  lapar- 
otomy, disease  of  the  entire  colon  and 
rectum  as  well  as  of  the  distal  ileum  was 
found.  The  diseased  60  cm  of  ileum 
was  removed  together  with  the  entire 
colon  and  rectum.  A pan-hysterectomy 
was  performed  and  an  ileostomy  was 
established.  The  fistula  to  the  urinary 
bladder  was  closed  as  well  as  the  other 
fistulae.  Convalescence  has  been  re- 
markably uneventful  with  complete  heal- 
ing of  all  wounds,  normal  function  of 


the  ileostomy,  gain  in  weight  and  res- 
toration to  health. 

Summary 

In  this  presentation,  I have  endeavored 
to  describe  some  of  the  diagnostic  and  thera- 
peutic problems  of  a disease  of  unknown  eti- 
ology, yet  one  rapidly  increasing  in  frequency 
and  presenting  the  physician  and  surgeon 
with  some  of  their  greatest  dilemmas.  Treat- 
ment is  empirical,  sometimes  discouraging, 
but  much  can  be  accomplished.  Perhaps  the 
most  important  words  of  counsel  are  patience 
and  conservatism  but,  on  the  other  hand, 
bold  surgery  may  provide  the  only  means 
of  restoring  an  intestinal  cripple  to  health 
and  useful  activity. 
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Present  Clinical  Uses  of 
Diagnostic  Ultrasound* 


IN  the  past  decade,  the  use  of 
ultrasound  for  medical  diag- 
nostic purposes  in  the  United 
States  has  been  rapidly  increasing.  The  ad- 
vantage of  this  method  is  that  non-ionizing 
radiation  can  be  used  at  power  levels  which 
have  not  produced  any  demonstrable  harm- 
ful genetic  or  somatic  effects  in  patients  or 
in  many  generations  of  experimental  ani- 
mals. 

Ultrasonic  waves  of  approximately  1 to 
10  megacycles  per  second  are  used.  These 
are  produced  by  electrical  stimulation  of  a 
piezo-electric  crystal,  such  as  barium  titan- 
ate.  Bursts  of  ultrasonic  pulses  are  pro- 
duced many  times  per  second  with  a rela- 
tively long  “dead  time”  between  transmis- 
sions. Transmitted  ultrasound  waves  can  be 
directed  in  a beam-like  fashion  through  any 
solid  or  liquid  substance.  These  waves  travel 
at  different  speeds  through  different  sub- 
stances, giving  rise  to  an  interface  between 
materials  of  differing  acoustic  impedance. 
At  the  interface,  some  of  the  waves  will  pass 
through,  others  will  be  refracted  and  scat- 
tered, and  others  will  be  reflected  directly 
back  to  the  crystal  for  measurement  pur- 
poses. During  the  “dead  time,”  the  crystal 
can  act  as  a receiver  for  ultrasonic  pulses 
being  reflected  from  various  interfaces  in 
the  subject  under  examination.  The  return- 


Figure  1.  Normal  echoencephalogram.  “A-Mode”  trac- 
ing shows  comparison  of  echoes  obtained  from  right  and 
left  sides.  (1)  Transducer  echo.  (2)  Midline  echoes. 
(3)  Far  side  of  skull  complex. 
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ing  echoes  produce  electrical  impulses  in  the 
crystal  which  can  be  displayed  on  an  oscillo- 
scope in  such  a way  that  the  time  for  the 
pulse  to  go  out  and  return  can  be  presented 
as  a distance  measurement.  This  is  known 
as  “A-mode”  ultrasound.  The  instruments 
used  today  are  generally  portable  and  can 
be  used  easily  at  the  bedside. 

One  of  the  major  uses  of  diagnostic  ultra- 
sound today  is  for  determination  of  the  posi- 
tion of  the  midline  of  the  skull.  If  the  trans- 
ducer is  placed  just  above  and  behind  the 
ear,  echoes  will  be  obtained  from  the  mid- 
line which  probably  emanate  from  the  back 
of  the  third  ventricle  area  and  possibly  from 
the  pineal  gland.  A complex  of  echoes  is  also 
obtained  from  the  far  side  of  the  head. 
(Figure  1).  Comparison  of  echoes  obtained 
from  both  sides  will  indicate  the  location 
of  the  midline  with  a fairly  high  degree  of 
accuracy.  (Figure  2)  This  rapid  harmless 
test  is  of  great  value  in  evaluating  all  intra- 
cranial problems  and  can  be  of  considerable 
help  in  areas  where  immediate  neurosurgical 
help  is  not  available.^ 

Echoes  can  also  be  obtained  from  other 
structures,  particularly  the  walls  of  the 
lateral  ventricles.  This  is  easier  in  children 
and  has  been  used  for  evaluating  and  follow- 
ing the  course  of  children  with  suspected  or 
known  hydrocephalus.® 

The  use  of  ultrasound  for  the  diagnosis 
of  pericardial  effusion  has  also  proven  to 
be  quite  useful.  Again,  this  method  pro- 
vides a simple  safe  examination  which  can 
be  performed  at  the  bedside  in  an  oxygen 
tent  at  little  inconvenience  to  the  patient. 
By  directing  the  beam  posteriorly  from  the 

•Presented  at  Omaha  Mid-West  Clinical  Assembly,  October, 
1968. 

fProfessor  of  Radiology,  Temple  University  Health  Sciences 
Center. 
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4th  or  5th  interspace  adjacent  to  the  left 
border  of  the  sternum,  a pulsatile  echo  can 
be  obtained  from  the  complex  of  the  pos- 
terior wall  of  the  heart,  pericardium  and  ad- 
jacent lung.  (Figure  3).  In  the  presence 
of  pericardial  effusion,  the  pulsatile  pos- 
terior heart  wall  can  be  seen  to  separate  from 
the  pericardial-lung  echo  which  remains 
relatively  motionless  aside  from  slight 
changes  with  respiration.  (Figured).  A dif- 
ferent type  of  presentation,  using  the  “B 
mode”  with  a slow  sweep  attachment  on  the 
oscilloscope,  can  display  these  sequentially 
over  a short  period  of  time. 

Tliis  method  is  accurate  and  correlates 
quite  well  with  other  methods  for  diagnosing 
pericardial  effusion,  such  as  intracardiac 
CO^  studies  and  angiocardiography.'^  By 
aiming  the  ultrasound  beam  inward  and 
medially  from  the  cardiac  apex,  echoes  can 
be  obtained  from  the  moving  mitral  valve. 
The  rate  and  distance  of  motion  can  be  re- 
corded as  a tracing,  giving  a good  indica- 
tion of  limitation  of  motion  seen  with  mitral 
stenosis.  The  motion  of  ball-valve  pros- 
theses  can  also  be  evaluated  by  this  method. 

“A-mode”  ultrasound  has  been  extremely 
helpful  in  differentiating  solid  from  cystic 


masses  throughout  the  body.  Renal  as  well 
as  other  abdominal  masses  are  readily  avail- 
able for  examination.  By  using  a low  power 
transmission  initially,  the  borders  of  the 
mass  can  be  outlined.  Raising  the  power 
level  can  then  cause  filling  in  of  the  mass 
by  multiple  echoes  in  solid  tumors  because 
of  the  multiple  interfaces  with  the  mass. 
Cystic  lesions  will  remain  clear,  except  at  the 
boundaries,  because  of  the  homogeneity  of 
the  contents  of  the  mass.^ 

The  borders  of  the  abdominal  aorta  can 
also  be  determined  and  the  lumen  measured 
for  determination  of  aneurysmal  dilatation. 
In  the  presence  of  arteriosclerotic  plaques, 
echoes  will  be  seen  to  diminish  the  diameter 
of  the  lumen. ^ 

Ultrasonic  fetal  cephalometry,  the  mea- 
surement of  the  biparietal  diameter  of  the 
baby’s  skull  while  still  in  the  uterus,  has 
been  studied  and  correlation  found  to  be 
quite  accurate  with  the  measurements  made 
immediately  after  delivery.  This  has  been 
helpful  to  obstetricians  in  breech  and  other 
difficult  deliveries.  A correlation  has  been 
found  between  fetal  head  size  and  weight,  so 
the  maximum  weight  of  the  fetus  can  be  pre- 
dicted. This  is  important  in  patients  when 


Figure  2.  Abnormal  echoencephalogram  with  shift  of  midlinc  to  left.  (21,  due  to 
sparetaking  lesion  on  right. 
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Figure  3.  Normal  echocardiogram.  The  top  tracing  is  “A-Mode*’ 
showing  a transducer  echo  at  the  chest  wall  (t),  and  the  complex 
echo  of  posterior  wall,  pericardium  and  lung,  11  centimeters  deep  (pw). 

The  lower  tracing  is  a slow  sweep  “B-Mode”  showing  motion  of 
the  posterior  complex  with  systole  and  diastole. 
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operative  delivery  is  contemplated,  because 
of  associated  medical  conditions  and  the  clini- 
cian would  like  to  determine  when  the  fetus 
has  attained  a weight  compatible  with  a good 
chance  of  survival. 

A different  type  of  ultrasound  instrument 
utilizing  the  “Doppler  effect”  has  also 
opened  new  approaches  to  diagnosis.  When 
sound  waves  are  reflected  from  moving  ob- 
jects, for  example  red  cells  within  the  blood 
vessels,  there  is  a change  in  the  frequency 
of  the  sound.  This  difference  in  frequency 
between  transmitted  and  received  ultra- 
sound from  blood  vessels  can  be  presented  as 
an  audible  signal.  Examination  of  peripheral 
arteries  can  reveal  narrowing  of  the  lumen, 
giving  a higher  pitched  signal.  Complete 
obstruction  will  give  a dull,  thudding  sound 
with  no  sound  distally.®  Sounds  can  be  re- 
corded on  tape  or  by  kymograph. 

Venous  disease  also  gives  a characteristic 
change  in  frequency  when  extremities  are 
squeezed  to  increase  or  obstruct  flow.  Sud- 
den pressure  applied  above  incompetent 
valves  will  give  audible  evidence  of  blood  be- 
ing forced  in  a retrograde  manner,  but  in  the 
presence  of  venous  thrombosis  no  accen- 
tuation of  sound  occurs.® 

In  obstetiics,  the  placenta  can  be  easily 
localized  by  its  characteristic  “whooshing” 
sound  with  a rapid  confirmation  of  placenta 
praevia.  Fetal  heart  rate  can  also  be  mon- 
itored by  Doppler  ultrasound.  The  sound  of 
the  fetal  heart  is  quite  reassuring  to  both 
the  mother  and  doctor  w’hen  fetal  death  is 
suspected.  The  presence  of  twins  can  also 
be  determined. 

In  summary,  there  are  many  clinical  di- 


agnostic uses  for  ultrasound  today  in  general 
medical  practice. 

In  addition  to  those  mentioned  here,  many 
more  sophisticated  cardiac  examinations, 
ophthalmologic  uses,  examinations  for  for- 
eign body  localization,  as  well  as  actual 
scanning  with  a resultant  picture  of  the  part 
under  study,  are  being  performed  in  depart- 
ments and  laboratories  throughout  the  coun- 
try. Some  of  these  are  extremely  reliable, 
while  others  are  still  in  the  experimental 
phase. 

If  a comparison  is  made,  ultrasound  at 
present  probably  should  be  equated  with 
radiology  in  1900,  a field  as  yet  in  its  infancy, 
which  in  the  future  will  continue  to  provide 
considerable  diagnostic  information  without 
exposure  to  ionizing  radiation  and  frequent- 
ly with  less  discomfort  and  inconvenience  to 
the  patient. 
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Medicaid  — A Joint  Responsibility 


For  many  years  the  problem  of 
delivering  health  services  to  the 
low  income  and  indigent  popu- 
lation in  the  United  States  was  the  subject 
of  debates  that  were  often  acrimonious  and 
usually  ineffective. 

In  this  decade  talk  gave  way  to  action  as 
several  basic  programs  were  developed  and 
made  operational.  One  of  them,  Medicaid, 
was  designed  to  bring  medical  services, 
within  the  existing  framework  of  Ameri- 
can medical  practice,  to  some  of  the  people 
who  could  not  afford  to  pay  for  them. 

Probably  all  of  you  here  have  had  some 
contact  with  Medicaid,  at  the  delivery  end. 
Nevertheless,  it  may  be  useful  if  I give 
you  a brief  sketch  of  Medicaid  from  the  or- 
ganizational point  of  view,  even  at  the  risk 
of  covering  a little  familiar  ground. 

Medicaid  was  created  by  the  1965  amend- 
ments to  the  Social  Security  Act  that  added 
Title  XIX  to  the  law.  Other  amendments 
were  added  in  1967.  Medicaid  did  not  make 
its  appearances  as  something  new  and 
startling,  but  as  a new  and  better  way  to 
continue  medical  assistance  programs  that 
were  operating  under  earlier  titles  of  the 
social  security  act.  Specifically,  Medicaid 
took  over  medical  assistance  for  four  cate- 
gories of  needy  people  who  were  least  able 
to  help  themselves;  the  aged,  the  blind,  the 
disabled,  and  families  with  dependent  chil- 
dren. These  are  the  categorically  needy  — 
people  whose  disabilities  and  low  incomes 
qualify  them  for  public  assistance.  The 
Federal  Government  provides  funds  to  help 
the  states  take  care  of  these  people.  Federal 
participation  is  based  on  each  state’s  per 
capita  income  levels,  and  ranges  from  50 
percent  in  the  most  prosperous  states  to 
more  than  80  percent  in  the  poorer  ones. 
In  Nebraska,  the  federal  share  of  Medicaid 
is  now  about  60.5  percent  and  will  decline 
to  57.25  percent  on  July  1,  1969.  Nebraska’s 
per  capita  income  has  undoubtedly  increased. 

States  must  also  include,  as  categorically 
needy,  those  people  who  would  be  eligible 
for  public  assistance  programs  if  the  states’ 
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eligibility  rules  were  as  broad  as  federal 
legislation  permits,  and  those  who  would  be 
eligible  for  assistance  payments  if  they 
were  not  patients  in  medical  facilities. 

States  may  include  as  “medically  needy” 
those  individuals  who  are  aged,  blind,  or 
disabled,  and  those  families  with  dependent 
children  whose  incomes  suffice  for  daily  liv- 
ing expenses  but  not  for  medical  care : in 
other  words,  people  who  would  be  eligible 
for  federally  aided  financial  assistance  if 
they  had  less  income  and  resources.  States 
may  also  include  all  medically  needy  people 
under  age  21  even  though  they  are  not 
eligible  for  aid  to  families  with  dependent 
children. 

The  federal  government  shares  in  the  cost 
of  medical  services  for  all  of  the  people  I 
have  listed. 

A state  Medicaid  plan  may  include  low- 
income  people  for  whom  federal  sharing  in 
costs  is  not  authorized. 

The  Federal  Government  shares  in  the  ad- 
ministrative cost  of  providing  medical  serv- 
ices to  these  needy  people,  but  not  the  medical 
costs. 

States  that  have  not  yet  begun  Medicaid 
programs  have  been  getting  federal  funds 
for  the  categorically  needy  under  the  earlier 
titles  of  the  social  security  act,  but  that 
assistance  will  be  terminated  at  the  end  of 
this  year.  Beginning  January  1,  1970,  fed- 
eral funds  for  these  medical  assistance  pro- 
grams will  be  available  for  the  states  only 
through  Medicaid. 

As  you  know,  Medicaid  is  a kind  of  fed- 
eral-state partnership.  Title  XIX  provides 
a broad  description  of  the  program,  and 
describes  the  various  state  and  federal  re- 
sponsibilities. Each  state  works  out  the 

‘Director  Health  Services  Division.  Medical  Services  Admin- 
istration, Social  and  Rehabilitation  Services.  U.  S.  Department 
of  Health,  Education,  ,and  Welfai'e. 


February,  1970 


103 


kind  of  Medicaid  plan  it  feels  is  appropriate 
to  its  needs  and  finances,  within  the  limits 
of  the  federal  law.  The  Seci'etary  of  Health, 
Education,  and  Welfare  must  approve  all 
state  plans,  and  take  appropriate  steps  to 
see  that  the  plans  are  administered  as  re- 
quired by  the  law  and  federal  regulations. 
The  actual  administration  of  Medicaid  is 
the  job  of  a single  state  agency,  usually 
the  Department  of  Health  or,  as  in  Nebraska, 
the  Department  of  Public  Welfare.  In  the 
Department  of  Health,  Education,  and  Wel- 
fare it  is  the  responsibility  of  the  Medical 
Services  Administration,  Social  and  Rehabili- 
tation Service. 

There  are  43  Medicaid  programs  in  oper- 
ation — 39  states,  and  the  District  of  Colum- 
bia, Guam,  Puerto  Rico,  and  the  Virgin 
Islands  — and  no  two  are  quite  alike.  All 
participating  states  must  provide  five  basic 
services  for  the  categorically  needy;  in- 
patient hospital  seiwices,  outpatient  hospital 
services,  laboratory  and  x-ray  services, 
skilled  nursing  home  seiwices  for  people 
over  21,  and  physicians’  services.  States 
may,  in  addition,  include  any  or  all  of  nine 
other  categories  of  services. 

The  wide  range  of  variations  in  the  43 
Medicaid  programs  complicates  life  for  those 
of  us  in  the  central  office.  However,  and 
much  more  important,  these  different  pro- 
grams provide  us  Avith  a variety  of  experi- 
ences through  which  we  can  evaluate  the  pro- 
vision of  health  services.  Out  of  the  suc- 
cesses and  failures  that  occur  will  emerge 
new  knowledge  and  understanding,  regard- 
ing the  best  way  to  do  the  job.  New  pat- 
terns of  successful  operation  will  arise  from 
the  shared  experiences  of  states  having  com- 
mon problems.  In  time,  it  is  possible  that 
a greater  degree  of  uniformity  will  evolve, 
not  by  order  of  Washington,  but  worked  out 
by  the  states  themselves. 

In  another  way,  too,  differences  between 
state  programs  may  diminish  as  all  states 
work  toward  the  goal  envisioned  in  Title 
XIX:  comprehensive  care  for  all  those 

who  meet  the  financial  eligibility  standards, 
to  be  achieved  by  1975. 

To  see  how  far  IMedicaid  has  come  al- 
ready, let  me  present  a few  statistics  on 
the  scope  of  the  program. 


Expenditures  for  health  services  made 
through  vendor  pajunents  in  connection 
with  federally  aided  assistance  programs 
and  state  and  local  general  assistance  pro- 
grams are  a matter  of  interest  and  concern 
to  you,  both  as  physicians  and  as  tax  payers. 
In  fiscal  year  1951  such  expenditures  totaled 
som.e  $100,746,000.  By  the  beginning  of  the 
next  decade  (1960)  federal-state  annual  ex- 
penditures had  risen  to  $493,000,000.  Then 
came  Medicaid  in  fiscal  year  1966  and  ex- 
penditures rose  in  that  year  to  $1,710,000,000. 
Costs  spiraled  upward  to  $3,581,000,000 
in  fiscal  year  1968.  Estimates  for  1970  call 
for  an  expenditure  of  $5,350,000,000  for 
Medicaid.  Even  with  expenditures  at  that 
level,  health  services  for  the  population  Medi- 
caid is  designed  to  cover,  will  be  far  from 
complete. 

While  national  expenditures  for  medical 
assistance  progi'ams  are  of  interest,  no  doubt 
your  greatest  interest  is  in  the  experience 
of  your  own  state  of  Nebraska.  During  fis- 
cal year  1967  a total  of  $17,766,000  from 
federal,  state,  and  county  funds  was  spent 
for  medical  assistance  in  Nebraska.  It  is 
estimated  that  this  fiscal  year,  1969,  the 
figure  will  increase  to  $24,288,000.  Nurs- 
ing home  care  is  expected  to  account  for 
the  largest  expenditure,  this  year,  estimat- 
ed at  $10,449,000,  followed  by  hospital 
costs  estimated  at  $5,742,000.  Drugs  repre- 
sent the  third  largest  cost,  estimated  at 
$2,332,000.  Physicians’  seiwices  are  fourth 
with  an  estimated  expenditure  of  $1,720,000. 

It  is  interesting  to  note  that  in  the  na- 
tional program  during  fiscal  year  1968,  the 
cost  of  inpatient  hospital  care  represented 
the  largest  single  expenditure  — 40  per- 
cent ; nursing  home  care  was  second,  ac- 
counting for  30  percent  of  the  total  spent; 
physicians’  services  ranked  third,  10  per- 
cent, and  prescribed  drugs  fourth,  7 per- 
cent. 

In  Nebraska,  contrary  to  the  national  ex- 
perience, less  was  spent  for  physicians’ 
services  than  for  drugs.  Nursing  home  care 
rather  than  inpatient  hospital  care  required 
the  largest  expenditure.  In  Nebraska,  hos- 
pitals accounted  for  26  percent  of  the  total 
expenditures,  while  nursing  homes  account- 
ed for  48  percent  of  the  total.  Physicians’ 
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services  accounted  for  7 percent  and  drugs, 
12  percent.  Let  me  make  another  compari- 
son of  expenditures  with  states  similar  to 
Nebraska  in  their  population  and  economy. 
In  Iowa,  during  the  fiscal  year  of  1968,  only 
20  percent  of  the  total  expenditures  went 
to  hospitals,  23  percent  to  nursing  homes, 
and  a surprising  23  percent  to  physicians. 
In  this  same  period  Kansas  spent  31  percent 
of  its  budget  on  hospitals,  21  percent  on 
nursing  homes  and  18  percent  on  physicians’ 
services;  Missouri  spent  24  percent  on  hos- 
pitals, 29  percent  on  nursing  homes  and  15 
percent  on  physicians’  services. 

The  estimate  made  for  Nebraska’s  Medi- 
caid budget  for  fiscal  year  1970  calls  for 
more  than  $25,000,000  for  combined  federal- 
state-county  funds,  an  increase  over  cun’ent 
expenditures.  Of  that  total  23  percent  rep- 
resents state  funds  and  20  percent  represents 
county  funds.  The  state  allocation  now  is 
estimated  to  be  about  three-quarters  of  a 
million  dollars  short.  Your  legislature,  I 
understand,  has  been  considering  a new  ap- 
propriation to  meet  this  deficit.  Cutting 
costs  by  limiting  services  or  reducing  the 
number  of  eligibles  by  dropping  the  medical- 
ly needy  category  has  been  discussed.  No 
specific  action  has  been  recommended  to 
date,  however. 

One  means  by  which  your  state,  as  well 
as  all  other  Title  XIX  states,  hopes  to  curb 
excessive  medical  expenditures  is  through 
the  exercise  of  careful  medical  review  of 
services  rendered.  Your  legislature  has 
been  considering  a request  from  the  Title 
XIX  program  for  $75,000  to  set  up  the 
medical  review  function.  In  this  medical 
review  procedure,  teams  of  physicians, 
nurses,  and  social  workers  will  examine 
each  patient  in  a nursing  home  or  in  an  inter- 
mediate care  facility  to  determine  whether 
he  is  receiving  care  appropriate  to  his  needs. 

It  is  expected  that  a substantial  number 
of  patients  now  cared  for  in  skilled  nursing 
homes  will  be  found  to  need  care  only  at  the 
level  of  an  intermediate  care  facility.  Since 
care  provided  by  the  latter  facility  is  cheap- 
er, program  costs  should  be  reduced.  Such 
savings  will  be  offset  in  part,  however,  if 
some  patients  now  cared  for  in  intermediate 
care  facilities  are  found  to  require  care  in 


the  more  costly  skilled  nursing  homes.  Oth- 
ers may  need  only  home  care  services,  which 
may  further  reduce  the  cost  of  care. 

While  cost  control  measures  are  set  up  in 
the  formal  administration  of  the  program 
the  most  meaningful  controls  are  those  ex- 
ercised by  each  individual  physician  who 
treats  a Medicaid  patient.  Your  decisions 
with  respect  to  patient  needs  and  your  super- 
vision of  the  patient’s  treatment  are  vital 
not  only  to  the  health  of  the  patient,  but 
also  to  the  cost  to  the  taxpayers  — all  of 
us  — for  providing  such  care. 

That  your  first  responsibility  is  to  see 
that  the  Medicaid  patient  receives  adequate 
care  goes  without  saying.  Your  second  re- 
sponsibility is  to  provide  that  care  in  the 
most  economical  way.  The  physician  should 
be  alert  to  the  alternatives  of  care  available, 
keeping  in  mind  that  the  most  costly  ap- 
proach is  not  necessarily  best  to  meet  the 
patient’s  needs.  Office  treatment  rather 
than  hospital  care  often  may  suffice.  Home 
care  may  be  a better  answer  to  a patient’s 
needs  than  institutional  care.  Depending 
on  his  condition,  an  intei*mediate  care  fa- 
cility may  better  meet  the  needs  of  the  pa- 
tient than  skilled  nursing  home  care.  In 
writing  prescriptions,  avoid  ambiguities 
that  can  result  in  increases  in  cost.  State 
the  quantity  precisely,  and  if  the  prescrip- 
tion is  to  be  refilled,  state  the  limitations 
you  wish  to  impose.  Limit  patient  visits  to 
those  that  are  medically  indicated. 

Most  of  us  know  physicians  who  are 
tempted  to  send  patients  to  the  hospital 
for  expensive  diagnostic  tests,  not  because 
hospital  services  are  medically  indicated, 
but  because  an  insurance  program  will  pay 
the  bill.  In  any  medical  practice  this  is  poor 
policy.  In  the  Medicaid  program,  the  finan- 
cial loss  is  the  taxpayer’s  and  comes  out 
of  all  our  pockets.  I do  not  counsel  that 
you  forego  diagnostic  tests,  but  that  they 
are  less  expensive  when  performed  in  your 
office  or  in  a laboratory.  Medicaid  will  pay 
for  them  wherever  they  are  done. 

In  these  and  many  other  ways  the  indi- 
vidual physician  can  do  much  to  control 
costs  without  sacrificing  quality  care.  The 
temptation  to  justify  an  unnecessary  serv- 
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ice  on  the  basis  that  “this  one  item  can  make 
no  difference  in  a budget  of  billions  of  dol- 
lars” ignores  the  fact  that  the  billions  of 
dollars  spent  for  care  under  this  program 
are  made  up  of  charges  for  millions  of  indi- 
vidual services.  A sense  of  public  respon- 
sibility on  the  part  of  every  supplier  of 
service  is  essential  if  the  costs  of  the  pro- 
gram are  to  be  kept  Avithin  the  capacity 
of  the  public  to  pay  the  bill. 

One  of  the  cornerstones  on  which  the  pub- 
lic esteem  for  the  medical  profession  has 
been  built  is  the  readiness  of  most  physicians 
to  sacrifice  their  fees  in  whole  or  in  part  to 
make  it  possible  for  the  poor  to  receive 
needed  medical  care.  We  have  always  done 
thi.s.  The  contribution  of  the  profession 
in  meeting  such  public  needs  has  been  great, 
but  the  rapidly  expanding  population  and  the 
increased  complexities  of  modern  medicine 
have  made  it  impractical  or  impossible  to 
meet  the  medical  needs  of  the  poor  on  this 
basis  alone. 

We  may  decry  the  social  and  economic 
changes  that  are  forcing  organization  and 
impersonal  relationships  upon  us,  but  this 
will  not  change  the  facts  of  life  as  they  are 
today.  Do  these  changes  then  relieve  the 
profession  of  its  responsibility  for  help- 
ing meet  the  needs  of  the  poor?  Not  at  all ! 
It  simply  changes  the  nature  of  our  contribu- 
tion. Integrity  in  the  provision  of  services, 
as  outlined  above,  on  the  part  of  the  indi- 
vidual physician,  and  participation  of  the 
total  profession  in  the  development  and  ad- 
ministration of  the  program,  represent  the 
modern-day  contribution  of  the  profession 
to  the  care  of  the  poor.  A well-organized  pro- 
gram of  peer  review,  such  as  your  association 
sponsors  in  cooperation  with  the  Nebraska 
Department  of  Public  Welfare,  is  an  example 
of  the  contribution  the  profession  can  make 
to  the  solution  of  this  problem.  Public 
awareness  that  the  profession  carefully  re- 


views the  activities  of  its  individual  mem- 
bers on  behalf  of  the  public  will  do  much  to 
offset  the  effects  of  banner  headlines  re- 
garding abuses  or  alleged  abuses  of  the  pro- 
grams by  a minority  of  the  profession.  To 
the  extent  the  organized  profession  partici- 
pates with  official  agencies  in  the  formula- 
tion of  policies  governing  health  progi-ams, 
its  influence  will  be  felt  in  the  programs 
that  evolve.  If  the  public  is  made  fully 
aware  that  the  medical  profession  is  devot- 
ing its  “know-how”  — professional  and 
managerial  — and  is  exercising  social  con- 
cern for  the  medical  needs  of  the  poor  in  a 
practical  and  organized  way,  esteem  for  the 
profession  can  only  be  enhanced.  The  time 
has  come  to  use  the  experience  we  have 
gained  from  Medicaid  to  determine  both  the 
direction  and  dimensions  of  the  program  for 
the  future.  We  need  to  make  an  enlightened 
decision  whether  we  can  afford  to  provide 
adequate  health  care  to  our  deprived  chil- 
dren, to  our  disabled,  and  to  our  aged.  Even 
more  important,  we  need  to  know  whether 
we  can  afford  not  to  do  so.  We  need  to  decide 
what  constitutes  “adequate”  health  services 
and  how  these  services  can  best  be  delivered. 
We  need  to  plan  for  the  orderly  financing  of 
the  program  we  ultimately  decide  on.  This 
is  not  the  time  for  blind  retrenchment.  It  is 
the  time  for  intelligent  and  humane  plan- 
ning to  see  that  no  one  in  our  land  lacks 
needed  health  services. 

This  is  not  the  responsibility  of  the  health 
professions  alone.  This  is  not  the  respon- 
sibility of  private  agencies  alone.  This  is  not 
the  responsibility  of  government  alone.  It 
is  the  joint  responsibility  of  all  the  knowledge- 
able and  responsible  elements  in  our  society 
working  together  as  a team.  We  must  see 
to  it  that  our  country  is  first  not  only  in  its 
knowledge  of  medical  science  but  first  also 
in  its  delivery  of  the  benefits  of  medical  sci- 
ence to  its  people. 
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Medicare  Program 


MEDICARE’S  basic  socio  - eco- 
nomic purpose,  to  provide  a 
financial  solution  to  the  medical 
needs  of  the  nation’s  elderly  population, 
tends  to  obscure  the  fact  that  medicare  is 
a health  insurance  progi’am.  And  all  health 
insurance  programs,  medicare  included,  are 
subject  to  definite  payment  limitations. 

The  benefits  provided  under  Part  A hos- 
pital insurance  are  intended  to  cover  the 
major  portion  of  medical  costs  arising  from 
incapacitating,  episodic  illness.  This  basic 
intention  applies  whether  the  beneficiary  re- 
ceives medical  treatment  in  a hospital,  ex- 
tended care  facility,  or  in  his  home  via  home 
health  agency  services.  To  illustrate,  a 
medicare  beneficiary  is  not  automatically 
entitled  to  payment  of  the  costs  of  care  in 
an  extended  care  facility  following  inpatient 
hospital  care. 

Medicare  payment  is  dependent  upon 
whether  the  patient’s  medical  condition  re- 
quii’es  the  availability  of  skilled  nursing 
care  on  a round  the  clock  basis  which  the 
extended  care  facility  is  especially  equipped 
to  provide.  Similarly,  although  the  ECF 
benefit  provides  a maximum  of  100  days 
of  care,  continuation  of  medicare  payment 
depends  upon  frequent  evaluation  by  the 
physician  to  ascertain  if  the  patient’s  medi- 
cal condition  continues  to  warrant  the  same 
skilled  level  of  care.  In  sum,  medicare  does 
not  provide  payment  for  institutional  care 
in  cither  hospital  or  ECF  setting  if  the  pa- 
tient’s medical  condition  is  stabilized  and 
does  not  require  intensive  inpatient  hospital 
care  or  uninterrupted,  skilled  professional 
services  available  in  an  ECF. 

In  like  manner,  the  home  health  benefit 
is  also  based  upon  the  patient’s  therapeutic 
needs.  With  the  growing  recognition  of  the 
value  of  home  medical  services  and  with 
the  expansion  of  agencies  in  many  sections 
of  the  country,  medicare  coverage  of  these 
services  under  both  parts  of  the  program  is 
becoming  increasingly  important. 

Home  health  coverage  under  Part  A hos- 
pital insurance  provides  payment  for  the 
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final  step  in  a continuum  of  care  which, 
according  to  the  physician’s  judgment,  may 
flow  from  inpatient  hospital  to  extended 
care  facility  and  to  the  patient’s  home  with 
the  medical  management  offered  by  a home 
health  agency.  However,  the  home  health 
benefit  under  Part  B medical  insurance  is 
available  without  prior  hospitalization  of 
the  patient.  This  benefit  is  designed  for  the 
beneficiary  whose  illness  precludes  out- 
patient treatment,  and  at  the  same  time, 
does  not  require  the  constant  availability 
of  services  in  an  institutional  setting.  Once 
again,  the  determining  factor  for  medicare 
payment  of  home  health  services  is  the  pri- 
mary need  of  the  patient  for  therapeutic 
care  in  contrast  to  personal  services  often 
needed  by  a patient  with  a stabilized  chronic 
condition  accompanied  by  loss  of  function. 

The  basic  ground  rule  for  medicare  pay- 
ment under  Part  B medical  insurance  is 
also  the  patient’s  medical  need  for  the  serv- 
ice. For  example,  although  a patient  with 
a long  - term  chronic  illness  may  not  be 
eligible  for  part  A payment  of  institutional 
care,  he  still  may  need  periodic  professional 
assessment.  The  occasional  visits  that  his 
physician  will  make  to  evaluate  his  medical 
condition  can  be  reimbursable  under  Part  B 
medical  insurance. 

If  medicare  payment  is  predicated  upon 
medical  necessity  for  the  covered  service, 
how  is  medical  necessity  determined?  This 
is  the  sensitive  job  of  medicare’s  fiscal  inter- 
mediaries and  carriers  in  their  claims  pro- 
cessing responsibility.  For  the  sake  of  brev- 
ity, we  will  confine  our  explanation  to  con- 
siderations involved  in  processing  claims  for 
physicians’  services.  In  simplest  terms,  the 
Part  B carriers  apply  professionally  accept- 
able medical  practices  in  evaluating  the  diag- 
nostic work-up  as  well  as  determining  wheth- 
er medicare  covers  the  rendered  services. 
For  instance,  when  B12  injections  are  being 
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given  in  the  treatment  of  pernicious  anemia, 
medicare  payment  can  be  made  if  the  fre- 
quency of  the  injections  does  not  exceed  ac- 
ceptable medical  practice.  In  contrast,  vita- 
min injections  for  non-specific  reasons  are 
not  reimbursable. 

In  addition  to  determining  medical  neces- 
sity to  ascertain  if  the  covered  service  can  be 
reimbursed  under  medicare,  the  carrier 
needs  to  determine  the  equitable  payment  for 
the  service  — or  the  reasonable  charge  as 
it  is  kno'.vn  in  medicare  parlance.  The  rea- 
sonable charge  is  based  upon  the  concept  of 
customaiy  and  prevailing  fees.  The  par- 
ticular charge  for  the  procedure  under  con- 
sideration is  compared  to  the  customary 
charge  that  the  physician  makes  for  the  spe- 
cific procedure  to  all  of  his  patients  to 
ascertain  if  these  are  in  agreement.  Of 
course,  in  the  event  of  a higher  than  cus- 
tomary charge,  any  unusual  complexities 
peculiar  to  the  case  are  also  taken  into  con- 
sideration. Also,  if  the  physician’s  charge 
structure  has  remained  static  for  a long 
eriod  of  time,  progressively  higher  profes- 
sional costs  might  cause  him  to  increase  his 
customary  charge.  Currently,  higher  fee 
adjustments  of  this  nature  are  not  prevalent 
inasmuch  as  a large  number  of  physicians 
adjusted  their  fees  upward  in  1966  and 
1967,  and  historically,  physicians’  fee  ad- 
justments occur  at  three  year  inteiwals. 

Once  the  determination  is  made  as  to  the 
physician’s  customary  charge,  it  is  then 
related  to  the  prevailing  charge  for  the  spe- 
cific procedure  made  by  physicians  in  the 
area.  The  prevailing  charge  is  established 
by  determining  the  range  of  charges  most 
frequently  and  most  widely  used  by  physi- 
cians in  the  locality. 


This  very  rudimentaiy  explanation  of  the 
carriers’  claims  process  will  illustrate  the 
methods  being  used  in  order  to  avoid  basing 
individual  decisions  on  generalities  which 
might  prejudice  fair  treatment  of  individual 
physicians  or  providers  of  seiwices.  At  the 
same  time,  these  methods  can  insure  the 
integrity  of  the  medicare  program  by  iden- 
tifying unintentional  or  intentional  abuses 
of  program  coverage. 

Currently,  the  claims  processing  methods 
of  m.edicare  carriers  are  being  widely  dis- 
cussed in  view  of  the  decision  to  continue 
the  Part  B premium  at  the  $4  level  during 
the  coming  fiscal  year.  However,  it  should 
be  pointed  out  that  refinement  of  the  medi- 
care claims  process  was  already  in  process 
prior  to  this  decision.  The  reason  for  this 
is  quite  simple. 

In  the  early  period  of  medicare’s  opera- 
tion, all  efforts  were  necessarily  concen- 
trated on  moving  this  complex  progi’am  into 
high  gear.  Initially,  claims  efforts  had  to 
be  focused  on  processing  the  tremendous 
quantity  of  claims  as  speedily  as  possible. 
Once  the  volume  of  claims  was  being  handled 
with  gi’eater  ease,  fiscal  intermediaries  and 
carriers  began  concentrating  on  closer  re- 
view of  individual  claims.  Certainly,  our 
attempt  to  live  within  the  $4  premium  gives 
added  impetus  to  these  claims  efforts.  But 
the  “customary  and  prevailing’’  basis  for 
the  claims  process,  the  professional  deter- 
mination of  medical  necessity  for  covered 
services,  the  effort  to  bring  greater  nation- 
wide uniformity  to  the  claims  process  — 
all  of  these  have  been  and  remain  funda- 
mental and  unchanged  program  responsi- 
bilities. 
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"Happy  New  Year" 


PRESIDENT’S  PAGE 

With  the  beginning  of  a new  year  we  all 
have  a tendency  to  look  backward  as  well 
as  forward.  We  are  doing  more  of  this  in 
medicine  than  ever  before,  because  there 
are  more  changes  taking  place  now  than 
there  have  ever  been. 

Dr.  Roger  Egeberg  has  punctuated  this 
with  a statement  which  if  difficult  to  sub- 
stantiate statistically  is  at  least  very  close 
to  the  truth.  He  says  that  the  critical  year 
was  1940,  and  since  that  time  there  has  been 
as  much  medical  advancement  as  in  the 
entire  history  of  medicine  before  then. 

This  progress  which  has  been  a great 
boone  to  people  reflects  well  on  us  as  physi- 
cians, because  we  have  brought  it  about.  In- 
stead of  receiving  accolades  for  this  excel- 
lence and  for  the  willingness  of  physicians 
to  work  65  to  75  hours  per  week,  we  find 
ourselves  the  favorite  target  of  politicians, 
radical  reformers  — and  sometimes  even  by 
members  of  our  own  profession. 

The  politicians,  labor  bosses,  and  at  times 
even  management,  have  legislated  a situa- 
tion in  which  physicians  work  thirty  to 
forty  hours  overtime  per  week.  Has  it  been 
considered  that  the  doctor  be  paid  time 
and  a half,  or  double  time  for  the  extra 
work?  No!  Punitive  income  tax  rates 
require  that  not  only  does  he  receive  no 
overtime  pay,  but  he  must  pay  for  the 
privilege  of  working  the  extra  time.  Indeed, 
physicians  are  already  employees  of  the 
federal  government.  Do  we  negotiate  for 
retirement  benefits  or  sickness  and  accident 
insurance  so  that  we  can  retire  at  age  65? 
No,  we  must  pay  for  these  benefits  with 
after  tax  dollars,  and  work  on  into  the  70 
and  80  year  age  bracket  (if  we  don’t  have 
a coronary  first)  in  order  to  feed  and  clothe 
our  families.  Approximately  a fourth  of  the 
physicians  in  the  State  of  Nebraska  work- 
ing these  long  hours  are  65  or  over. 

That  was  the  dark  side  of  the  picture  — 
now  for  the  positive  side.  We  are  engaged 
in  a most  fascinating  and  rewarding  work 
and  one  that  anyone  but  a non-clergyman 


could  enjoy.  I love  my  patients  and  for  the 
most  part  I believe  they  love  me. 

The  cold  facts  are  that  all  of  the  modern 
advances  have  made  medicine  very  expen- 
sive. Means  must  be  found  to  bring  the  costs 
within  the  fair  range  of  our  patients,  and  we 
the  physicians  are  the  ones  to  find  it. 

The  increasce  in  hospital  costs  can  be  ex- 
plained yet  inefficiencies  exist  to  a degree 
that  only  the  doctor  can  see.  These  ineffi- 
ciencies can  be  irradicated  to  a certain  de- 
gree by  the  readmission  of  the  practicing 
physician  to  the  administrative  controls  of 
the  hospitals.  Coordination  between  hos- 
pitals in  the  same  area  could  also  cut  the 
costs. 

Rising  costs  of  health  and  accident  insur- 
ance do  not  represent  increases  in  doctors 
fees,  but  for  the  most  part  reflect  broader 
and  more  adequate  coverage.  Full  health 
care  coverage  has  been  a byword  of  the 
industry.  Now  let  us  look  to  ourselves! 
What  can  we  do  about  it?  The  very  com- 
plexity of  our  field  has  made  it  increasing- 
ly difficult  for  one  man  to  cover  the  entire 
scope.  The  resultant  tendency  toward  spe- 
cialization has  divided  us  into  many  groups 
who,  at  times  fail  to  understand  one  an- 
other. This  lack  of  understanding  occurs 
not  because  we  are  so  far  apart  in  our  think- 
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ing  and  knowledge,  but  because  of  the  in- 
adequate lines  of  communications. 

The  complexity  of  teaching  various  sub- 
jects in  medical  schools  has  created  more 
full  time  teachers.  The  practicing  physician 
has  little  time  to  cover  completely  all  of  the 
new  developments  in  each  specialized  field. 
Consequently,  the  full  time  teacher  becomes 
necessary  to  coordinate  the  activities  of  a 
department.  He  has  the  time  to  study  as 
well  as  teach,  and  is  in  a position  to  utilize 
the  clinical  physician  to  the  best  advantage 
in  the  teaching  program  of  his  department. 

Unfortunately  this  change  has  evolved  so 
rapidly  that  we  have  not  had  time  to  ad- 
just. Consequently,  the  temporaiy  “town 
and  gown”  problem  has  developed.  The 
clinical  physician  is  veiy  little  different 
from  his  full  time  brother  and  our  objec- 
tives are  practically  the  same.  Yet  the  dif- 
ference in  economics  and  problems  of  a 
social  character  have  led  to  many  miscon- 
ceptions in  each  group.  Lack  of  communica- 
tions has  prevented  the  dialogue  which  would 
rapidly  dissolve  the  idea  that  each  believes 
that  the  other  group  has  the  “best  of  the 
bargain.” 

The  advent  of  government  medicine  caused 
Nebraska  physicians  to  pause  and  think.  We 
soon  became  aware  that  controls  would  be 
necessary  to  prevent  abuses  of  federally  fi- 
nanced programs.  Peer  Group  reviews  for 
Medicare  were  formed  very  soon  after  the 
law  was  passed.  We  knew  that  as  physicians 
we  were  in  a far  better  position  to  sit  as 
judges  over  medical  problems.  This  rapidly 
spread  to  cover  Medicaide,  Federal  medical 
insurance  and  military  insurance. 

The  excellence  of  our  experience  has  re- 
vealed that  less  than  one-half  of  one  per- 
cent of  the  physicians  were  involved  in  com- 
plaints in  the  four  programs.  It  found  also 
that  most  of  those  who  were  involved  were 
due  to  misunderstanding  of  the  laws  rather 
than  deliberate  misuse  of  a program.  Even 
the  few  cases  which  seemed  to  be  abused 
were  settled  rapidly  and  satisfactorily,  and 
with  a minimum  of  difficulty. 

Now,  Peer  Group  Review  is  going  to  be 
necessary  for  hospital  utilization.  This  is 


really  quality  control,  and  judgment  by 
physicians  is  necessary  to  make  it  work. 
Both  clinical  physicians  and  full  time  pro- 
fessors will  sit  on  these  committees.  This 
will  afford  the  two  groups  the  opportunity 
for  dialogue  giving  each  a clearer  knowledge 
of  the  problems  of  the  other. 

Our  young  medical  students,  the  future 
physicians  of  America,  are  very  bright, 
indeed.  That  they  are  idealistic  is  not 
strange,  because  we,  at  their  age,  were  just 
as  visionary.  The  unfortunate  fact  is  that 
even  though  we  all  have  just  as  many  ideals 
now,  the  student  hasn’t  been  exposed  to  our 
idealism,  and  consequently,  he  doesn’t  know 
of  it.  This,  too,  can  be  corrected  by  more 
association  and  communication  between  the 
students  and  their  “older  brothers.” 

The  few  loud  mouthed  “kooks,”  to  whom 
the  news  media  choose  to  give  much  time,  do 
not  represent  the  medical  student  body  as  a 
whole.  The  students  are  a fine  group  of 
young  men  and  women,  and  will  be  a real 
credit  to  the  medical  profession.  We  need 
only  to  get  together  and  know  each  other 
better. 

We  doctors  are  very  poor  politicians,  and 
our  work  loads,  far  in  excess  of  the  aver- 
age man,  leave  us  little  time  to  associate 
with  the  rest  of  society.  The  absence  of 
this  more  intimate  relationship  has  made  it 
possible  for  the  self  seeking  politician,  both 
in  and  out  of  government,  to  have  a great 
deal  of  success  in  destroying  the  public 
image  of  the  doctor. 

We  should  all  become  engaged  in  public 
activities,  especially  those  which  have  medi- 
cal implications.  Every  doctor  in  the  state 
should  find  time  to  serve  at  least  a few 
hours  every  month  on  a Comprehensive 
Health  Committee,  a school  board,  a depart- 
ment of  health  or  some  equally  important 
civic  enterprise.  Our  knowledge  can  be  of 
great  assistance  in  the  betterment  of  these 
programs.  Most  of  all,  it  will  help  to  re- 
store the  old  family  doctor,  patient  relation- 
ship, which  is  so  very  necessary  today. 

— J.  Whitney  Kelley,  M.D. 
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Cardiovascular  Roentgenology 
Conventional  Studies* 


Cardiac  fluoroscopy  and  chest 
roentgenography  complement 
history,  physical  examination 
and  electrocardiography  for  the  optimal 
evaluation  of  patients  who  have  known  or 
suspected  cardiovascular  disease. 

Fluoroscopy  is  best  accomplished  using 
an  image  intensifier  with  optical  or  televi- 
sion monitoring.  The  major  contribution  of 
cardiac  fluoroscopy  is  for  the  identification 
of  abnormal  calcifications  for  the  detection 
of  abnormal  cardiac  contractility  and  for 
the  analysis  of  chamber  enlargement.  Car- 
diac fluoroscopy  also  aids  in  the  recognition 
of  pericardial  effusion  and  the  analysis  of 
cardiac  contractility  and  great  venal  pulsa- 
tion. Diaphragmatic  mobility  and  changes 
in  size  of  pulmonary  nodules  or  masses  when 
performing  the  Valsalva  and  Muller  ma- 
neuver may  be  observed  via  fluoroscopy. 

Cardiac  fluoroscopy  especially  in  infants, 
children  and  women  in  the  child  bearing 
age  should  be  conducted  using  minimum  ex- 
posure and  maximum  patient  protection.  It 
is  our  policy  to  analyze  the  chest  roentgeno- 
grams prior  to  the  fluoroscopic  examination. 
A barium  swallow  study  should  be  done  as 
part  of  the  fluoroscopic  examination.  Rou- 
tine chest  roentgenograms  for  cardiovascu- 
lar evaluation  at  our  institution  includes  the 
following  5 films;  1.  Postero-anterior  chest 
roentgenograms  without  barium ; 2.  Left 

anterio-oblique  view  at  45°  without  barium; 
3.  Right  anterio-oblique  view  at  60°  with 
barium;  4.  Left  lateral  view  with  barium, 
and  5.  Postero-anterior  view,  overpenetrat- 
ed with  barium.  Because  the  heart  is  a 
three  dimensional  structure  all  these  views 
are  essential  for  complete  evaluation  of 
chamber  enlargement. 

Overall  size  of  the  heart  is  evaluated  by 
the  cardiothoracic  ratio,  which  is  the  maxi- 
mum transverse  diameter  of  the  heart  di- 
vided by  the  maximum  internal  transverse 
diameter  of  the  chest.  This  ratio  should 
be  less  than  50%  except  in  extreme  obesity. 
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or  when  the  diaphragm  is  elevated  causing 
the  heart  to  adopt  a horizontal  position. 
Cardiomegaly  may  be  misdiagnosed  in  the 
presence  of  a prominent  pericardial  fat 
pad.  The  latter  is  easily  recognized  by  the 
relative  translucency  observed  around  the 
apex  of  the  left  ventricle  at  the  left  cardio- 
diaphragmatic  junction.  A pericardial  fat 
pad  may  also  exist  at  the  right  cardio- 
phrenic  angle. 

In  the  postero-anterior  view,  the  right 
heart  border  has  two  arches.  The  cephalic 
one  is  the  vascular  arch  caused  by  the 
ascending  aorta  in  adults,  by  the  superior 
vena  cava  and  right  lobe  of  the  thymus  in 
infants  and  young  children,  or  by  the  super- 
position of  the  ascending  aorta  and  the 
superior  vena  cava  in  certain  individuals. 
The  caudal  arch  of  the  right  heart  border 
is  formed  by  the  right  atrium. 

The  upper  portion  of  the  left  heart  border 
in  the  frontal  projection  is  formed  by  the 
aortic  knob  (junction  of  transverse  and 
descending  portions  of  the  thoracic  aorta). 
The  middle  arch  is  formed  by  the  left  border 
of  the  pulmonary  trunk  (upper  2/3),  left 
auricular  appendage  (lower  1/3),  and  the 
proximal  portion  of  the  left  branch  of  the 
pulmonary  artery.  The  caudal  arch  of  the 
left  heart  border  is  formed  by  the  left  ven- 
tricle. 

The  left  anterior  oblique  projection  sep- 
arates the  left  from  the  right  heart  cham- 
ber. The  latter  occupy  the  anterior  half  of 
the  heart.  The  posterior  heart  border  is 
symmetrically  convex  and  appears  separat- 
ed from  the  left  bronchus  by  a radiolucent 
area  representing  aerated  lung  parenchyma. 
The  anterior  half  of  the  heart  is  occupied 

•Prepared  by  the  Nebraska  Heart  Association  for  this 
Journal. 

fDepartment  of  Radiology,  Mt.  Sinai  Hospital,  Miami  Beach, 
Florida. 
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by  the  right  atrium  superiorly  and  the  right 
ventricle  inferiorly.  A line  extending  the 
anterior  border  of  the  trachea  divides  the 
heart  in  two  almost  equal  halves  and  usually 
indicates  the  plane  of  the  interatrial  and 
interventricular  septa.  The  left  anterior 
oblique  projection  is  utilized  during  selec- 
tive angiography  for  the  study  of  left-to- 
right  shunts  at  the  atrial  or  ventricular 
levels.  Contrast  medium  injected  into  any 
of  the  left  heart  chambers,  if  seen  to  be 
directed  anteriorly,  indicates  the  presence 
of  a left-to-right  intracardiac  shunt.  This 
is  also  an  excellent  view  for  evaluating  val- 
cular,  subvalvular  or  supravalvular  aortic 
patholog>'.  The  left  anterior  oblique  projec- 
tion unfolds  the  thoracic  aorta.  Left  ven- 
tricular outflow  tract  obstructions  are  best 
analyzed  in  this  projection.  This  is  the 
projection  of  choice  for  selective  injection 
of  the  right  and  left  coronary  arteries.  The 
right  coronary  artery  is  directed  anteriorly 
and  the  left  coronary  arteiy  posteriorly. 
The  anterior  descending  division  of  the  left 
coronary  artery  crosses  the  mass  of  the 
heart  in  the  left  anterior  oblique  projection. 

The  right  anteHor  oblique  projection  is 
the  vierv  that  separates  the  atHa  from  the 
ventricles.  The  right  anterior  oblique  pro- 
jection should  be  taken  at  60°.  The  reason 
for  this  is  that  it  requires  this  degree  of  rota- 
tion of  the  patient  in  order  to  separate  the 
heart  from  the  spine.  The  left  and  right 
atrium  are  projected  posteriorly  and  the 
right  and  left  ventricle  are  superimposed 
anteriorly.  This  view  is  most  important  for 
selective  ventriculography  for  the  evalua- 
tion of  pathology  of  the  atrioventricular 
valves.  It  is  also  a very  important  view  for 
the  evaluation  of  atrial  enlargement. 

The  left  lateral  view  of  the  heart  sep- 
arates the  left  atrium  and  left  ventricle  pos- 
teriorly from  the  right  ventricle  and  right 
atrium  anteriorly.  In  the  lateral  projection 
of  the  heart,  on  deep  inspiration  one  usual- 
ly sees  a vertical  line  crossing  the  angle 
formed  by  the  posterior  heart  border  (dia- 
phragmatic portion  of  the  left  ventricle)  and 
the  left  leaf  of  the  diaphragm.  This  line 
corresponds  to  the  posterior  wall  of  the  in- 
ferior vena  cava.  When  the  posterior  heart 
border  projects  dorsal  to  the  caval  line  this 


usually  is  indicative  of  left  ventricular  en- 
largement. The  left  lateral  projection  is  of 
importance  for  the  evaluation  of  heart  size 
in  the  ventro-dorsal  direction,  for  the 
evaluation  of  left  atrial,  left  ventricular  and 
right  ventricular  enlargement,  for  the  diag- 
nosis of  obstructive  aimay  disease  (i.e.  dif- 
fuse obstructive  pulmonary  emphysema), 
and  for  the  recognition  of  thoracic  wall  de- 
formities, such  as  sternal  depression  and 
the  so-called  Straight  Back  Syndrome.  This 
is  an  excellent  view  for  the  analysis  of  the 
size  of  the  primary  division  of  the  pulmon- 
ary artery.  The  right  pulmonary  artery 
usually  projects  as  an  oval  shadow  just 
caudal  and  ventral  to  the  tracheal  bifurca- 
tion. The  left  pulmonary  arteiy  courses 
above  and  dorsal  to  the  left  bronchus. 

The  overexposed  frontal  view  of  the  heart 
is  of  value  for  the  recognition  of  abnormal 
cardiac  calcification,  for  the  detection  of 
an  enlarged  left  atrium,  for  best  localiza- 
tion of  the  thoracic  aorta,  and  for  the 
analysis  of  esophagus-heart  relationships. 
The  postero-anterior  view  of  the  heart  is 
used  for  the  evaluation  of  heart  size  in  the 
frontal  plane,  and  of  cardiovascular  config- 
urations. The  heart  is  said  to  have  an 
“aortic  or  left  ventricle  configuration” 
when  the  left  ventricular  arch  and  the 
aortic  knob  are  prominent.  This  deter- 
mines relative  narrowing  of  the  waist  of 
the  heart  (relative  concavity  of  the  middle 
arch  of  the  left  heart  border).  The  “mitral 
configuration”  is  said  to  be  present  when 
the  shadow  of  the  aortic  knob  is  small,  the 
middle  arch  of  the  left  heart  border  ap- 
pears to  be  straight  or  convex,  and  the  left 
ventricular  arch  is  inconspicuous.  The  left 
heart  border  follows  a straight  line  directed 
from  midline  to  the  left  hemidiaphragm.  A 
double  density  caused  by  left  atrial  enlarge- 
ment and  inversion  of  the  pulmonary  vas- 
culature (upper,  medial  pulmonary  ves- 
sels appear  larger  than  lower  medial  pul- 
monary vessels)  complete  the  picture  of 
the  “mitral  cardiovascular  syndrome.”  The 
“left-to-right  shunt  configuration”  is  said 
to  be  present  when  there  is  marked  convex- 
ity of  the  middle  arch  of  the  left  heart  bor- 
der and  uniform  pulmonary  vascular  ple- 
thora. “Fallot  configuration”  is  said  to  be 
present  when  there  is  prominent  rounding 
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of  the  left  ventricular  border  which  appears 
raised  above  the  diaphragm,  the  middle 
arch  of  the  left  heart  border  appears  con- 
cave, and  the  shadow  of  the  aortic  knob  is 
barely  visible.  This  heart  configuration  is 
usually  associated  with  pulmonary  hypo- 
vascularity  (secondary  to  right-to-left 
shunt).  This  group  of  findings  is  not  path- 
ognomonic of  Fallot’s  Tetralogy.  It  may 
be  seen  with  other  anomalies  such  as  tri- 
cuspid atresia  and  persistent  truncus  ar- 
teriosus. The  so-called  “Water  Bottle  Con- 
figuration” is  said  to  be  present  when  the 
right  and  left  heart  borders  appear  rather 
symmetric.  There  is  enlargement  of  the 
transverse  diameter  of  the  heart.  The  pul- 
monary vasculature  appears  to  be  normal 
or  decreased.  This  configuration  is  the 
consequence  of  massive  pericardial  effusion 
and  of  cardiac  dilatation  (primarj^  and  sec- 
ondary myocardiopathies). 

Of  all  the  heai’t  chambers  the  left  atrium 
is  the  easiest  to  analyze.  It  is  the  most  pos- 
terior chamber  of  the  heart  and  hence  con- 
tacts the  esophagus.  When  the  left  atrium 
is  enlarged,  in  the  frontal  projection  one 
may  see  slight  convexity  of  the  lower  third 
of  the  middle  arch  of  the  left  heart  border 
due  to  dilatation  of  the  left  auricular  ap- 
pendage. A disc-like  density  appears  in  the 
center  of  the  heart  and  causes  a double  den- 
sity on  the  right  heart  border  and  occasion- 
ally accounts  for  a third  arch  at  the  right 
heart  border  (the  middle  one).  The  inter- 
bronchial  angle  may  appear  to  be  widened 
(greater  than  70°)  when  elargement  of  the 
left  atrium  is  directed  superiorly.  In  ex- 
treme left  atriomegaly,  the  esophagus  may 
appear  displaced  to  the  right  or  to  the  left 
of  the  midline.  Rarely,  one  may  see  atelec- 
tasis of  the  left  lower  lobe  secondary  to  ob- 
struction of  the  left  lower  lobe  bronchus 
from  a markedly  enlarged  left  atrium. 

In  the  left  anterior  oblique  projection  the 
enlarged  left  atrium  will  obliterate  the  clear 
infrabronchial  space.  One  may  see  elevation 
of  the  left  main  bronchus.  In  the  right  an- 
terior oblique  projection  the  esophagus  will 
no  longer  parallel  the  thoracic  spine.  Vari- 
able degrees  of  esophageal  displacement  may 
be  encountered.  Elongated  marked  esopha- 
geal displacement  indicates  marked  left 


atrial  enlargement  usually  seen  with  severe 
degree  of  mitral  insufficiency.  Localized, 
slight  esophageal  displacement  indicates  mild 
left  atrial  enlargement  and  predominant 
mitral  stenosis. 

Right  atrial  enlargement  is  best  evaluat- 
ed in  the  left  anterior  oblique  projection. 
Prominence  of  the  superior  aspect  of  the 
anterior  heart  border,  usually  reflects  en- 
largement of  the  right  auricular  appendage. 
In  the  frontal  projection,  the  right  atrial 
border  may  appear  displaced  to  the  right 
and  cephaled.  There  may  be  cephalic  dis- 
placement of  point  B (junction  of  the  right 
atrial  border  and  the  vascular  arch).  The 
right  anterior  oblique  and  left  lateral  pro- 
jections are  not  helpful  for  the  evaluation 
of  right  atrial  enlargement. 

Enlargement  of  both  ventricles  will  dis- 
place the  apex  of  the  heart  caudally  and  to- 
wards the  left.  However,  enlargement  of 
the  right  ventricle  is  suspected  with  convex- 
ity of  the  middle  arch  of  the  left  heart  bor- 
der. As  the  right  ventricle  is  not  a border 
forming  structure  in  the  frontal  projection, 
indirect  evidence  of  right  ventricular  path- 
ology is  suspected  whenever  one  observes 
convexity  of  the  middle  arch  of  the  left 
heart  border  and  abnonnal  pulmonary  vas- 
cularity. Pulmonary  valvular  stenosis,  left- 
to-right  shunts,  and  pulmonary  arterial  hy- 
pertension are  the  most  common  causes  of 
convexity  of  the  middle  arch  of  the  left 
heart  border.  Rarely,  the  ascending  aorta 
may  occupy  the  middle  arch  of  the  left  heart 
border  (in  corrected  transposition  of  the 
great  arteries,  for  example).  In  some  in- 
stances abnormal  convexity  of  the  middle 
arch  of  the  left  heart  border  is  related  to 
herniation  of  the  left  auricular  appendage 
through  a partial  pericardial  defect  or  to  a 
non-vascular  condition  such  as  an  enlarged 
thymus,  tumor,  adenopathy,  etc. 

The  left  lateral  projection  of  the  heart 
provides  for  the  best  profile  analysis  of  the 
right  ventricle.  The  closeness  of  the  an- 
terior heart  border  to  the  sternum  is  not  a 
good  sign  of  right  ventricular  enlargement. 
In  patients  with  a narrowed  antero-posterior 
diameter  of  the  chest,  the  heart  is  close  to 
or  contacts  the  sternum.  The  left  and  right 
anterior  oblique  projections  are  not  inform- 
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ative  for  the  evaluation  of  right  ventricular 
enlargement. 

The  best  view  for  evaluating  left  ventricu- 
lar enlargement  is  the  left  anterior  oblique 
projection.  In  this  view  when  the  left  ven- 
tricle is  enlarged  it  usuallj*  overlaps  and 
may  project  beyond  the  thoracic  spine.  The 
angle  formed  between  the  left  ventricle  and 
the  left  hemidiaphragm  may  become  ob- 
tuse. The  right  anterior  oblique  projection 
is  not  useful  for  evaluating  left  ventricular 
enlargement.  In  the  frontal  projection  the 
shape  of  the  left  ventricular  arch  may  re- 
flect volume  (broad  large  arch)  and  pres- 
sure (rounding,  short  arch)  hypertrophy. 

Pressure  hypertrophy  of  either  ventricle 
may  be  radiographically  silent.  Physical 
findings  and  electrocardiography  are  usual- 
ly more  sensitive  than  conventional  roent- 
genography for  the  establishment  of  right 
or  left  ventricular  hypertrophy.  However, 
volume  hypertrophy  of  either  ventricle  mod- 
ifies heart  size  and  configuration  and  will 
exaggerate  the  convexity  of  these  chambers. 

Asymmetric  enlargement  of  the  ascend- 
ing aorta  may  be  seen  with  aortic  valvular 
stenosis  (post-stenotic  dilatation)  and  with 


syphilis.  When  the  aorta  becomes  dilated 
and  tortuous  the  descending  aorta  may  pro- 
ject beyond  the  middle  arch  of  the  left  heart 
border.  In  such  instances,  the  right  su- 
perior mediastinum  may  show  a convex  den- 
sity usually  caused  by  a tortuous  dilated 
and/or  displaced  innominate  artery.  Arteri- 
osclerosis dilates  and  at  the  same  time  elon- 
gates the  thoracic  aorta.  As  the  thoracic  aorta 
has  a fixed  position  at  the  level  of  the  aortic 
valve  and  at  the  aortic  hiatus  of  the  dia- 
phragm, elongation  will  occur  and  will  dis- 
place the  aortic  anteriorly,  cephalically,  to- 
ward the  right,  and  dorsally,  beyond  the 
thoracic  spine.  Analysis  of  calcification  at 
the  level  of  the  thoracic  aorta  is  important. 
Dissecting  hematoma,  and  lues  (with  ascend- 
ing aorta  calcification)  cause  characteristic 
findings.  Pericardial,  coronary  arteiy  and 
valvular  calcification  are  best  analyzed  at 
fluoroscopy.  The  best  view  to  separate  mi- 
tral from  aortic  valvular  calcification  is  the 
left  anterior  oblique  view.  Aortic  valvular 
calcification  will  project  in  the  center  of  the 
heart  and  will  have  a cephalocaudal  (head- 
foot)  motion.  Mitral  valvular  calcification 
will  project  in  the  posterior  third  quadrant 
of  the  heart  and  will  have  a reverse  C shaped 
motion. 
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Blue  Cross 


Before  making  my  own  minute 
contribution  to  this  discussion, 
I’d  like  to  take  just  a moment 
for  the  amenities.  As  the  first  son  of  a 
peripatetic  papa,  who  absorbed  all  his  wan- 
derlust ways.  I’d  like  to  thank  those  respon- 
sible for  my  first  visit  to  Omaha,  a most 
enjoyable  occasion  for  me.  Dad  always  said 
the  only  reason  you  need  to  go  someplace 
is  the  fact  that  you’ve  never  been  there  be- 
fore — which  is  presently  the  case  — but 
this  visit  is  attended  by  a more  significant 
reason;  I’m  pleased  to  have  been  chosen  to 
talk  to  you  about  the  Blues  — both  Cross 
and  Shield  — although  I am  a little  in  awe 
about  invading  the  home  territory  of  the 
inimitable  Mutual  of  Omaha. 

Although  a discussion  of  the  Blues  (musi- 
cal that  is!)  might  be  more  appropriate  in 
St.  Louis  or  Kansas  City  — talking  about  the 
Blues  (insurance  that  is!)  is  only  slightly 
less  appropriate  in  this  bastion  of  commer- 
cial insurance  — Omaha.  But  despite  the 
lack  of  loud  acclaim.  I’m  going  to  talk  about 
Blue  Cross  and  Blue  Shield  and  try  to  answer 
the  questions:  who  are  they?  what  are 
they?  why  are  they? 

To  begin  with,  I think  we  need  a focal 
point  or  a point  of  reference.  What’s  it  all 
about,  this  health  insurance  business?  Why 
is  it  important?  Well,  it’s  about  many 
things  — but  one  thing  it’s  about  is  money. 
It’s  important  for  many  reasons,  but  one 
of  the  important  ones  is  money.  So  let’s 
key  in  on  this  fascinating  subject  for  a 
minute  or  two  and  make  a few  pertinent  (and 
impertinent)  observations. 

(Chart  # 1)  The  first  chart  tells  a sim- 
ple tale.  You  will  note  that  the  total  expen- 


Chart  No.  1 

HEALTH  EXPENDITURES  — 1967 
(Billions) 

Health  Services — 

Public  $16.4 

Private  30.5 

Construction  2.0 

Research  1.8 


The  Total  Bill $50.7 


Blue  Shield 


LOUIS  F.  HAYES,  M.D.* 


diture  for  health  care  in  1967  was  $50.7 
billion  and  that  $46.9  billion  of  that  was 
for  services.  (Chart  # 2)  The  next  chart 
shows  a breakdown  of  the  total  into  major 
components.  Please  bear  in  mind  that  all 
of  this,  with  the  exception  of  dental  services 
and  net  insurance  cost,  is  under  the  direct 
control  of  physicians  — in  the  vast  majority 
of  instances  — they  call  the  shot. 

You  should  know  ivhose  money  we’re  talk- 
ing about.  Of  course,  in  the  last  analysis  it’s 
all  ours  — (Chart  #3)  but  in  this  chart  you 
will  note  that,  in  1967,  35.2%  of  it  was  tax 
money  and  64.8%  was  private  money. 
(Chart  #4)  And  this  next  chart  shows  a 


Chart  No.  2 

HEALTH  SERVICES  AND  SUPPLIES 
1967 

Billion 


Hospital  Care $17.9 

Physician  Services 10.2 

Drugs  5.6 

Dental  Service  3.2 

Nursing  Home 1.9 

Eye-Glasses,  Etc.  1.6 

Other  Professional  Service 1.4 

Net  Insurance  Cost 1.8 

Government  Health  Accounts .9 

Other  Health  Accounts 2.4 


Total $50.7 


Chart  No.  3 
WHOSE  MONEY? 

1950  1960  1966  1967 

Public 27.8%  24.5%  28.1%  35.2% 

Private 72.2%  75.5%  71.9%  64.8% 


Chart  No.  4 

(%  OF  PRIVATE  EXPENDITURES) 


1950  1967 

Physicians 12%  36% 

Hospitals 35%  70% 


significant  pair  of  figures.  Of  all  private 
expenditures  for  health  care,  in  1967,  36% 
of  physicians  services  were  paid  for  by  health 
insurance,  and  70%  of  hospital  services. 

•Vice  Pi*esident,  Medical  Affairs  Division,  Michigan  Medical 
Service 
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(Chart  #5)  But  this  last  chart  has  the 
most  significant  infonnation  for  us  as 
physicians.  It  shows  the  sources  of  physi- 
cian incomes  — and  please  notice  the  trend. 
In  1950,  83%  of  his  income  was  directly 
from  the  patient,  and  only  17%  from  other 
sources.  But  in  1967,  the  direct  portion  has 
shrunk  to  52%,  while  48%  comes  from  other 
sources.  29%  is  from  insurance  carriers 
and  19%  from  government  programs.  Since 
most  government  funds  are  administered  by 
carriers.  I’ve  lumped  them  together  to  make 


Chart  No.  5 


SOURCES  OF  PHYSICIANS’  INCOMES 
(Billions) 

1950  1967 


Direct $2.33 

Insur- 
ance   .32 

Gov’t .15 


83.2%  $ 5.27 

11.4%  2.96 

5.4%  1.97 


51.7% 

29.0%  ) .. 
19.3%  j 


$2.80  100.0%  $10.20  100.0% 


an  important  point  — on  an  average  — half 
of  a physician’s  income  is  from  third  parties 

— and  there  is  eveiy  likelihood  that  this 
will  be  more  so  in  the  future. 

To  some  the  term  “third  party”  has  a 
negative  implication  — it  implies  a criticism 

— it  suggests  an  unwanted  presence.  It 
really  is  a poor  term,  but  I’m  afraid  that  it 
has  been  used  so  often  and  so  long  that 
we’re  stuck  with  it.  I prefer  to  think  of 
the  term  “third  party”  in  the  positive  sense, 
representing  a wide  variety  of  entities,  other 
than  the  patient,  having  a legitimate  interest 
in  the  economics  of  health  care.  In  all  these 
entities,  the  physician  has  varying  degi’ees 
of  influence,  but  in  none  does  he  have  so 
much  as  in  the  affairs  of  the  Blues.  To 
put  it  simply  and  allegorically,  there  are 
three  men  in  a tub:  the  patient,  the  physi- 
cian and  the  “third  party.”  The  ocean  is 
wide,  the  journey  is  long  — so  it  behooves 
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US  all  to  do  a little  rub-a-dub-dubbing  among 
these  three  men  in  the  tub.  In  other  words, 
let’s  face  facts  and  “see  it  like  it  is.” 

No  matter  how  nostalgically  we  may  think 
of  the  “good  old  days”  in  medicine,  I’m  sure 
no  one  wants  to  erase  from  the  record  the 
progress  made  in  medical  care.  A return 
to  the  past  is  unthinkable  — and  providen- 
tially impossible.  But  it  is  equally  impos- 
sible to  turn  back  the  clock  as  far  as  medical 
economics  is  concerned. 

In  the  days  when  a dollar  was  a dollar, 
the  cost  of  medical  care  was  borne  by  the 
patient  himself  — he  tried  to  pay  the  doc- 
tor out  of  his  own  pocket  — hopefully  in 
cash  — sometimes  in  goods  and  services. 

But  the  depression  brought  a change  to 
the  medical  economy;  inability  to  pay  for 
services  resulted  in  an  alteration  of  the 
economic  aspect  of  the  doctor-patient  rela- 
tionship. There  was  an  obvious  need  for  a 
new  mechanism  of  payment. 

This  led  to  the  birth  of  the  Blues,  a mech- 
ani.sm  of  pre-paying  and  risk-sharing  in  hos- 


pital and  medical  costs.  It  had  the  effect 
of  assuring  the  patient  of  needed  services 
and  guaranteeing  the  hospital  and  doctor 
compensation  for  their  services. 

Since  their  beginning  in  the  late  thirties, 
the  history  of  the  Blues  attests  to  the  fact 
that  the  concept  was  sound  and  totally  ac- 
ceptable to  the  public.  From  modest  begin- 
nings, the  Blues  have  enjoyed  steady  growth 
until  they  are  now  a major  factor  in  the 
economics  of  health  care.  Permit  me  to  il- 
lustrate this  growth. 

(Chart  #6)  This  chart  shows  the  growth 
of  the  Blue  Cross  Plans  in  the  period  from 
1940  to  1968.  You  will  note  that  the  num- 
ber of  contracts  has  increased  from  2.5 
million  to  26.0  million,  the  covered  popula- 
tion from  6.1  million  to  68.0  million  and  the 
benefits  in  dollars  from  0.4  billion  in  1950 
to  3.3  billion. 

( Chart  #7 ) The  next  chart  gives  the  same 
information  for  Blue  Shield  Plans.  Con- 
tracts increased  from  0.1  million  to  24.0 
million,  covered  population  from  0.3  million 
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to  60.2  million  and  benefits  in  dollars  from 
0.1  billion  in  1950  to  1.4  billion. 

(Chart  #8).  The  next  chart  shows  the 
combined  effect.  In  terms  of  contracts  and 
population,  the  effect  is  not  totally  accumu- 
lative because,  as  you  know,  there  is  dupli- 
cation because  the  vast  majority  of  contracts 
are  combined  Cross  and  Shield  contracts. 
But  the  same  growth  rate  is  evident;  con- 
tracts increased  from  2.5  million  to  26.0 
million,  the  covered  population  from  6.1 
million  to  68.0  million  and  the  benefit  dol- 
lars from  0.5  billion  in  1950  to  4.5  billion. 

(Chart  #9)  The  final  chart  is  even  more 
significant  in  terms  of  present  involvement 
in  health  care.  Blue  Cross  and  Blue  Shield 
nov’’  serve  40%  of  the  private  market, 
equivalent  to  about  68  million  people.  Just 
as  impoi-tant  is  their  involvement  in  the  ad- 
ministration of  government  programs. 
89%  of  Medicare  Part  A,  65%  of  Medicare 
Part  B,  70%  of  CHAMPUS,  25%  of  Medi- 
caid and  58%  of  the  FEP  programs  are  ad- 
ministered by  the  Blues. 


But  enough  of  statistics.  I think  it  is  more 
important  to  inquire  into  the  reasons  for 
this  growth.  While  it  can  be  simply  con- 
cluded they  met  and  continue  to  meet  the 
needs  of  the  public,  we  should  delve  a little 
deeper;  I think  the  answer  is  found  in  the 
special  characteristics  of  the  Plans,  the 
quality  of  their  product  and  their  constant 
effort  to  improve  their  offerings. 

What  are  the  characteristics?  First,  they 
are  voluntary;  they  were  founded  by  con- 
cerned hospitals  and  physicians.  Next, 
they  are  non-profit;  as  a result,  they  have 
a greater  proportion  of  income  paid  out  in 
benefits.  The  national  average  for  admin- 
istrative expenses  for  Shield  Plans  is  9.8% 
of  income;  for  Cross  Plans  it  is  5.3% ; on  a 
combined  basis  it  is  6.7%.  Another  im- 
portant characteristic  is  the  majority  of 
Plans  offer  service  benefits  — payment  for 
health  services  rather  than  indemnity  reim- 
bursement. And  the  most  important  char- 
acteristic of  the  Blues  is  provider  participa- 
tion — a method  of  guaranteeing  the  service 
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benefit  concept  — commitment  by  hospitals 
and  physicians  to  render  the  covered  serv- 
ices with  no  additional  payment  by  the 
patient. 

I previously  mentioned  meeting  the  needs 
of  the  public  — we  should  also  add,  ful- 
filling their  desires.  And  the  desire  of  the 
public  can  be  simply  expressed  — at  the 
present  they  want  comprehensive  health 
services  at  a predictable  cost.  The  response 
of  the  Blues  to  the  public  desire  over  the 
years  is  another  measure  of  the  quality  of 
the  product.  Let’s  review  this  form  of 
progress. 

Not  all  Plans  are  identical,  but  the  recent 
adoption  of  membership  standards  will  pro- 
duce uniformity  in  the  near  future.  Be- 
cause I am  most  familiar  with  the  Michigan 


Plans,  permit  me  to  use  them  as  a prototype. 
And  since  hospital  benefits  and  medical 
benefits  track  each  other,  to  save  time,  let’s 
look  at  the  past,  present  and  future  of  bene- 
fits in  the  Michigan  Blue  Shield  Plan. 

To  provide  a frame  of  reference  for  the 
evaluation  of  the  benefit  structure,  Pd  like 
to  identify  them  functionally  and  by  environ- 
ment. By  function,  benefits  are  diagnostic, 
therapeutic  or  preventive.  Environmentally, 
benefits  are  provided  in  an  institution,  in 
the  office,  in  the  home  or  in  the  community. 

(Charts  10  and  11)  With  this  in  mind, 
let’s  look  at  the  development  of  benefits 
in  Michigan.  The  next  two  charts  are  a 
historical  display  of  these  benefits.  In  this 
array  we  see  the  element  of  evolution  of 
benefits.  Over  the  years  there  has  been  an 
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increase  in  therapeutic  services,  expansion 
of  diagnostic  services  and  movement  into 
preventive  services.  Additionally  Ave  have 
moved  environmentally  from  the  institution 
to  the  office  to  the  home.  Looking  at  the 
two  together,  we  can  see  that  we  are  indeed 
moving  to  comprehensive  health  care.  From 
limited  therapeutic  service  in  a hospital  we 
have  moved  to  complete  therapeutic  seiwice 
in  all  environments.  From  limited  diag- 
nostic service  in  the  hospital  we  have  moved 
to  complete  diagnostic  service  in  all  en- 
vironments. And  future  changes  will  move 
us  into  preventive  services. 

Has  our  program  met  the  needs  and  de- 
sires of  the  public?  We  think  it  has. 
(Chart  #12)  This  chart  depicts  the  results 
of  a consumer  survey  done  in  IMichigan. 
You  can  ignore  the  first  two  columns  — they 
depict  the  rank  of  the  benefit  in  the  two 
surveys  done.  The  sequence  is  the  com- 
bined rank. 

If  you  relate  these  consumers  desires  to 
the  present  and  proposed  benefit  structure. 
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M (Psychiatric) 

T 

0 

E (Ambulance) 

__  T 

__ 

D ( ) 

1966— 

OB  (Pre  and  Post).. 

T 

I,  0 

A (Psvchiatric) 

T 

L 0 

S (Medical)  (ECF).. 

T 

I 

I ( )— - 

C ( ) 


I think  you  will  agree  that  Michigan  Blue 
Shield  is  being  responsive  to  patient  needs 
and  desires  — and  responsiveness  is  a char- 
acteristic of  the  Blues. 

Xow  I’d  like  to  take  a little  more  of  your 
time  to  talk  about  tAvo  more  specific  topics 
— prevailing  fee  programs  and  utilization 

Chart  No.  11 

Environ- 

Benefit  Function  ment 

1967— 

(Medical)  (ECF) T I,  0,  H 

(Ambulance) T 

(Prcstheses). T 

XVIII— 

(Medical  Equip.) T O,  H 

(Home  Nursing) T H 

XIX— 

Di-ugs T 

* (Extractions) T I 

(Physiotherapy) T I 

Pediatrics T I 

1968- 

Extractions T I 

Pediatric P I 

COMING 

Medical T 0,  H 

Drugs T 

Ambulance T 

Pediatrics  (Imm.) P O 

Routine  Physical D,  P 0 


Chart 

Benefit 

No.  12 

Mgmt. 

Rank 

Subscr. 

Rank 

Function 

Ambulance 

1 

2 

T 

Di-ug  (Rx)  _ 

5 

3 

T 

Physiotherapy  _ 

2 

8 

T 

Psychiatric  (H). 

6 

4 

T 

Home  and  Office 

7 

6 

D,  T 

Extractions 

_ 4 

14 

T 

Dental  Examination 

9 

10 

D,  P 

Pediatric  _____ 

8 

11 

P 

Complete  Physical 

_ 20 

1 

P 

Home  Nursing  _ 

3 

18 

T 

Allergy  Tests  _ 

__  16 

5 

D 

Immunization 

10 

13 

P 

Private  Nurse  (H) 

14 

9 

T 

Dental  Repair  

_ 17 

7 

T 

Psychiatric  (0) 

13 

12 

P,  T 

Prostheses 

_11 

15 

T 

Home  Equipment  _ _ 

_12 

17 

T 

Hearing  Tests 

_ 15 

20 

P.  D 

Dental  Replacement  _ 

21 

16 

T 

Routine  Physical  

18 

19 

P,  D 

Vision  Tests 

19 

21 

P,  D 

Eye  Glasses 

22 

22 

T 

Speech  Therapv 

_ _ 23 

24 

T 

Hearing  Aids  

25 

23 

T 

Patent  Medicine 

_ 24 

25 

T 
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review  — two  emerging  characteristics  of 
the  Blue  Plans. 

As  you  all  know,  an  important  characteris- 
tic of  the  Blue  Plans  is  the  service  benefit 
concept  — a “paid-in-full  program.”  Of 
course,  the  key  to  service  benefits  is  par- 
ticipation — and  the  key  to  participation 
is  equitable  compensation.  The  inadequacy 
of  fixed  fee  schedules  has  been  recognized 
for  some  time  — the  inequity  of  such  a pay- 
merxt  mechanism  increases  year  by  year. 
About  three  years  ago,  several  new  words 
came  into  vogue:  “usual,  customary,  rea- 

sonable and  customary.”  In  the  planning 
for  Medicare,  the  American  Medical  Asso- 
ciation convinced  the  government  that  the 
plan  had  a better  chance  of  success  without 
a fixed  fee  schedule  — so  the  usual  and 
customary  concept  was  devised.  Before  the 
program  was  even  started,  everyone  got  on 
the  bandwagon,  and  medical  society  after 
medical  society  plunked  for  it,  including 
Michigan. 

However,  even  after  over  2 years  under 
Medicare,  and  6 months  under  our  own  pro- 
gram, most  of  our  doctors  in  Michigan, 
while  understanding  the  words,  have  no 
knowledge  of  the  mechanics.  So,  to  acquaint 
them  with  the  way  it’s  done,  I made  a set 
of  slides  to  use  at  meetings  — I thought 
you  might  like  to  review  them. 

To  begin  with,  we  must  define  our  terms 
— and  the  MSMS  House  of  Delegates  did 
this  for  us  in  1966.  (Chart  “A”)  The  first 
chart  gives  the  definition  of  “customary.” 
(Chart  “B”)  The  next  chart  defines  “pre- 
vailing,” and  (Chart  “C”)  this  chart  indi- 
cates the  meaning  of  the  term  “reasonable.” 

Chart  “A” 

WHAT  IS  “CUSTOMARY”  CHARGE? 

Relates  to  the  individual  physician  and  is 
that  charge  which  he  most  commonly  estab- 
lishes as  fair  compensation  for  a specifc 
service. 

(As  defined  by  MSMS  1966  House  of  Delegates) 


Chart  “B” 

WHAT  IS  “PREVAILING”  RANGE? 

Relates  to  range  of  usual  charges  made  by 
physicians  of  similar  ability  and  experi- 
ence for  the  same  service  within  the  same 
socio-economic  limited  geographic  area. 

(As  defined  by  MSMS  1966  House  of  Delegates) 


Now  that  we  know  what  it  is,  how  does 
it  work?  (Chart  “D”)  This  chart  shows 
how  a customary  profile  is  developed. 
(Chart  “E”)  This  shows  how  a prevail- 
ing profile  is  developed.  (Chart  “F”)  This 
shows  how  a screen  is  determined.  (Chart 
“G”)  The  last  chart  shows  examples  of  the 
application  of  the  customary  and  prevailing 
screens. 

With  expanding  government  financing 
of  health  care,  there  are  tax  dollars  to  pro- 
tect. With  broadening  benefit  programs 
in  the  Blue  Plans  and  the  shortage  of  medi- 
cal manpower,  health  services  have  to  be 
efficiently  used.  And  with  an  open-end 
payment  mechanism  like  usual  and  custom- 
ary charges,  premium  dollars  must  be  pro- 
tected. This  brings  me  to  the  final  topic 

Chart  “C” 

WHAT  IS  “REASONABLE”  CHARGE?” 

A charge  is  reasonable  when  it  meets  the 
“customary”  and  “prevailing”  criteria,  or  in 
the  opinion  of  a duly  constituted  medical 
society  committee,  is  justified  under  what  is 
a complexity  of  treatment  which  merits 
special  consideration. 

(As  defined  by  MSMS  1966  House  of  Delegates) 


Chart  “D” 

MVF  — PAYMENT  MECHANISM  — HOW 
IT  WORKS 

ESTABLISHING  CUSTOMARY  CHARGE 
PROFILE 

A record  is  kept  of  all  charges  made  for  each 
seiwice  under  all  variable  fee  programs  by  each 
physician. 

Example:  Doctor  A — Service  - Appendectomy 
10  charges  at  $125.00 
5 charges  at  $175.00 
40  charges  at  $150.00 
1 charge  at  $200.00 

“Customary”  charge  = most  common  charge  = 
$150.00 


Chart  “E” 

ESTABLISHING  PREVAILING  CHARGE 
PROFILE 


A record  is  kept  of  all  charges  made  by  all  physi- 
cians in  the  socio-economic  area  for  each  service. 

Example:  Area  X — Service  - Appendectomy 


$125.00  $150.00  $175.00 

octor  A 10  40  5 

octor  B _ 10  50 

inp+nr  D 1 00 


$200.00 

1 

10 


“Prevailing”  charge  = $175.00 
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in  my  outline  — utilization  review  and  con- 
trol and  escalating  charge  patterns.  I won’t 
bore  you  with  infinite  detail,  but  merely 
take  the  time  to  point  out  that  the  tasks 
of  reviewing  utilization  and  controlling  it, 
of  reviewing  charge  patterns  and  controlling 
unwarranted  escalation  are  ones  that  must 
be  accepted  by  the  medical  profession,  for 
in  the  last  analysis,  because  medical  judg- 
ment is  required,  only  the  profession  can 
do  it.  We  must  monitor  the  frequency  and 
costs  of  service  and  evaluate  the  medical 
necessity  for  service  so  we  can  fulfill  the 
goal  of  providing  the  best  medical  care  at  the 
lowest  possible  price.  In  these  endeavors, 
the  Blue  Plans  and  hospitals  and  physicians 

Chart  “F” 


THE 

PREVAILING 

FEE  IS 

DETERMINED: 

Fee 

No.  of 
Services 

Accum. 

% of 
Services 

Accum. 

$125 

10 

10 

4.4 

4.4 

$150 

50 

60 

22.0 

26.5 

^ $175 

155 

215 

66.5 

95.0  4- 

$200 

11 

226 

5.0 

100.0 

(The  prevailing  screen  is  that  fee  that  will 
pay  at  least  90%  of  the  charges  in  full). 

Chart  “G” 

Specific  Examples:  Sei-vice  - Appendectomy 


Customary 

Prevailing  — Area  X 

Dr.  A — $150; 

Dr.  B— $175 

$175 

Charge 

Pay 

Reason 

Doctor  A 

$125 

$125 

C+P 

150 

150 

C-fP 

175 

150 

oc 

Doctor  B 

$150 

$150 

C+P 

175 

175 

C+P 

200 

175 

OC-OP 

have  a common  goal  and  purpose.  By  a co- 
operative effort,  what  seems  to  be  an  im- 
possible task  can  be  made  possible. 

I know  that  I’ve  covered  a lot  of  material 
in  this  short  period  time  — so  let  me  sum- 
marize it  for  you. 

In  terms  of  money.  I’ve  tried  to  impress 
upon  you  that  health  care  is  big  business. 
I’ve  emphasized  the  fact  that  a large  portion 
of  the  money  from  health  care  comes  from 
“third  parties’’  — that  they  are  a fact  of 
life.  I’ve  hinted  at  the  fact  that  the  Blue 
Plans  are  effective  and  desirable  prepayment 
mechanisms.  I’ve  explained  the  workings 
of  a usual  and  customary  payment  program 
and  pleaded  for  involvement  of  the  medical 
profession  in  utilization  and  charge  pattern 
review  and  control. 

I’m  sure  there  are  many  items  of  interest 
to  you  that  I have  not  mentioned  but  I’ll  be 
happy  to  answer  any  questions  I can. 

In  closing  — some  kitchen  philosophy. 
There  are  changes  upon  the  land.  There 
are  those  who  decry  change  and  those  who 
acclaim  it.  The  secret  of  coping  with 
change  is  not  to  seek  to  avoid  it  — but  to 
control  it  and  shape  it  so  that  it  serves  our 
legitimate  needs  and  objectives.  The  con- 
tinuing involvement  of  the  private  sector 
in  health  care  is  such  a legitimate  objec- 
tive — and  a true  partnership  of  the  hos- 
pitals, physicians  and  the  Blue  Plans  can 
accomplish  that  objective.  Let  us  join 
hands ! 
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SPECIAL  ARTICLES 


Wash  ingtoNotes 


1.  Insurance  and  IRS 

The  Internal  Revenue  Service  postponed 
until  next  Jan.  1 one  provision  of  a new  re- 
quirement that  health  insurance  companies 
report  to  the  IRS  payments  of  $600  or  more 
a year  to  a physician. 

The  delayed  provision  covers  payments 
other  than  under  medicare  and  medicaid. 
Pajmients  of  $600  or  more  under  these  gov- 
ernment programs  must  be  reported  to  the 
IRS.  A spokesman  said  the  reporting  of 
payments  other  than  under  the  government 
programs  was  delayed  for  a year  to  allow 
further  time  for  working  out  compliance 
procedures. 

The  IRS  regulation  applies  only  to  direct 
payments  to  physicians.  The  Senate  added 
an  amendment  to  an  omnibus  tax  bill  that 
would  have  extended  the  requirement  to  in- 
direct payments  also.  But  House-Senate 
conferees  took  out  the  amendment. 

Another  provision  unfavorable  to  physi- 
cians was  knocked  out  of  the  tax  bill,  but  a 
third  was  retained. 

The  Senate  rejected  a proposal  that  would 
have  restricted  the  tax  advantages  gained 
by  physicians  who  organize  professional  cor- 
porations under  state  laws  to  establish  re- 
tirement plans.  The  Senate  Finance  Com- 
mittee had  added  an  amendment  that  would 
have  set  an  annual  limit  of  $2,500  per  indi- 
vidual, the  same  as  specified  under  the  so- 
called  Keogh  law.  But  the  Senate,  by  a 
vote  of  65-25,  knocked  out  the  amendment, 
leaving  physicians,  lawyers,  engineers  and 
other  members  of  professional  corporations 
able  to  set  aside  as  much  of  their  income  for 
retirement  as  they  choose. 

As  finally  passed  by  Congress,  the  meas- 
ure includes  a provision  putting  congres- 
sional approval  on  an  IRS  ruling  that  ad- 
vertising revenue  of  medical  and  other  non- 
profit, tax-exempt  organizations  is  subject 
to  the  regular  corporate  income  tax.  Jour- 
nals of  state  medical  societies,  as  well  as  the 
Journal  of  the  American  Medical  Associa- 
tion, are  affected. 


2.  Part  B goes  up 

Medicare’s  Part  B premium  partially  cov- 
ering physicians’  fees  will  go  up  from  $4 
to  $5.30  a month  next  July  1. 

Health,  Education  and  Welfare  Secretary 
Robert  H.  Finch  blamed  his  predecessor  in 
the  post,  Wilbur  J.  Cohen,  for  the  size  of 
the  32  per  cent  increase  in  the  premium 
which  is  matched  by  the  federal  government. 

Finch  noted  that  the  present  $4  premium 
rate,  set  in  December  1968,  was  too  low  to 
cover  costs  during  the  current  premium 
period  and  that  the  special  Medical  Insurance 
Trust  Fund  has  been  drawing  on  its  re- 
serves. He  said  that  failure  to  increase  the 
premium  rate  last  December,  in  accordance 
with  advice  from  Social  Security  Admini- 
stration actuaries  had  made  it  necessary 
now,  in  effect,  to  promulgate  two  increases 
at  once.  Moreover,  the  depletion  of  the 
trust  fund  that  has  occurred  because  of  the 
inadequate  rate  had  made  it  necessary,  he 
said,  to  provide  for  a somewhat  higher  mar- 
gin of  contingency  than  would  otherwise  be 
necessary. 

About  half  the  increase,  64  cents,  was 
needed  to  finance  the  program  at  the  level 
of  current  operations.  The  other  66  cents 
of  the  $1.30  increase  was  distributed: 

— 26  cents  to  cover  an  estimated  increase 
of  about  6 percent  in  the  level  of  physi- 
cians’ fees; 

— about  12  cents  to  cover  an  estimated  in- 
crease of  2 percent  in  the  utilization  of 
services  under  the  program; 

— about  6 cents  because  the  $50  deductible 
which  a patient  pays  will  be  a smaller 
proportion  of  the  total  covered  charges; 

— the  remaining  22  cents  to  provide  a 4 
percent  margin  for  contingencies. 

3.  The  coal  mines 

President  Nixon  signed  into  law  legislation 
setting  tough  federal  safety  standards  for 
coal  mines. 
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Although  he  had  reservations  about  a 
conflict  with  state  workmen’s  compensation 
laws,  Nixon  said  “the  health  and  safety  pro- 
visions of  this  act  represent  an  historic  ad- 
vance in  industrial  practices.”  He  also 
cautioned  that  this  law  should  in  no  way 
“be  considered  a precedent  for  future  fed- 
eral administration  of  workmen’s  compen- 
sation programs.” 

The  Secretary  of  Health,  Education  and 
Welfare  was  given  for  the  first  time  au- 
thority to  set  health  standards  for  mines. 
Nixon  said  he  had  asked  that  wherever  pos- 
sible the  disability  standards  under  the  new 
act  be  consistent  with  those  of  the  Social 
Security  disability  program. 

Pressure  for  the  legislation  started  build- 
ing up  after  78  died  in  a Mannington,  W. 
Va.,  mine  disaster  last  November. 

The  AMA  supported  an  overall  Admini- 
stration bill  on  occupational  health  and 
safety,  and  pledged  the  backing  of  the  na- 
tion’s physicians  for  any  progi*am  “well  de- 
signed to  improve  the  safety  and  health  of 
the  American  worker.” 

Dr.  R.  Lomax  Wells,  Silver  Spring,  Md., 
immediate  past  chairman  of  the  AMA’s 
Council  on  Occupational  Health,  told  a Sen- 
ate labor  subcommittee; 

“.  . . the  American  Medical  Association 
supports  the  new  Administration  bill,  S. 
2788.  Its  provisions  for  standard  setting, 
not  in  the  Labor  Department  but  in  a new 
National  Occupational  Safety  and  Health 
Board  appointed  by  the  President,  with  a 
majority  of  professional  experts,  seems  to 
us  an  acceptable  equivalent  to  our  previous 
suggestion  of  a National  Council  on  Hazard- 
ous Physical  and  Chemical  Agents.  We  en- 
dorse its  concept  of  a separation  of  powers 
between  standard  setting  and  enforcement. 
We  welcome,  in  this  new  bill,  the  intent  to 
give  a larger  role  to  the  Department  of 
Health,  Education  and  Welfare,  whose  com- 
petence in  this  field  is  recognized.  Our  As- 
sociation approves  the  provision  for  federal 
support  of  state  occupational  safety  and 
health  programs  to  supplement  inadequate 
manpower  in  the  federal  system.  We  be- 
lieve that  this  emphasis  on  support  of  the 
state  programs,  combined  with  standard  set- 


ting by  an  independent  professional  Board, 
is  greatly  preferrable  to  mandatory  national 
standards  promulgated  and  enforced  by  a 
single  federal  agency.  In  this  regard,  we 
welcome  the  stress  on  the  use  of  consensus 
standards,  and  provisions  for  consultation 
with  professional  standard-setting  agencies 
before  establishing  needed  new  standards.” 


4.  Heart  transplants 

A National  Heart  and  Lung  Institute 
task  force  predicted  that  the  demand  for 
heart  transplants  will  increase  beyond  the 
present  level  of  about  100  a year  and  ex- 
ceed the  number  of  the  organs  available  for 
the  operation. 

The  report  of  the  task  force  on  cardiac 
replacement  also  said : 

— Less  than  16  per  cent  of  the  200,000 
Americans  under  65  who  die  each  year 
from  heart  disease  are  good  candidates 
for  transplants. 

— Rejection  of  the  transplanted  heart  will 
remain  “the  greatest  barrier  to  pro- 
longed survival.” 

— Development  of  an  artificial  heart  is 
now  a distinct  possibility. 

— The  federal  government  should  empha- 
size research  on  the  prevention,  early 
detection  and  early  treatment  of  heart 
disease. 

— A new  definition  of  death  is  needed. 

— Total  transplant  charges  for  36  patients 
averaged  $18,694  per  patient. 

— Heart  transplants  have  been  performed 
on  148  patients,  with  23  persons  still 
surviving,  16  of  them  in  the  United 
States. 

— IMore  than  32,000  heart  disease  victims 
can  be  considered  transplant  candidates, 
but  there  are  only  about  22,000  pos- 
sible donors  a year,  the  report  said. 


5.  The  FDA 

The  Food  and  Drug  Administration  was 
reorganized  and  given  independent  status 
under  a new  commissioner. 
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The  reorganization  followed  several  years 
of  criticism  of  the  Health,  Education  and 
Welfare  Department  agency  from  all  sides — 
Congress,  industiy  and  consumers’  groups. 
The  criticism  resulted  in  a two-month  study 
by  a task  force  headed  by  HEW  Deputy  As- 
sistant Secretary  for  Welfare  Fred  Malek. 

The  reorganization  focused  on  FDA’s 
structural  problems  and  the  chief  aim  of 
HEW  Secretary  Robert  H.  Finch  appeared 
to  be  to  get  the  agency  operating  more  ef- 
ficiently. FDA  was  taken  out  of  the  Con- 
sumer Protection  and  Environmental  Health 
Service  and  placed  in  the  department’s  staff 
structure  on  an  equal  basis  with  the  remain- 
ing Environmental  Health  Service  and  the 
National  Institutes  of  Health. 

Dr.  Charles  C.  Edwards,  46,  formerly  a 
division  director  on  the  American  Medical 
Association  headquarters  staff,  was  named 


to  replace  Dr.  Herbert  L.  Ley,  Jr.,  as  head 
of  the  FDA.  Ley  was  offered  another  post 
in  HEW  but  declined  it.  Two  of  Ley’s  top 
aides,  FDA  Deputy  Commissioner  Winton  B. 
Rankin  and  Associate  Commissioner  f o r 
Compliance  J.  Kenneth  Kirk,  were  trans- 
ferred from  the  agency. 

Edwards  was  praised  by  a former  asso- 
ciate on  the  AMA  staff,  C.  Joseph  Stetler, 
president  of  the  Pharmaceutical  Association, 
as  being  highly  qualified  by  his  scientific 
and  administrative  background. 

The  new  FDA  head  said  he  would  bring 
“hard-nosed  management  principles’’  to  the 
agency  and  work  more  closely  with  industry, 
but  that  his  administration  of  FDA  would 
be  oriented  to  the  consumer.  He  said  his 
decisions  as  a government  official  will  not 
be  influenced  by  his  former  association  with 
the  AMA. 


Sensitivity  Training 


“Sensitivity  Training:  Fad,  Fraud  or 

New  Frontier’’  is  the  title  of  a major  article 
in  the  January,  1970  issue  of  Today’s 
Health  magazine,  the  AMA  publication  edit- 
ed primarily  for  non-professional  readers. 

However,  sensitivity  training  is  so  new 
and  experimental  even  physicians  are  often 
unfamiliar  with  its  concepts,  techniques  and 
goals;  yet  an  increasing  number  of  patients 
are  asking  for  professional  evaluation. 

This  article,  by  Ted  J.  Rakstis,  supplies 
many  of  the  answers  for  physicians  to  ques- 
tions they  may  be  asked  — before  they  are 
asked. 

Sensitivity  training  comes  with  many 
other  names : encounter  groups,  personal 

growth  labs,  T-groups  (“T”  for  training), 
awareness  experience  confrontation  groups, 
training  laboratories,  organizational  devel- 
opment and,  collectively,  the  human  poten- 
tial movement.  Whatever  the  groups  are 
called,  the  phenomenon  is  attracting  hun- 
dreds of  thousands  of  Americans  of  all  ages 
to  programs  run  by  persons  who  may  either 
be  skilled  professionals  or  rank  amateurs. 


The  tangle  of  sensitivity  training  nomen- 
clature suggests  that  not  even  the  experts  can 
clearly  define  it,  the  author  maintains.  It 
incorporates  elements  of  psychiatry,  sociol- 
ogy, philosophy,  education,  religion  and 
community  organization.  Its  practitioners 
number  people  from  these  and  other  fields; 
but  depending  upon  his  professional  back- 
ground and  personal  bias,  each  person  who 
conducts  a sensitivity  group  has  a different 
focus. 

Most  sensitivity  sessions  share  several 
common  attributes,  however.  The  programs 
are  designed  to  place  people  in  a group  situ- 
ation. Through  a mixture  of  physical  con- 
tact games  and  no-holds-barred  discussions 
about  each  other’s  strengths  and  failures, 
each  group  member  hopefully  feels  less  con- 
stricted. He  will  become  more  open,  readily 
able  to  understand  himself  and  others. 

The  Today’s  Health  article  analyzes  the 
claims  of  both  proponents  and  opponents, 
as  well  as  the  questions  of  the  skeptics. 

The  author  points  out  the  sensitivity 
training  boom  has  come  so  quickly  and  as- 
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sumes  so  many  forms  that  most  of  the  ex- 
perts have  been  caught  off  guard.  Neither 
the  American  Psychological  Association  nor 
the  American  Psychiatric  Association  has 
an  official  position,  and  the  American  Medi- 
cal Association’s  Council  on  Mental  Health 
offers  this  middle-of-the-road  viewpoint: 

“Although  sensitivity  training  is  an  issue 
of  current  concern,  it  is  not  an  accepted 
part  of  medical  practice.  The  Council  be- 
lieves that  the  procedures  employed  are  not 
well  enough  defined  to  lend  themselves  to 
objective  evaluation.  It  urges  that  particu- 
lar caution  be  taken  against  participating 
in  sessions  conducted  by  leaders  who  are  not 
professionally  trained  and  qualified,  in  view 
of  reports  of  psychotic  and  neurotic  se- 
quelae.’’ 

The  “therapy”  sessions  are  gaining  reput- 
able acceptance,  however.  A number  of  ma- 
jor corporations  enroll  their  executives;  an 
Illinois  high  school  found  the  training  to 
open  channels  of  communications  between 
students  and  teachers;  in  Pontiac,  Mich., 
racially  tense,  the  school  board  allocated 
$25,000  to  finance  the  program  for  parents, 
students,  teachers  and  administrators ; 
police  forces  in  Los  Angeles,  Houston  and 
Grand  Rapids,  Mich.,  have  experimented 
with  the  sessions ; the  Alabama  Medical  Cen- 
ter undertook  an  organizational  program  for 
100  medical  personnel,  and  the  Archdiocese 
of  Chicago  approved  the  program  in  one 
parish  to  help  priests  and  nuns  communi- 
cate better  with  their  parishioners. 

IMedical  authorities  have  advised  against 
sensitivity  training  for  “everyone,”  particu- 
larly in  programs  conducted  by  non-profes- 
sionals. Dana  L.  Farnsworth,  M.D.,  chair- 
man of  the  AMA  Council  on  IMental  Health 
and  director  of  health  services  for  Harvard 
University,  warned:  “There  can  be  great 
danger  for  the  person  who  has  psychotic  dif- 
ficulties or  who  is  involved  in  any  sort  of 
acute  crises.”  As  for  inept  session  leaders, 
no  matter  how  well  - intentioned.  Doctor 
Farnsworth  says,  “Compassion  without  com- 
petence soon  becomes  quackery.” 

In  the  author’s  views,  the  question  of  sen- 
sitivity training  is  three-pronged:  its  prob- 
lems (misguided  do-gooders),  its  bizarre 


aspects  (training  group  “bums”  looking  for 
thrills),  and  its  outlook  (potential  for 
good). 


Pulmonary  Function,  Ventilatory  Control, 
and  Respiratory  Complications  in  Quad- 
riplegic Subjects  — A.  C.  McKinley  et  al 
(Upstate  Medical  Center,  Syracuse,  NY). 
Amer  Rev  Resp  Dis  100:526-532  (Oct) 
1969. 

Eight  subjects  with  traumatic  cervical 
cord  transsection  resulting  in  quadriplegia 
were  studied.  \Ttal  capacities  ranged  from 
36%  to  91%  of  the  predicted  with  no  evi- 
dence of  airway  obstruction.  Arterial  blood 
gases  and  dynamic  pulmonary  compliance 
were  normal.  The  thoracic  component  of 
ventilation  ranged  from  22%  to  90%  of  the 
total  ventilation.  This  thoracic  component 
is  attributed  to  use  of  accessory  muscles  of 
breathing.  Five  of  the  subjects  neither 
sighed  nor  were  able  to  detect  an  elastic  load 
to  inspiration.  These  five  suffered  repeated 
respii-atory  complication.  Three  of  subjects 
sighed  and  detected  elastic  loads;  they  were 
free  of  respirator}-  complications.  Preserva- 
tion of  respiratory  control  seems  more  vital 
to  freedom  from  respiratory  complications 
than  does  preservation  of  vital  capacity. 

Survival  Patterns  of  Elderly  Women  With 
Breast  Cancer  — I.  S.  Goldenberg  et  al 
(333  Cedar  St,  New  Haven,  Conn).  Arch 
Surg  99:649-651  (Nov)  1969. 

The  survival  patteras  of  two  groups  of 
women  over  60  years  of  age  with  primary 
breast  cancer  were  evaluated.  A relative 
survival  rate  similar  to  that  for  a popula- 
tion less  than  54  years  of  age  was  found 
when  definitive  surgical  therapy  was  under- 
taken. Palliative  therapy  alone  or  no  treat- 
ment resulted  in  a poor  survival  experience. 
Advanced  age  alone  should  not  deter  the 
surgeon  from  performing  a specific  opera- 
tion for  the  disease.  Such  patients  over  60 
years  of  age  are  usually  good  operative  risks 
for  mastectomy. 
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While  Making  Rounds 


Quote  Unquote. 

“Even  an  imperfect  answer  to  this  ques- 
tion of  the  inheritance  of  acquired 
characters  would  be  satisfactory.” 

Darwin 


Lines  To  Practice  By. 

“The  mind,  the  bright,  quicksilver  mind, 
has  but  one  purpose,  to  defend  the  body 
and  ward  off  death.” 

Anderson 


“My  pulse,  as  yours,  doth  temperately 
keep  time. 

And  makes  as  healthful  music.” 
Shakespeare 

“The  contagion  of  a sick  mind  affects  the 
body.” 

Ovid 


“I  know  of  no  Body  that  has  a mind  to 
die  this  Year.” 

Fuller 


— F.C. 


Words  We  Can  Do  Without. 

In  the  interim 

Triage 

Media 

Our  Own  Monthly  Statistical  Report. 

Births  in  the  world:  more  than  a million 
a week. 

Anniversary  Time. 

February  12:  Lincoln’s  birthday. 

Pouf’s  birthday. 

Q & A. 

Q:  “What  did  you  find  out  about  the 
salivary  glands?” 

A:  “Nothing,  they’re  too  secretive.” 

In  England,  It’s: 

Phenobarbitone 
Hospital  theatre 

Strange  Disease  Of  The  Month. 

The  cotton-picking  stomach  syndrome. 

Who? 

Who  identified  pellagra  as  a deficiency 
syndrome  ? 

Goldberger,  in  1914. 

Why? 

Why  do  we  say  cold  cone? 


Location  of  Breast  Carcinoma  and  Prognosis 
B.  Fisher  et  al  (3550  Terrace  St,  Pitts- 
burgh). Surg  Gynec  Obstet  129:705-716 
(Oct)  1969. 

In  a group  of  1,063  patients  with  breast 
carcinoma,  56%  of  the  lesions  were  in  the 
outer  half  of  the  breast  and  four  fifths  of 
these  were  found  in  the  upper  outer  quad- 
rant. Inner  half  lesions  comprised  17%  of 
the  total.  Tumors  in  the  lower  inner  quad- 
rant were  found  in  5%  of  all  patients.  Up- 
per inner  quadrant  lesions  and  interquad- 
rant lesions  of  the  upper  half  of  the  breast 
were  significantly  less  often  associated  with 
positive  axillary  nodes.  Subareolar  tumors 
likewise  demonstrated  a lower  incidence  of 
nodal  involvement.  Inner  quadrant  lesions 
resulted  in  a slightly  lower  incidence  of  re- 
currence than  tumors  which  occurred  else- 
where. In  the  407  patients  with  negative 
axillary  nodes,  no  significant  difference  in 
recurrence  occurred  when  tumors  were  at 
any  site  or  were  considered  diffuse.  Sim- 
ilarly, the  508  patients  with  positive  axillary 
nodes  demonstrated  no  significant  difference 
in  recurrence  when  their  tumors  were  locat- 
ed at  any  particular  site  or  combination  of 
sites.  When  survival  rates  were  related  to 
tumor  location  without  regard  for  nodal 
status,  no  tumor  location  provided  a sig- 
nificant advantage  over  any  other. 
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Medicinews 


Blue  Shield  up 

^Membership  of  the  72  Blue  Shield  Plans 
in  the  United  States  and  Puerto  Rico  in- 
creased 1,447,413  during  the  first  six  months 
of  1969,  according  to  an  enrollment  report 
recently  released  here  by  the  National  As- 
sociation of  Blue  Shield  Plans. 

This  increase  brings  Blue  Shield’s  total 
enrollment  to  a record  61,818,426.  Blue 
Shield  also  serves  some  14.5  million  persons 
under  IMedicare  and  Medicaid. 

During  the  first  six  months  of  1969  in 
the  U.S.  and  Puerto  Rico,  membership 
gains  were  reported  by  60  Plans,  while  13 
experienced  losses.  The  gains  totaled  1,540,- 
886,  while  losses  amounted  to  93,473. 

Second  quarter  gains  of  763,144  were 
posted  by  54  Plans,  18  Plans  reported  losses 
totaling  89,218,  and  one  Plan  showed  no 
change. 

The  2.40  percent  enrollment  increase  in  the 
first  six  months  brought  Blue  Shield  cover- 
age in  the  U.S.  to  31.44  percent  of  the  popu- 
lation. Blue  Shield  covers  5.52  percent  of 
the  population  of  Puerto  Rico. 


Rural  health 

The  23rd  National  Conference  on  Rural 
Health,  sponsored  by  AMA  Council  on  Rural 
Health,  is  scheduled  April  9-10,  1970,  at  the 
Pfister  Hotel  and  T o w e r in  Milwaukee, 
Wis. 

Goals  of  the  Conference  are  to  develop 
planning  methods  for  community  health 
services,  to  deliver  these  services  in  rural 
areas,  to  assess  the  effect  of  environmental 
factors  on  health,  safety  and  well-being  of 
rural  residents,  to  understand  the  socio- 
economics of  health-care  delivery,  and  to 
review  methods  for  efficient  utilization  of 
health  resources. 

Attendance  at  the  Conference  is  accept- 
able for  10  prescribed  hours  of  credit  by  the 
American  Academy  of  General  Practice. 


The  1971  Conference  will  be  held  March 
26-27  at  the  Marriott  IMotor  Hotel  in  At- 
lanta, Ga. 

ENT 

The  Department  of  Otolaryngologj'  of  the 
Eye  and  Ear  Infirmaiy  of  the  University 
of  Illinois  Hospital  and  the  College  of  Medi- 
cine of  the  University  of  Illinois  at  the  Medi- 
cal Center,  will  conduct  a postgraduate 
course  in  Laryngology  and  Bronchoesopha- 
gologj’  from  April  6 through  17,  1970.  This 
course  is  limited  to  fifteen  physicians  and 
will  be  under  the  direction  of  Paul  H.  Hol- 
inger,  M.D.  It  will  be  held  largely  at  the 
Eye  and  Ear  Infirmary,  1855  West  Taylor 
Street,  Chicago,  and  will  include  visits  to 
a number  of  other  Chicago  hospitals.  In- 
struction will  be  provided  by  means  of  ani- 
mal demonstrations  and  practice  in  broncho- 
scopy and  esophagoscopy,  diagnostic  and 
surgical  clinics,  as  well  as  didactic  lectures. 

Interested  registrants  will  please  write  di- 
rectly to  the  Department  of  Otolaryngologj', 
College  of  Medicine,  University  of  Illinois  at 
the  Medical  Center,  Postoffice  Box  6998, 
Chicago,  Illinois  60680. 

Growing^  pains 

The  American  Academy  of  Pediatrics  has 
published  a comprehensive  booklet  covering 
all  aspects  of  child  health  care  written  espe- 
cially to  answer  the  many  questions  which 
frequently  confront  parents  concerning  the 
health  of  their  children. 

Entitled  Growing  Pains,  the  publication  in- 
cludes helpful  information  on  such  broad- 
ranging subjects  as  accidents,  bedwetting, 
bottle  feeding,  cancer,  color  blindness,  diet 
and  eating  habits,  emotional  problems, 
growth,  head-banging,  physical  examina- 
tions, language  and  grammar,  obesity,  popu- 
larity, reading,  running  away,  toilet  train- 
ing, and  vaccination  and  vaccines. 

Copies  of  the  230  page  publication  may 
be  obtained  from  the  Academy  for  $1.00  per 
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copy.  The  Academy  is  located  at  1801  Hin- 
man  Ave.,  Evanston,  111.  60204.  Requests 
for  the  booklet  should  be  sent  to  the  Publi- 
cations Department  at  the  Academy. 


Electronics 

The  scientific  extensions  of  today’s  busy 
doctors  — their  electronic  eyes,  ears,  and 
analytical  aides  will  be  displayed  before  the 
nation’s  medical  and  engineering  community 
in  San  Francisco  in  February  at  the  Second 
National  Conference  and  Exposition  on  Elec- 
tronics in  Medicine. 

The  three-day  meeting  will  take  place 
February  12-14  at  the  Fairmont  Hotel.  It  is 
sponsored  by  the  ELECTRONICS/MAN- 
AGEMENT CENTER  of  McGraw-Hill  Pub- 
lications Company  in  association  with  ELEC- 
TRONICS, MEDICAL  WORLD  NEWS, 
MODERN  HOSPITAL,  and  POSTGRADU- 
ATE MEDICINE  magazines. 

The  exhibit  of  medical  electronics  hard- 
ware will  take  place  concurrently  with  a pro- 
gram of  speakers  and  workshop  sessions. 
Among  the  40  speakers  and  panelists  are 
Dr.  Roger  0.  Egeberg,  Assistant  Secretary 
of  Health,  Education,  and  Welfare  for  Health 
and  Scientific  Affairs,  and  Dr.  Richard  Bell- 
man, Professor  of  Mathematics,  Electrical 
Engineering,  and  Medicine  at  the  University 
of  Southern  California. 

More  than  thirty  companies  have  reserved 
exhibit  space  at  the  Fairmont,  and  addi- 
tional exhibits  are  being  entered  each  week. 
Among  the  equipment  to  be  displayed: 

— Patient  monitoring  systems  developed 
by  the  Medical  Systems  Department  of 
General  Electric  Company,  the  Test  In- 
struments Division  of  Honeywell,  Inc., 
and  Statham  Instruments,  Inc. 

— Specialized  equipment  to  monitor  such 
functions  as  respiration,  cardiac  activ- 
ity, and  blood  pressure;  exhibitors  in- 
clude Electronic  Associates,  Inc.,  the 
Remler  Company,  the  Dallons  Instru- 
ments Division  of  International  Recti- 
fied Corporation,  and  the  Medical  Elec- 
tronics Division  of  Laser  Systems  & 
Electronics,  Inc. 


— A computer-assisted  diagnosis  system, 
developed  by  Mead  Johnson  Laborato- 
ries, to  provide  an  information  and  ref- 
erence library  for  pediatric  care. 

— A computer-based  console,  developed  by 
Medidata  Sciences,  Inc.,  to  enable  a pa- 
tient to  self-administer  his  own  medical 
history  profile. 

— A demonstration,  by  the  Health  Facili- 
ties Planning  and  Construction  Service 
of  the  Department  of  Health,  Education 
and  Welfare,  of  the  planning,  building 
and  equipping  of  hospitals  and  other 
health  facilities  under  the  Hill-Burton 
Program. 

Other  exhibitors  will  display  products 
ranging  from  individual  instruments  and  in- 
strumentation systems  to  techniques  assur- 
ing a safer  patient  environment. 

The  exposition  of  medical  electronics 
hardware  will  be  open  during  all  three  days 
of  the  Conference  both  to  registrants  and 
their  associates  and  to  qualified  non-regis- 
trants. 

Information  on  Conference  registration 
may  be  obtained  from  Samuel  Weber,  ELEC- 
TRONICS/MANAGEMENT CENTER,  330 
West  42nd  Street,  New  York,  N.Y.  10036. 
(Phone  212-971-3485). 

Information  on  exhibits  and  exhibit  space 
is  available  from  Mr.  Jerry  Brown,  National 
Expositions  Co.,  14  West  40th  Street,  New 
York,  N.Y.  10018.  (Phone  212-564-8714). 


Ear  Damage  From  Exposure  to  Rock  and 
Roll  Music  — D.  M.  Lipscomb  (Dept  of 
Audiology,  Univ  of  Tennessee,  Knoxville). 
Arch  Otolaryng  90:545-555  (Nov)  1969. 

A guinea  pig  was  exposed  to  high-inten- 
sity rock  and  roll  music  on  a schedule  de- 
signed to  approximate  the  type  of  exposure 
sustained  by  young  persons.  After  less  than 
a total  of  90  hours  of  listening  to  the  sound 
stimulus,  considerable  sensory  cell  damage 
in  the  cochlea  of  the  experimental  animal 
was  found.  Guinea  pig  cochlea  tissue  is  cy- 
tologically  altered  by  sound  stimulation  of 
the  magnitude  employed  in  the  study. 
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FEATURES 


Doctors  Make  News 


Doctor  William  Robinson  has  opened  a 
medical  practice  in  Chadron. 

Doctor  Veimon  G.  Wa)'d,  Omaha,  has  been 
elected  president  of  the  Nebraska  Arthritis 
Foundation. 

Doctor  R.  A.  Serbousek,  Atkinson,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  John  H.  George,  Omaha,  has  been 
elected  president  of  the  medical-dental  staff 
of  Doctors  Hospital. 

Doctor  George  Cooper,  North  Platte,  was 
recently  elected  president  of  the  Lincoln 
County  Medical  Society. 

Doctor  Richard  Q.  Grotty,  Omaha,  was  re- 
cently elected  president  of  the  Omaha  Mid- 


Send  For  It 

AMA  publishes  book  on  cerebellum 

The  American  Medical  Association  has 
published  in  bookform  the  42  papers  pre- 
sented by  outstanding  international  scien- 
tists in  neurophysiologj' , neuroanatomy,  neu- 
rochemistry, paleontology'  and  neurology  at 
the  First  International  Symposium  of  the 
AMA  Institute  for  Biomedical  Research  held 
in  March  1969. 

Entitled  Neurobiology  of  Cerebellar  Evo- 
lution and  Development,  this  major  publica- 
tion covers  in  depth  discussions  held  during 
the  weeklong  meeting  on  aspects  of  cerebellar 
phylogeny,  ontogeny,  function  and  morphol- 
ogy from  lower  amphibian  to  man.  The 
topics  range  from  basic  aspects  of  vertebrate 
evolution  to  the  most  complex  and  current  re- 
search being  done  in  neurobiology.  It  was 
edited  by  Dr.  R.  Llinas,  head  of  the  Depart- 
ment of  Neurology'  at  the  Institute. 

The  book,  of  special  appeal  to  physicians 
seeking  to  broaden  their  understanding  of 
the  nervous  system,  features  a step-by'-step 
analysis  of  the  problems  of  neurobiology';  it 


West  Clinical  Society.  Doctor  John  D.  Coe, 
Omaha,  was  selected  president-elect. 

Doctor  Matilda  S.  Mclntire,  Omaha,  has 
been  named  medical  consultation  coordinator 
for  the  Head  Start  program  by  the  Nebraska 
Chapter  of  the  American  Academy  of  Pedi- 
atrics. 

Doctor  Harlan  L.  Papenfuss,  Lincoln,  has 
been  installed  president  of  the  Lancaster 
County  Medical  Society'.  Doctor  John 
Clyne,  Lincoln,  has  been  elected  president- 
elect. 

Doctor  Bryce  G.  Shopp,  Imperial,  pre- 
sented a medical  paper  to  the  Journal  Club 
in  Cambridge,  and  spoke  on  drug  abuse  to 
a group  at  the  Christian  Church  in  Holyoke, 
Colorado. 


is  a particularly  valuable  and  unique  adjunct 
to  both  graduate  and  undergraduate  student 
teaching. 

Orders  with  accompany'ing  checks  should 
be  addressed  to  AMA,  535  N.  Dearborn  St., 
Chicago,  111.  60610.  Prices:  Single  copies, 
$35;  11  or  more,  $25;  special  $25  price  to 
medical  students,  interns  and  residents;  $39 
for  non-North  American  orders.  The  pre- 
vailing AMA  50  percent  discount,  however, 
applies  to  medical  society'  orders. 

Federal  Bureau  of  Narcotics  lists 
15  don’ts  as  physician  safeguards 

The  Federal  Bureau  of  Narcotics  has  pre- 
pared Don’ts  for  the  Practitioner  to  protect 
him  from  narcotic  addicts  and  abusers. 

Don’t  leave  prescription  pads  around;  ad- 
dicts may  be  forgers. 

Don’t  write  a narcotic  prescription  in  lead 
pencil,  or  any  Rx  at  all  in  pencil  as 
they  may'  be  changed  to  call  for  mor- 
phine. 
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Don’t  write  narcotics  as  “Morphine  HT  1/4 
# X”  or  “Morphine  HT  14  #10.”  Sev- 
eral X’s  or  zeroes  can  be  added  to  raise 
the  amount.  Use  brackets  or  spelling. 

Don’t  carry  a large  stock  of  narcotics  in 
your  bag.  Addicts  are  often  watching 
MDs’  offices  and  cars. 

Don’t  store  your  office  narcotic  supply 
unprotected,  especially  near  a sink  or 
washroom ; patients  may  ask  to  use  these 
facilities. 

Don’t  fall  for  a story  from  a stranger 
claiming  an  aliment  that  usually  re- 
quires morphine.  The  addict  can  pro- 
duce blood  sputum,  simulate  bad  coughs 
or  other  sjTnptoms.  Make  your  own 
diagnosis. 

Don’t  give  an  Rx  to  anyone  except  the  ac- 
tual patient.  Addicts  have  posed  as 
nurses. 

Don’t  write  for  large  quantities  of  nar- 
cotics unless  unavoidable.  Diversion  to 
addicts  is  profitable,  as  much  as  $1  for 
1/4  grain  M.S. 

Don’t  prescribe  narcotics  on  the  story  that 
another  physician  has  been  doing  so; 
consult  that  physician  or  hospital  rec- 
ords. 

Don’t  leave  Rx’s  signed  in  blank  for  nurses 
to  fill  in;  many  have  been  stolen  by 
addicts. 

Don’t  treat  an  ambulatory  addict.  They 
must  be  under  proper  control ; many  go 
to  several  physicians  at  one  time. 

Don’t  dispense  narcotics  without  keeping 
records,  although  bedside  and  office 
administration  is  permissible. 

Don’t  buy  your  office  narcotic  needs  on  an 
Rx  blank.  The  law  requires  that  you 
use  an  official  order  form. 

Don’t  resent  a pharmacist’s  call  for  veri- 
fication of  an  Rx.  He  is  held  respon- 
sible if  forgeries  are  filled. 

Don’t  hesitate  to  call  an  agent  of  the  Fed- 
eral Bureau  of  Narcotics  (at  your  near- 
est Federal  Building)  or  the  Narcotics 
Division  of  your  State  Department  of 
Health  if  the  patient  is  suspect.  Your 


information  will  be  held  in  strict  con- 
fidence. 

Do  not  phone  in  a Cki^s  A Narcotic  Rx  ex- 
cept in  true  emergencies;  even  then,  the 
pharmacist  must  have  a written  prescription 
in  his  or  his  agent’s  hand  before  he  can 
make  delivery  to  your  patient.  The  pharma- 
cist or  his  agent  may  pick  up  the  Rx  at  your 
office  or  at  the  home  before  making  deliv- 
ery. 

Violations  of  this  section  of  the  narcotic 
law  may  entail  two  to  10  years  imprisonment 
and  up  to  a $20,000  fine  for  the  first  offense ; 
second  and  third  violations  are  more  severe. 

AMA  issues  new  catalog  of 
health  literature 

Committees  of  medical  societies  and  indi- 
vidual physicians  will  benefit  from  the  newly 
issued  AMA  catalog  of  health  education  liter- 
ature and  other  materials.  Entitled  The 
Many  Faces  of  Health  Education,  it  lists 
titles,  descriptions  and  prices  for  pamphlets, 
posters,  booklets,  books  for  both  the  physi- 
cian and  the  public,  quackery  kits,  and 
plaques  of  fee  discussions,  the  Oath  of  Hip- 
pocrates, Daily  Prayer  of  Maimonides  and 
the  Principles  of  Medical  Ethics.  Direct  re- 
quests for  the  catalog  to  AMA,  535  N.  Dear- 
born St.,  Chicago,  111.  60610. 

New  AMA  catalog  lists  5,000 
medical  and  surgical  films 

The  new  enlarged  edition  of  the  AMA 
catalog,  “Medical  and  Surgical  Motion  Pic- 
tures,” is  now  available. 

The  publication  lists  almost  5,000  selected 
motion  pictures,  of  which  more  than  1,500 
entries  have  been  added  since  the  publica- 
tion’s first  edition.  This  588-page,  indexed 
volume  is  of  particular  value  to  medical  edu- 
cators, hospital  directors  of  medical  educa- 
tion, allied  health  educational  program  per- 
sonnel, and  others  involved  in  teaching  medi- 
cine and  surgery. 

Free  copies  are  available  from  the  Medical 
Motion  Pictures  and  Television  Section, 
AMA,  535  N.  Dearborn  St.,  Chicago,  111. 
60610. 
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Science  fairs  open  recruitment 
gates  to  medical  associations 

The  House  of  Delegates  of  the  A]\IA  con- 
tinues to  urge  each  state  and  county  medical 
association  to  give  interest,  counsel  and  sup- 
port to  the  science  clubs  and  fairs  in  the 
high  schools  of  their  communities.  A good 
many  societies  give  awards  to  students  with 
exhibits  in  the  basic  medical  science  at  these 
annual  fairs  to  encourage  consideration  of 
careers  in  medicine. 

Since  1956,  the  AM  A has  participated  in 
the  International  Science  Fair,  at  which 
more  than  400  finalists  from  regional  and 
state  fairs  compete  for  top  honoi*s.  The 
AiMA  hosts  the  “Health  Awards  Banquet,” 
presents  citations,  and  invites  the  two  win- 
ners of  its  choice  to  the  A]\IA  Annual  Con- 
vention as  exhibitors  in  the  Scientific  Ex- 
hibit. Many  finalists  each  year  at  the  Fair 
are  given  financial  assistance  for  the  trip 
by  their  local  or  state  medical  societies. 

The  21st  International  Science  Fair  will 
be  held  in  Baltimore,  Md.,  May  10-15.  Most 
finalists  at  the  Fair  are  from  local  fairs 
usually  held  in  February,  March  or  April; 
consequently,  the  time  to  offer  the  profes- 
sion’s assistance  is  nmi'. 

AMA  prepares  guides  and  models 
for  rural  health  care  programs 

A new  brochure,  “Health  Care  Delivery 
in  Rural  Areas  — Selected  Models,”  has  just 
been  produced  by  the  AMA  Council  on  Rural 
Health.  It  presents  an  oveiwiew  of  the  prob- 
lems involved  in  the  delivery  of  health 
services  in  rural  areas,  and  summarizes  se- 
lected plans  and  models  for  these  progi'ams 
which  have  proved  effective  in  various  rural, 
but  disparate,  regions  throughout  the  U.S. 
Free  copies  are  available  from  the  Depart- 
ment of  Community  Health,  AMA,  535  X. 
Dearborn  St.,  Chicago,  111.  60610. 


Fasting  Serum  Trigylceride,  Chole.sterole, 
and  Lipoprotein  Levels  During  Oral  Con- 
traceptive Therapy  — V.  Wynn  et  al  (J. 
H.  Doar,  St.  Mary’s  Hosp  Medical 


School,  London).  Lancet  2:756-760  (Oct 

11)  1969. 

The  effects  of  oral  contraceptives  on  fast- 
ing serum  lipid  and  low-density  lipoprotein 
levels  were  studied  longitudinally  in  two 
groups  of  women.  Group  A consisted  of  116 
women  tested  before  and  during  therapy,  and 
group  B comprised  48  women  initially  test- 
ed during  therapy  and  again  after  therapy 
had  been  discontinued.  In  both  groups,  oral 
contraceptive  therapy  was  associated  with 
significantlj’  elevated  mean  serum  trigly- 
cende  and  cholesterol  levels.  Serum  trigly- 
ceride levels  increased  in  of  group  A 

women  during  therapy,  and  decreased  in 
88  of  group  B women  after  therapy  was 
discontinued.  No  relation  was  found  be- 
tween the  magnitude  of  change  and  nature 
of  estrogen-progestogen  combination,  day  of 
treatment  cycle,  duration  of  therapy,  de- 
gree of  obesity,  parity,  family  history  of  dia- 
betes mellitus,  or  oral  glucose  tolerance. 


Transit  Time  of  i*H-Hippuran  in  Brain  of 
Patients  With  Acute  Ischemic  Stroke  — 
S.  Lavy,  J.  Herishanu,  and  jM.  Loevinger 
(Hebrew  Univ-Hadassah,  Jerusalem,  Is- 
rael). Harefuah  7:296-298  (Oct  1)  1968. 

The  mean  transit  time  (i\ITT)  of  ^*H-so- 
dium  iodohippurate  (Hippuran)  furnishes 
valuable  information  on  cerebral  hemody- 
namics. After  intravenous  injection  of  380 
to  440  me  i^H-sodium  iodohippurate  the 
count  rate  is  recorded  simultaneously  from 
both  cerebral  hemispheres.  Twenty  - three 
patients  with  acute  ischemic  cerebral  epi- 
sodes were  examined  by  this  method  24  to 
28  hours  after  onset.  In  ten  patients  with- 
out cerebral  disease  who  served  as  a control 
group,  the  MTT  was  8.7  seconds.  In  patients 
with  right  hemispheric  pathology,  the  ]\ITT 
was  12.4  seconds  on  the  right  side  and  8.3 
on  the  left.  In  patients  with  left  hemispher- 
ic pathology,  the  MTT  was  12.9  seconds  on 
the  left  side  and  9.8  on  the  right.  Angi- 
ographic studies  were  also  performed  in  12 
patients.  In  those  in  whom  angiography 
showed  arteriosclerotic  changes  the  MTT 
was  11.1  seconds  on  the  affected  side  and 
8.7  on  the  normal  side. 
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Summary  of  Actions  of  House  of 
Delegates  of  the  AMA 

November  29  - December  3,  1969 
Denver,  Colorado 

CLINICAL  SESSION 
JOHN  R.  SCHENKEN,  M.D. 

Established  a Committee  on  Private  Prac- 
tice of  the  Council  on  Medical  Service.  The 
major  reason  was  that  private  practice  is 
“still  believed  to  be  the  best  method  of  serv- 
ing mankind’s  medical  needs.” 

Received  a definition  of  the  term  “Relat- 
ed Disease”  as  used  in  the  Regional  Medical 
Program.  Secretary  Finch  stated  that  “re- 
lated diseases”  must  bear  a direct  relation- 
ship to  heart  disease,  cancer,  and  stroke. 

Called  for  state  and  local  medical  societies 
to  be  coordinating  agencies  for  physicians 
involved  in  the  improvement  of  medical  edu- 
cation, research  and  patient  care.  Asked 
state  medical  associations  to  report  on  Re- 
gional Medical  Program  operations,  and 
transmit  information  to  the  AMA. 

Supported  the  concept  of  the  Regional 
Medical  Program  as  it  was  originally  en- 
acted under  Public  Law  89-239.  Urged  the 
membership  to  participate  in  RMP  in  line 
with  the  highest  tradition  of  the  private 
practice  of  medicine.  Concern  w a s ex- 
pressed about  new  directions  that  RMP  was 
taking. 

Expressed  opposition  to  on-site  auditing 
in  physicians’  offices  relative  to  tax-support- 
ed programs,  by  representatives  of  govern- 
mental agencies.  Problems  should  be  re- 
ferred to  the  local  peer  review  committee. 
Their  protest  was  to  be  transmitted  to  the 
Social  Security  Administration. 

Endorsed  the  Nebraska  Resolution  #5  ex- 
pressing indignation  concerning  the  release 
of  physicians’  names  by  government  of  those 
who  received  $25,000  or  more  in  income  de- 
rived from  federal  Medicare  and  Medicaid 
programs.  Urged  that  AMA  promote  Con- 
gressional legislation  which  would  prohibit 
such  a practice. 

Opposed  national  physician  licensure  on 
the  basis  that  existing  state  licensure  boards 


may  apply  any  necessary  control  on  mem- 
bers of  the  medical  profession. 

Failed  to  resolve  the  problem  of  payment 
to  the  physicians  in  teaching  institutions  for 
services  rendered  under  Medicare  Part  B. 
This  involves  payment  to  interns  and  resi- 
dents. The  entire  matter  was  referred  to 
the  Board  of  Trustees. 

Objected  to  notification  to  patients  by 
third  party  carriers  where  payments  al- 
lowed are  less  than  physician’s  charges. 
These  notifications  are  often  derogatory  to 
the  physician  by  such  as  “you  were  over- 
charged.” 

Directed  attention  to  the  fact  that  a re- 
vised “procedural  terminology”  will  be  pub- 
lished next  year  by  the  AMA. 

Instructed  the  Board  of  Trustees  to  take 
prompt  remedial  measures  to  clarify  the 
meaning  of  the  expressions  “medical  care” 
and  “health  care”  in  order  to  assure  cor- 
rect usage  in  official  publications  of  +he 
AMA. 

Received  assurances  from  the  Social  Se- 
curity Administration  that  it  was  in  the 
process  of  providing  detailed  data  on  costs 
and  benefit  payments  made  under  Medicare 
and  Medicaid. 

Discussed  the  problem  where  initial  evi- 
dence for  payment  for  medical  services  by 
Social  Security  disability  insurance  program 
was  deemed  insufficient.  When  government 
authorizes  a new  examination  and  report,  it 
was  urged  that  the  attending  physician  be 
used  in  providing  the  follow-up  examination 
whenever  possible. 

Approved  a legislative  proposal  that  the 
labels  of  drug  containers  as  dispensed  to 
patients  show  the  trade  name  and  the  quan- 
tity and  strength  of  the  drug. 

Requested  a compendium  of  federal  stat- 
utes and  regulations  which  concern  health 
and  medicine. 

Urged  the  AMA  Public  Affairs  Division 
in  cooperation  with  state  medical  societies 
to  provide  a system  for  the  exchange  of 
program  ideas  and  materials. 

Studied  a proposed  modification  of  the 
Berry  Plan  so  that  physicians  subject  to 
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draft  could  serve  in  areas  of  identified  need 
in  lieu  of  serving  in  the  military.  This  was 
referred  to  the  Board  of  Trustees. 

Adopted  Nebraska  Resolution  #30  in  op- 
position to  the  use  of  compulsory  govern- 
ment prescription  forms. 

Urged,  in  all  matters  relating  to  health 
of  the  public  and  the  practice  of  medicine, 
that  an  effective  liaison  between  appropriate 
federal  officers,  departments,  and  agencies 
be  established  directlj’  with  the  AIMA. 

Urged  that  the  AM  A aggressively  pursue 
close  working  relationships  with  medical  spe- 
cialty societies  in  order  to  avoid  fragmenta- 
tion of  the  voice  of  medicine.  Many  specialty 
societies  are  establishing  Washington  of- 
fices and  the  delegates  believe  that  there 
is  a need  for  coordination  with  the  work 
of  the  AMA  Washington  office. 

Opposed  legislation  requiring  filing  of 
information  reports  of  payments  made  to 
patients.  There  is  pending  legislation  in 
Congress  which  would  require  insurance 
carriers  and  other  third  parties  to  file  such 
information. 

^"oiced  strong  opposition  to  the  present 
Senate  Finance  Committee  amendment 
which  militates  against  professional  corpor- 
ations. Recently  enacted  into  law  by  the 
Nebraska  legislature  was  a statute  permit- 
ting professional  corporations. 

Opposed  complete  interstate  reciprocity 
of  medical  licensure.  It  was  alleged  that 
this  would  alleviate  inequitable  distribution 
of  physicians  in  the  United  States.  The  evi- 
dence does  not  support  such  a view. 

Urged  that  state  and  county  societies  take 
action  to  make  available  to  interns  and  resi- 
dent physicians  active  membership  or  its 
equivalent. 

Approved  the  establishment  of  a Commis- 
sion on  Foreign  Medical  Graduates. 

Approved  the  essentials  of  an  educational 
program  for  orthopedic  assistants. 

Endorsed  the  concept  that  the  education 
of  young  physicians  should  include  appro- 
priate comments  on  socioeconomics. 


Urged  that  medical  students,  interns,  and 
residents  who  are  receiving  their  education 
in  a university  complex  should  have  part  of 
their  educational  experience  in  a nonuniver- 
sity community  hospital  and  be  exposed  to 
the  merits  of  practice  under  a variety  of 
environmental  circumstances. 

Approved  of  legislation  which  would  pro- 
vide educational  monies  for  new  medical 
schools  and  assist  those  now  in  existence. 
Urged  additional  financial  support  from  all 
public  and  private  sectoi-s  for  medical  edu- 
cation. 

Endorsed  concept  that  qualified  osteo- 
pathic physicians  be  allowed  to  take  the  ex- 
aminations of  a medical  specialty  board  for 
certification. 

Urged  hospital  boards  and  hospital  medical 
staffs  to  develop  cost  control  measures  for 
hospital  care  services.  This  resolution  was 
objected  to  by  your  delegate  on  the  grounds 
that  cost  control  measures  have  been  institut- 
ed in  hospitals  for  many  years  and  that  the 
rise  in  hospital  costs  is  largely  out  of  the 
control  of  the  hospital  administration. 

Received  information  that  the  AMA  legal 
division  was  engaged  in  drafting  a provision 
for  minimal  written  procedures  in  hearings 
on  hospital  staff  privileges. 

Endorsed  Standards  8 and  9 of  the  new 
JCAH  Standards  which  delegate  medical 
staff  authority  to  evaluate  professional  com- 
petence and  staff  privileges  and  call  for  med- 
ical staff  participation  in  the  development 
of  hospital  policy. 

Discussed  in  depth  whether  or  not  it  was 
necessary  for  a physician  to  make  a monthly 
call  on  patients  in  nursing  care  facilities. 
Transmitted  its  opinion  to  the  JCAH  that 
patients  who  need  only  domiciliary  care 
should  be  seen  by  the  physician  only  as 
often  as  their  condition  requires  rather 
than  on  a monthly  basis. 

Discussed  the  need  for  outlines  of  new 
health  occupations. 

Approved  a special  committee  report  on 
health  care  of  the  poor.  Objection  to  the 
report  was  filed  as  a minority  report  on 
the  grounds  that  massive  federal  participa- 
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tion  through  controls  and  spending  were  not 
the  answer  to  the  problem. 

Adopted  a policy  statement  on  marihuana. 

Agreed  with  Resolution  #15  (A-69)  that 
the  removal  of  drugs  from  the  market  by 
FDA  authorities  should  not  be  done  with- 
out consulting  with  practicing  physicians. 

Instructed  the  responsible  AMA  depart- 
ments to  screen  advertising  which  appears 
in  the  AMA  journals  to  see  that  claims  do 
not  exceed  legitimate  therapeutic  indications. 

Adopted  a resolution  on  the  promotion  of 
environmental  health. 

Discussed  voluntary  universal  health  in- 
surance coverage.  Reaffirmed  a previous 
position  of  the  House  of  Delegates  to  sup- 
port a tax  credit  plan.  Urged  the  AMA  to 
intensify  its  efforts  to  develop  other  realistic 
and  effective  plans  of  medical  care  coverage 
utilizing  multiple  methods  of  financing  and 
free  choice.  State  medical  associations  are 
urged  to  submit  proposals. 

Endorsed  continuation  of  AMA-ERF  ac- 
tivities but  recommended  that  the  Institute 
for  Biochemical  Research  be  discontinued  as 
soon  as  the  Board  of  Directors  of  the  AMA- 
ERF  deems  feasible.  The  present  Institute 
occupies  the  upper  three  floors  of  the  main 
AMA  headquarters  in  Chicago  and  there  was 
a plan  to  build  a new  building  on  the  campus 
of  the  University  of  Chicago  at  the  cost 
of  about  $10-$15  million.  Funds  for  medical 
schools  and  student  loan  guarantee  fund  as 
part  of  the  AMA-ERF  program  were  re- 
affirmed. 

Asked  the  Board  of  Trustees  to  study  the 
advisability  of  separating  the  AMA  field 
staff  into  a public  affairs  division  and 
AMPAC  division. 

Made  an  extensive  report  on  the  problem 
of  professional  liability.  The  Trustees  were 
requested  to  search  for  solutions  to  the  crisis 
of  professional  liability  and  liability  insur- 
ance. Urged  each  state  association  to  sup- 
ply AMA  with  material. 

Approved  of  a symbol  indicating  a medical 
emergency. 

Rejected  the  proposal  that  the  tenure  of 
a delegate  to  the  AMA  should  be  five  terms. 


The  House  believes  that  this  is  the  preroga- 
tive of  each  state  society. 

Expressed  opposition  to  the  expenditure 
of  tax  dollars  to  promote  the  production  and 
sale  of  tobacco  while  at  the  same  time  spend- 
ing other  tax  dollars  to  discourage  cigarette 
smoking. 

Urged  constituent  and  county  medical  so- 
cieties to  establish  placement  bureaus  for 
medical  assistants. 

Strongly  approved  a resolution  which 
placed  greater  emphasis  on  the  expansion 
and  development  of  diploma  nursing  pro- 
grams. 

Reaffirmed  its  previous  position  on  abor- 
tion and  refused  to  liberalize  present  policy. 

Declined  to  declare  that  it  is  unwise  and 
unethical  for  a physician  to  own  stock  in  a 
proprietary  hospital.  The  matter  was  re- 
ferred to  the  Judicial  Council. 

Advised  that  meetings  with  medical  stu- 
dents, interns,  and  residents  be  initiated  in 
conjunction  with  local  chapters  of  SAM  A. 
The  state  and  county  societies  should  take 
the  initiative. 

Requested  the  AMA  to  implement  a public 
information  program. 

Instructed  the  Board  of  Trustees  to  ap- 
point a task  force  to  study  the  problem  of 
decreasing  membership  in  the  AMA  and  to 
make  recommendations  for  an  active  re- 
cruitment effort.  This  should  include  stu- 
dents, interns,  and  residents  in  the  ranks  of 
organized  medicine. 

Established  an  ad  hoc  committee  on  long- 
range  planning  and  development.  The  pur- 
pose of  the  committee  is  to  receive  the  re- 
port of  the  temporary  Committee  on  Plan- 
ning and  Development,  known  as  the  Himler 
Report,  as  well  as  the  minority  report  writ- 
ten by  Dr.  John  Budd  of  Ohio.  Ad  hoc  com- 
mittee was  instructed  to  study  all  reviews 
and  correspondence  as  well  as  the  transcript 
of  the  proceedings  of  the  House  relative  to 
this  matter.  It  is  further  charged  with  rec- 
ommending the  establishment  of  a perma- 
nent committe  on  long-range  planning  and 
development.  It  was  recommended  that 
component  medical  societies  study  the  Him- 
ler and  the  minority  reports. 
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Here  and  There 


Internists  meet  in  Kansas 

Specialists  in  internal  medicine  in  Kan- 
sas will  hold  a scientific  meeting  under  the 
sponsorship  of  the  American  College  of 
Physicians  (ACP)  Feb.  20,  1970  in  Salina, 
Kansas. 

The  meeting  is  one  of  39  regional  educa- 
tional sessions  the  College  holds  during  the 
academic  year  to  help  its  15,000  members 
keep  abreast  of  new  developments  in  the 
basic  and  clinical  sciences  affecting  their 
practices.  The  meetings  are  held  throughout 
the  country  and  in  Canada  and  have  been 
sponsored  annually  by  the  College  since 
1930.  For  members  of  the  College  who  prac- 
tice in  Kansas,  the  regional  meeting  pro- 
vides an  opportunity  to  attend  educational 
sessions  without  taking  too  much  time  from 
their  practices. 

The  meeting  is  under  the  general  direc- 
tion of  Sloan  J.  Wilson,  M.D.,  Kansas  City, 
Kansas,  ACP  Governor  for  Kansas  and  Pro- 
fessor of  Medicine  at  the  University  of  Kan- 
sas School  of  Medicine.  The  address  of  the 
ACP  is  4200  Pine  Street,  Philadelphia,  Penn- 
sylvania 19104. 


ENT 

The  Annual  Otolaryngologic  Assembly  of 
1970  will  be  held  September  19  through  25, 
1970,  in  the  Eye  and  Ear  Infirmary  of  the 
University  of  Illinois  Hospital.  The  De- 
partment of  Otolaryngologj',  College  of  Med- 
icine, University  of  Illinois  at  the  Medical 
Center,  offers  a condensed  postgraduate 
basic  and  clinical  program  for  practicing 
otolaryngologists  under  the  direction  of  Doc- 
tor Emanuel  M.  Skolnik.  It  is  designed  to 
bring  to  specialists  current  information  in 
medical  and  surgical  otorhinolaryngology". 

A separate,  but  correlated  course  “Con- 
ference on  Radiology  in  Otolaryngology"  and 
Ophthalmology'”  will  be  held  this  y"ear  on 
Friday  and  Saturday,  November  27  and  28, 
under  the  guidance  of  Doctor  Galdino  E. 
\”alvassori.  h"or  further  information  about 


the  radiology  conference,  write  to  Professor 
^"alvassori,  Radiology  Department,  College 
of  Medicine. 

Interested  otolaryngologists  should  direct 
their  inquiries  to  the  mailing  address: 
Otolaryngology,  P.O.  Box  6998,  Chicago,  Illi- 
nois 60680. 


Blood  use  rises 

Blood  usage  in  the  U.S.  is  now  more 
than  7,000,000  units  a y"ear  but  blood  banks 
came  through  the  summer  of  1969  with  no 
general  shortage  despite  August  being  the 
worst  auto  accident  month  in  history.  Frank 
C.  Coleman,  M.D.,  President,  announced  this 
at  the  22nd  annual  meeting  of  the  American 
Association  of  Blood  Banks  November  16-20 
in  Houston. 

Enold  H.  Dahlquist,  Jr.,  M.D.,  Rhode 
Island  Hospital,  Providence,  Rhode  Island, 
succeeded  Dr.  Coleman  as  President  and 
John  Bernard  Henry,  M.D.,  Syracuse,  N.Y., 
was  chosen  President-Elect  to  take  office 
at  the  end  of  next  year’s  meeting,  October 
25-30,  at  the  San  Francisco  Hilton  Hotel. 
Dr.  Henry  is  Professor  of  Pathology  and 
Director  of  Clinical  Pathology",  State  Univer- 
sity of  New  York  Upstate  Medical  Center. 

Other  officers  elected  were  William  G. 
Battaile,  M.D.,  Washington,  D.C.,  Vice  Presi- 
dent; Leslie  R.  Bryant,  Jr.,  M.D.,  New 
Orleans,  La.,  Secretary".  Mrs.  Bernice  M. 
Hemphill,  Managing  Director  of  the  Irwin 
Memorial  Blood  Bank  of  the  San  Francisco 
IVIedical  Society,  was  reelected  Treasurer. 

Chosen  as  directors  were  John  P.  Sullivan, 
M.D.,  Springfield,  Mass. ; Alfred  L.  Lewis, 
Jr.,  M.  D.,  Tallahassee,  Fla.;  George  Lewis 
Leonard,  M.D.,  New  Orleans,  La.;  Mrs. 
Grace  M.  Neitzer,  M.T.  (ASCP)  BB,  De- 
troit, Mich.,  and  Robert  R.  Morris,  M.D., 
Eureka,  California. 

The  need  for  blood  is  rising  10  to  12  per 
cent  at  many  hospitals,  Drs.  Coleman  and 
Dahlquist  told  a press  conference.  About  25 
per  cent  of  all  blood  transfused  goes  to  can- 
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cer  patients.  Hopeful  treatment  of  leukemia 
accounts  for  much  of  the  increased  need. 
Medicare  patients  receive  25  per  cent  of 
blood  transfused.  Under  the  federal  pro- 
gram they  are  supposed  to  replace  the  first 
three  pints  each  receives,  but  only  24  per 
cent  have  been  replaced. 

“Because  of  fear,  apathy  or  inconveni- 
ence,” said  Dr.  Dahlquist,  “only  three  per 
cent  of  the  people  qualified  to  donate  blood 
do  so.  To  help  muster  more  donors  after 
Christmas  when  banks  are  low  and  needs 
great,  we  are  asking  President  Nixon  to  pro- 
claim January  as  National  Blood  Donor 
Month.  A joint  resolution  calling  for  this 
has  been  introduced.  We  are  also  asking 
for  a postage  stamp  to  encourage  blood 
donation.  Many  organizations  have  endorsed 
both  ideas.” 


GP  course 

A four-day  refresher  conference  for  gen- 
eral practitioners  of  medicine  will  be  held 
at  The  University  of  Iowa  Health  Center 
Tuesday  through  Friday,  February  10-13, 
1970. 

In  addition  to  the  discussion  of  49  medical 
subjects  of  interest  to  general  practitioners, 
the  conference  will  offer  several  innovations 
including  clinical  movies  during  luncheons 
and  optional  “lunch  with  the  experts.” 

Each  participant  will  have  the  opportunity 
to  offer  critiques  of  the  speakers  and  ad- 
vance-registrants will  have  the  opportunity 
to  take  a self-scoring  pre-  and  post-confer- 
ence quiz  to  evaluate  the  amount  of  indi- 
vidual learning  at  the  confereiice.  Regis- 
trants can  also  get  some  additional  practice 
in  “test-taking”  at  the  conference  if  they  are 
preparing  to  take  the  Family  Practice  Board 
examinations. 

Sessions  on  Tuesday  will  be  devoted  to  a 
Symposium  on  Emergency  Care. 

Conference  registration  forms  can  be  ob- 
tained by  writing;  Director,  Office  of  Medi- 
cal Education,  The  University  of  Iowa,  245 
Medical  Research  Center,  Iowa  City,  Iowa 
52240. 


Educational  course  announcement 

A continuation  course  on  “Current  Prac- 
tice of  Clinical  Electroencephalography”  will 
be  held  September  14-16,  1970,  in  Washing- 
ton, D.C.  The  course  is  designed  to  review 
the  principal  applications  of  the  EEC  to  clin- 
ical medical  practice,  and  is  sponsored  by 
the  American  Electroencephalographic  So- 
ciety. 

Inquiries  about  further  details  of  th  e 
course  or  registration  procedure  should  be 
addressed  to  Dr.  Donald  W.  Klass,  EEC 
Course  Director,  Mayo  Clinic,  Rochester, 
Minnesota  55901. 


Feto-maternal  Hemorrhage  in  Therapeutic 

Abortion  — J.  C.  Voigt  and  R.  P.  Britt 

(Hillingdon  Hosp,  Uxbridge,  England). 

Brit  Med  J 4:395-396  (Nov  15)  1969. 

The  incidence  and  severity  of  feto-ma- 
ternal hemorrhage  was  determined  by  Klei- 
hauer  tests  in  212  cases  of  artificial  termin- 
ation of  pregnancy.  The  cases  were  classi- 
fied in  terms  of  duration  of  pregnancy  in 
weeks,  and  into  four  groups  according  to  the 
method  of  termination  used  (dilatation  and 
curettage,  suction  vaginal  termination,  ab- 
dominal hysterotomy,  or  injection  of  aborti- 
facient  paste.  In  the  whole  series,  the  inci- 
dence of  feto  - maternal  hemorrhage  was 
26.4%  ; in  6.6%  of  all  the  cases  this  was 
of  5 or  more  fetal  red  cells/50  low  power 
fields.  All  four  methods  of  termination  were 
shown  to  result  in  such  hemorrhages;  how- 
ever, the  incidence  below  12  weeks’  gesta- 
tion was  very  small  and  there  would  seem  to 
be  no  reason  for  offering  routine  Rh-im- 
munoglobulin  to  these  women.  Where  the 
pregnancy  was  12  weeks  or  more  in  duration, 
there  was  40.3%  incidence  of  feto-maternal 
hemorrhage  in  the  cases  terminated  by  suc- 
tion or  by  dilatation  and  curettage.  The  ab- 
dominal hysterotomy  group  also  had  a high 
incidence  of  feto  - maternal  hemorrhage. 
Where  it  is  essential  to  terminate  a preg- 
nancy of  12  weeks  or  more  in  an  Rh-nega- 
tive  woman,  immunoglobulin  should  be  giv- 
en. 
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It's  New 


IV  infusion  monitor 

Block  Engineering,  Inc.,  has  introduced 
a new  intravenous  (IV)  infusion  monitor 
for  hospitals  that  will  count  the  drop  rate 
and  monitor  the  level  of  infusants  used  with 
the  instrument.  The  monitor,  trademarked 
IV  SENTRY,  features  solid-state  circuitry 
in  a rugged,  extruded  aluminum  housing 
easily  mounted  on  any  IV  stand.  The  IV 
Sentry  produces  a warning  signal  to  alert 
medical  personnel  when  the  drop  rate  varies 
from  that  desired,  and  when  about  25  cc  of 
an  infusant  remains  in  the  infusion  bottle. 
It  accommodates  all  infusion  bags  or  bottles 
— up  to  1000  cc  capacity.  The  unit’s  de- 
sign makes  sanitizing  easy. 

The  drop  rate  sensor  clips  onto  the  drip 
chamber  of  the  infusion  set.  As  a drop  in- 
terferes with  a radio  wave  generated  within 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion. precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


factured  by  the  Posey  Companj’,  39  South 
Santa  Anita  Avenue,  Pasadena,  California 
91107. 


New  padded  leather  cuff 

Posey  Company  introduces  a new  padded 
leather  cuff  for  the  most  active  patients. 
The  Kodel  polyester  padding  is  held  in  place 
by  \'elcro  and  can  be  removed  for  easy  laun- 
dering. This  cuff  can  be  worn  without  pad- 
ding if  desired.  Each  cuff  comes  with  a 
36"  strap  with  a new  friction  type  key- 
lock buckle  which  allows  desired  arm  move- 
ment. The  Posey  leather  cuff,  lined.  Cat. 
No.  5163-2205,  is  priced  at  S30.00  pr.,  and 
the  unlined  leather  cuff.  Cat.  No.  5163-2204 
is  priced  at  $27.00  pr.  This  product  is  manu- 
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the  sensor,  this  interference  is  detected  and 
counted.  The  IV  Sentry  computes  the  actual 
drop  rate  and  compares  it  to  the  desired 
rate  set  on  a calibrated  dial.  Any  signifi- 
cant deviation  from  the  actual  and  the  es- 
tablished drop  rate  results  in  a signal.  A 
power  or  component  failure  also  creates  a 
signal. 

Level  sensing  requires  that  blood  and 
blood  fractions  be  in  bags,  but  the  IV  Sentry 


will  monitor  other  infusants  (sucrose,  medi- 
cations, etc.)  in  either  bags  or  bottles.  In- 
fusant  liquid  level  is  sensed  by  radio  waves 
generated  within  the  monitor’s  infusant  con- 
tainer holding  bracket.  When  the  level  falls 
below  this  bracket,  a signal  is  generated  an- 
nouncing that  only  25  cc  remain. 

Write  to:  Block  Engineering,  Inc.,  19 

Blackstone  Street,  Cambridge,  Massachu- 
setts 02139. 


The  Funny  Bone 


The  Chart. 

“He  has  an  enucleated  eye.” 

The  Article. 

“Unmarried  susceptible  female.” 

TV 

“Such  certification  would  reflect  a demon- 
strated proficiency.” 

How  Much  Do  You  Weigh? 

“It’s  on  the  chart.” 

The  Oldest  Medical  Joke. 

“I’d  like  to  help  you ; the  trouble  is  drink- 
ing.” 

“That’s  all  right.  Doctor,  I’ll  come  back 
when  you’re  sober.” 


Early  Neurological  Disturbances  Following 
Relatively  Minor  Burns  in  Children  — 

C.  P.  Warlow  and  P.  Hinton  (50  Elm 
Grove  Rd,  London).  Lancet  2:978-982 
(Nov  8)  1969. 

Six  cases  of  early  “burns  encephalopathy” 
are  described.  The  patients  were  children 
with  burns  involving  9%  to  33%  of  their 
body  surface.  Although  their  expected  mor- 
tality in  terms  of  size  of  burn  would  be 
negligible,  two  children  died.  Death  was 
attributed  to  brain  “swelling,”  the  cause  of 
which  is  unknown.  It  is  postulated  that, 
during  the  first  48  hours  after  burn  injury, 
there  is  a range  of  acute  neurological  dis- 
turbance from  mild  to  severe  which  may  oc- 
casionally prove  fatal. 


Department  Of  Definitions. 

Ophthalmologist’s  office:  site  for  sore 
eyes. 


Curiosity  Corner. 

Read  somewhere;  the  “chances  of  dying 
from  important  causes.” 

Slow  Death  Of  The  English  Language. 

“If  you  want  to  grill  or  rotiss.” 

Pet  Peeve. 

Cameo  appearances. 


Remember? 

Running  boards. 


— F.C. 


Rifamycin  Antibiotics  in  Chronic  Purulent 
Bronchitis  — K.  M.  Citron  and  J.  R.  May 
(Institute  of  Diseases  of  the  Chest,  Lon- 
don). Lancet  2 :982-983  (Nov  8)  1969. 

A small  study  of  the  value  of  rifampicin 
and  rifamide  in  chronic  bronchitis  was  un- 
dertaken. No  reduction  of  sputum  purulence 
occurred  during  treatment  with  either  drug. 
Bacteria  resistant  to  rifampicin  emerged 
rapidly  during  one  week’s  treatment.  The 
failure  of  rifamide  appeared  to  result  from 
low  blood  levels  and  poor  tissue  penetration. 
Neither  antibiotic  should  be  used  in  chronic 
non-tuberculous  bronchopulmonary  infec- 
tions. 
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Down  Memory  Lane 


1.  That  the  shadowgrams  never  lie  is  an 
old  adage,  but  that  faulty  interpretations 
are  frequently  made  is  constantly  forgotten. 

2.  The  determination  of  sugar  in  the 
blood  is  necessary  for  differentiation  of  the 
types  of  glycosuria. 

3.  If  the  dead  who  lie  in  our  cemeteries 
today  could  have  been  tagged  with  a diag- 
nosis and  were  still  in  such  condition  that 
autopsies  could  be  held  on  them  how  many 
of  those  diagnoses  do  you  suppose  would 
hold  water? 

4.  There  is  of  course  no  one  sign  by 
which  the  anesthetist  can  tell  in  every  case 
and  be  sure  that  the  patient  isn’t  going  to 
groan  or  perhaps  struggle  when  the  knife 
pierces  the  skin. 

5.  The  medical  profession  for  years  past 
has  taken  upon  itself  the  burden  of  protect- 
ing the  public  from  improper  practice  of 
medicine  and  care  of  the  sick. 

6.  The  director  of  sales  of  the  War  De- 
partment has  announced  that  the  Surplus 
Property  Division,  Office  of  the  Quarter- 
master General  of  the  Army,  will  offer  for 
sale  quantities  of  drugs,  surgical  instruments, 
surgical  dressings,  and  hospital  equipment. 

9.  In  rupture  of  the  crucial  ligaments,  a 
period  of  protection  and  rest,  is  often  suf- 
ficient to  practically  cure  the  knee. 

10.  Medical  men,  above  all  people  in  pro- 
fessional or  business  life,  can  ill  afford  the 
practice  of  petty  remarks  and  rancorous  con- 
troversies on  any  questions  incident  to  their 
daily  duties. 

Nebraska  State  Medical  Journal 
February,  1920 


Propranolol  in  Angina  Pectoris  — T.  T. 
Zsoter  and  D.  S.  Beanlands  (Toronto  West- 
ern Hosp,  Toronto).  Arch  Intern  Med 
124:584-587  (Nov)  1969. 


Twenty  patients  with  angina  pectoris  re- 
ceived propranolol  at  two  dose  levels  and 
placebo  in  a double-blind  trial.  The  lower 
dose  of  propranolol  (80  mg/day)  failed  to 
reduce  the  frequency  of  anginal  attacks.  The 
higher  dose  of  propranolol  (160  mg/day), 
however,  decreased  the  number  of  daily  pain 
episodes  in  17  patients  and  the  consumption 
of  nitroglycerin  (P<0.02).  No  correlation 
was  found  between  the  response  to  the  drug 
and  the  left  ventricular  and  diastolic  pres- 
sure measured  prior  to  the  drug  trial.  Pro- 
pranolol was  also  effective  in  patients  with 
severe  coronary  disease  judged  from  coro- 
nary angiography,  but  there  was  a trend  to- 
wards better  results  in  cases  with  less  severe 
involvement  of  the  coronary  arteiies.  Exer- 
cise tolerance  became  greater  on  propranolol. 
Adverse  effects  were  never  severe  enough  to 
warrant  stopping  the  trial. 


Topical  Ampicillin  in  Appenectomy  Wound — 

J.  W.  S.  Rickett  and  B.  T.  Jackson  (St 

George’s  Hosp,  London).  Brit  Med  J 

4:206-207  (Oct  25)  1969. 

One  hundred  and  thirty  unselected  pa- 
tients undergoing  appendectomy  were  ran- 
domized and  treated  blind  with  0.5  gm  of 
topical  ampicillin,  or  a placebo  powder 
poured  into  the  muscle  layers  of  the  wound 
after  closing  the  peritoneum.  Wound  drain- 
age w'as  not  employed.  Wound  infection 
rates  were  critically  compared  and  found  to 
be  24%  in  the  control  group,  and  3%  in  the 
ampicillin-treated  group.  The  majority  of 
patients  had  a grid-iron  incision,  but  a sim- 
ilar trend  was  obtained  using  other  incisions 
although  the  numbers  were  small.  Systemic 
antibiotics  were  used  only  for  perforated  ap- 
pendixes with  peritonitis.  Similar  numbers 
of  these  severe  cases  occurred  in  both  con- 
trol and  treated  groups.  The  overall  wound 
infection  rates  seemed  to  be  neither  influ- 
enced by  antibiotics  nor  by  severity  of  in- 
flammation in  the  removed  appendix  and  top- 
ical ampicillin  during  appendectomy  was  very 
beneficial. 
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From  the  Editor 


Radioisotopes 

The  Special  Training  Division  of  Oak 
Ridge  Associated  Universities  will  offer 
three  1970  courses  in  Oak  Ridge,  Tennessee, 
on  medical  and  research  applications  of  radio- 
isotopes, according  to  the  following  schedule : 

— Medical  Radioisotopes,  February  2-27 ; 

May  4-29. 

— Nuclear  Medical  Technology,  February 

2-7;  May  4-29. 

— Radioisotopes  in  Research,  June  8 - July 

3. 

The  four-week  courses,  conducted  by  the 
Division  for  the  U.S.  Atomic  Energy  Com- 
mission, are  designed  to  meet  the  needs  of 
physicians,  nuclear  medical  technicians,  and 
scientific,  engineering,  and  technical  per- 
sonnel for  instruction  in  the  safe  and  effi- 
cient use  of  radioisotopes  within  their  re- 
spective fields. 

Additional  information  and  applications  for 
these  and  other  courses  offered  by  the  Di- 
vision (including  neutron  activation  analy- 
sis, liquid  scintillation  counting,  health 
physics,  and  other  special  courses)  may  be 
obtained  by  writing: 

Special  Training  Division,  Oak  Ridge  As- 
sociated Universities,  P.  0.  Box  117,  Oak 
Ridge,  Tennessee  37830. 


Cryosurgery  for  EENT 

Ophthalmologists  and  otolaryngologists 
are  invited  to  attend  a luncheon  seminar  on 
cryosurgical  procedures  in  EENT  on  Sunday, 
October  4,  1970,  Dunes  Hotel,  Las  Vegas, 
immediately  preceding  the  opening  on  Octo- 
ber 5,  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology  Annual  Meet- 
ing. 

The  speakers  on  the  section  of  Cryosur- 
gery in  Opthalmology  are:  Dr.  Charles  Sche- 
pens.  Retina  Foundation,  Boston,  (Chair- 
man) “New  Concepts  of  Retinal  Surgery;” 
Dr.  Louis  Girard,  Baylor  University,  Hous- 


ton, “Advances  in  the  Management  of  Dis- 
eases of  the  Cornea  and  the  Vitreous;”  and 
Dr.  Ramon  Castroviejo,  New  York  Univer- 
sity, New  York,  “Keratoplasty  in  Eyes  With 
Cataracts.”  The  speakers  on  Cryosurgery  in 
Otolaryngology  will  be  Dr.  Hans  von  Leden, 
(Chairman)  University  of  Southern  Cali- 
fornia, Los  Angeles,  “Cryosurgery  in  Otol- 
aryngology;” Dr.  Robert  Wolfson  and  Dr. 
Roger  Cutt,  University  of  Pennsylvania, 
Philadelphia,  “Cryosurgery  for  Meniere’s 
Disease;”  and  Dr.  Daniel  Miller,  Massachu- 
setts Eye  and  Ear  Infirmary,  Boston,  “Cryo- 
surgery in  Treatment  of  Recurrent  Cancer 
of  the  Head  and  Neck.” 

For  infoiTnation  write:  Secretary,  Society 
for  Cryosurgery,  30  N.  Michigan  Avenue, 
Chicago,  Illinois  60602. 

Dr.  Talbot  elected 

Herbert  S.  Talbot,  M.D.,  chief  of  the  spinal 
injury  service.  Veterans  Administration  Hos- 
pital, West  Roxbury,  Massachusetts,  has 
been  elected  president  of  the  International 
Medical  Society  of  Paraplegia. 

Drug  dependence 

A new  publication  has  been  inaugurated 
by  the  National  Institute  of  Mental  Health 
to  facilitate  the  dissemination  and  exchange 
of  information  in  the  field  of  drug  depend- 
ence. 

The  new  quarterly  journal.  Drug  De- 
pendence, is  prepared  jointly  by  the  Insti- 
tute’s Division  of  Narcotic  Addiction  and 
Drug  Abuse  and  its  National  Clearinghouse 
for  Mental  Health  Information  to  answer  a 
recognized  need  for  a professional  publica- 
tion in  this  area.  The  journal  will  serve  sci- 
entists of  many  disciplines,  legislators,  law- 
yers, teachers,  students,  and  others. 

Drug  Dependence  will  present  abstracts, 
original  articles  by  professionals  in  the 
field,  and  an  occasional  reprint  to  give  an 
historical  perspective  to  the  problem  of 
drug  abuse. 
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Individuals  or  institutions  involved  or  in- 
terested in  the  field  of  drug  addiction  or 
related  areas  may  be  placed  on  the  mailing 
list  for  Dmg  Dependence  by  writing  to  the 
National  Clearinghouse  for  Mental  Health 
Information,  National  Institute  of  Mental 
Health,  5454  Wisconsin  Avenue,  Chevy 
Chase,  Maryland  20015. 

Copies  of  Drug  Dependence  can  be  pur- 
chased for  50  cents  each  from  the  Superin- 
tendent of  Documents,  U.S.  Government 
Printing  Office,  Washington,  D.C.  20402. 


Grant  from  Commonwealth  Fund 

The  Commonwealth  Fund  recently  an- 
nounced a three-year  grant  of  $150,000  to 
strengthen  the  Regional  Library  of  Medi- 
cine for  Latin  America,  the  kej’  institution 
in  a drive  to  increase  access  throughout  the 
region  to  the  vital  store  of  world  literature 
in  the  biomedical  sciences. 

The  Library  — founded  with  Fund  help  in 
1967  — is  located  on  the  campus  of  the 
Paulista  School  of  Medicine,  Sao  Paulo, 
Brazil,  and  opened  for  operations  in  Janu- 
ary, 1969. 

Established  as  an  official  entity  of  the 
Pan  American  Health  Organization  (PAHO), 
the  Regional  Medical  Library  is  an  inter- 
national scholarly  organization  which  co- 
operates on  problems  of  medical  library 
standards,  resources,  and  services  with  the 
Pan  American  Federation  of  Associations  of 
IMedical  Schools,  national  medical  school  as- 
sociations in  Latin  America,  and  the  re- 
gion’s individual  schools,  research  institutes, 
hospitals,  and  health  and  education  mini- 
stries and  agencies. 


HRET  and  Northwestern  appoint 

Sam  A.  Edwards,  Ph.D.,  Director  of  the 
Program  in  Hospital  Administration,  Trin- 
ity University,  San  Antonio,  has  been  named 
Director  of  the  Health  Services  Research 
Center,  a new  program  jointly  established 
by  the  Hospital  Research  and  Educational 
Trust  (HRET)  and  Northwestern  Univer- 
sity. 


The  appointment  of  Dr.  Edwards  was  an- 
nounced by  Edwin  L.  Crosby,  M.D.,  execu- 
tive vice  president  of  the  Hospital  Research 
and  Educational  Trust  and  by  J.  Roscoe 
Miller,  IM.D.,  president  of  Northwestern  Uni- 
versity. 

HRET,  an  affiliate  of  the  American  Hos- 
pital Association,  is  dedicated  to  improving 
hospital  effectiveness. 


Use  of  Maternal  Blood  for  Intrauterine 
Transfusions  — M.  E.  Eyster,  J.  T.  Queen- 
an,  and  J.  M.  Haber  (525  E 68th  St,  New 
York).  Obstet  Gynec  34:636-640  (Nov) 
1969. 

Intrauterine  transfusions  for  erythroblas- 
tosis fetalis  due  to  Rh  disease  are  usually 
performed  with  group  0,  Rh  negative  blood 
which  is  compatible  with  the  mother.  The 
authors  describe  a safe  method  for  intra- 
uterine transfusion  utilizing  maternal  blood. 
Results  of  14  transfusions  on  seven  patients 
indicate  that  neither  transfer  of  maternal 
Rh  antibody  to  the  fetus  nor  potential  fetal 
maternal  ABO  incompatibility  is  hazardous 
to  the  fetus.  This  method  eliminates  the 
risk  of  maternal  homologous  serum  hepa- 
titis and  isoimmunization  to  other  blood 
group  factors.  It  is  advocated  for  intrauter- 
ine transfusions  as  long  as  the  maternal 
hematocrit  remains  over  35 and  the  mother 
is  in  good  general  condition. 

Pathology  of  Heart  Valve  Replacement  Sur- 
gery — N.  R.  Niles  and  J.  R.  Sandilands 
(Univ  of  Oregon  Medical  School,  Port- 
land). Dis  Chest  56:373-382  (Nov)  1969. 

Autopsies  on  62  patients  who  died  after 
insertion  of  a Starr-Edwards  prosthesis  dem- 
onstrated the  following  secondary  lesions: 
myocardial  necrosis  in  27  patients,  small 
particle  embolism  in  at  least  14,  hemorrhage 
involving  the  A^"  conduction  system  in  24, 
thrombotic  embolism  of  the  coronary  artery 
in  7,  pneumonia  in  12,  and  renal  hemosider- 
osis in  21. 
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Picture  Gallery 


Nebraska  State  Medical  Association  Delegation  to  the  December,  1969 

AMA  House  of  Delegates  Session 

(Left  to  right).:  JOHN  R.  SCHENKEN,  M.D.,  Omaha,  Delegate  to  the  AMA;  ROGER  D. 
MASON,  M.D.,  McCook,  Alternate  Delegate  to  the  AMA  (January  1,  1970);  E.  F.  LEIN- 
INGER,  M.D.,  McCook,  Delegate;  W.  C.  KENNER.  M.D.,  Nebi'aska  City,  Alternate  Delegate  to 
the  AMA  (Term  Expired  December  31,  1969);  RUDOLPH  F.  SIEVERS,  M.D.,  Blair,  Alternate 
Delegate  to  the  AMA;  CLARENCE  R.  BROTT,  M.D.,  Beatrice,  President-Elect,  NSMA;  J. 
WHITNEY  KELLEY,  M.D.,  Omaha,  President,  NSMA. 
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Our  Medical  Schools 


Dr.  Gilmore  appointed 

The  appointment  of  Dr.  Joseph  P.  Gil- 
more as  professor  and  chairman  of  the 
department  of  physiology’  at  the  University 
of  Nebraska  Medical  Center  has  been  ap- 
proved by  the  Board  of  Regents. 

Dr.  Gilmore  will  succeed  Dr.  A.  L.  Ben- 
nett, who  has  reached  the  mandatory  retire- 
ment age  for  department  chairman.  Dr. 
Bennett  will  remain  on  the  staff  as  a full 
professor. 

Dr.  Gilmore  is  presently  a professor  of 
physiology  at  the  University  of  Virginia 
Medical  School  and  is  the  acting  chairman 
of  the  department  of  pharmacology'. 

A graduate  of  St.  John’s  College  in  Brook- 
lyn, N.Y.,  where  he  took  his  bachelor’s  and 
master’s  degrees,  Dr.  Gilmore  received  his 
Ph.D.  in  physiology  from  George  Wash- 
ington University  in  Washington,  D.C. 

Dr.  Gilmore  served  as  head  of  the  United 
States  Navy  department  of  physiology’  from 
1955  through  1958  and  then  became  a mem- 
ber of  the  senior  research  staff  in  the  lab- 
oratory of  cardiovascular  physiology  at  the 
National  Heart  Institute  where  he  remained 
until  1966  serving  as  acting  chief  his  final 
year.  It  was  then  he  joined  the  faculty  at 
Virginia. 

Dr.  Gilmore’s  appointment  will  become 
effective  next  July  1. 

Physical  therapy  training  program 

The  Board  of  Regents  has  approved  the 
appointment  of  a woman  who  will  partici- 
pate in  the  development  of  a physical  ther- 
apy training  program  at  the  University  of 
Nebraska  Medical  Center. 

IMary  Ellen  Sacksteder  was  named  assist- 
ant professor  of  phy^sical  therapy  effective 
immediately. 

Nebraska’s  Legislature  appropriated  $68,- 
352  for  the  first  y’ear  of  the  program  which 
will  be  designed  to  train  physical  therapists 
who  are  in  short  supply  in  Nebraska. 


Miss  Sacksteder  is  presently  acting  chair- 
man of  the  physical  therapy  program  at  the 
State  University  of  New  York  at  Buffalo, 

N.Y. 

Miss  Sacksteder  holds  her  bachelor’s  and 
master’s  degrees  and  also  graduated  from 
the  physical  therapy  training  program  at 
the  May’o  Clinic. 

She  served  as  staff  and  chief  physical 
therapist  in  a number  of  settings  in  the 
Army  from  1945  until  1965,  retiring  with 
rank  of  major.  She  joined  the  University 
staff  in  Buffalo  in  1965. 


Continuing  education 

Advances  in  hematology’  will  be  the  sub- 
ject of  a continuing  education  course  at  the 
University  of  Nebraska  Medical  Center  in 
Omaha  March  5 and  6,  1970. 

Guest  speakers  will  include  Drs.  E.  J.  W. 
Bowie,  section  of  clinical  pathology  at  the 
May’o  Clinic  in  Rochester,  Minnesota;  Emil 
J.  Freireich,  professor  of  medicine  and  chief 
of  research  hematology’  at  the  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  in  Hous- 
ton, Texas;  Alvin  M.  Mauer,  associate  pro- 
fessor of  pediatrics  at  the  University  of  Cin- 
cinnati (Ohio)  College  of  Medicine;  and  Kurt 
N.  von  Kaulla,  associate  professor  of  medi- 
cine and  director  of  the  coagulation  labora- 
tory’ at  the  University’  of  Colorado  Medical 
Center. 

Coordinators  of  the  course  are  Drs.  Perry 
Rigby,  professor  of  internal  medicine  and 
director  of  the  hematology’  division  at  the 
University  of  Nebraska  Medical  Center;  and 
Richard  B.  Davis,  associate  professor  of  in- 
ternal medicine. 

The  fee  of  $50  includes  two  luncheons.  The 
sessions  will  be  held  in  the  Storz  Pavilion 
of  Clarkson  Hospital,  adjacent  to  the  Medi- 
cal Center  campus.  The  course  carries 
twelve  hours  of  Category  I AAGP  credit. 

The  course  on  March  19  and  20  will  be 
concentrated  on  obstetrics  and  gy’necology. 
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Guest  speakers  include  Drs.  William  A. 
Little,  Miami  School  of  Medicine;  George  D. 
Malkasian,  Jr.,  Mayo  Clinic;  William  A. 
Kretzschmer,  Milwaukee ; and  Henry  Thiede, 
University  of  Mississippi. 

Dr.  Joseph  Scott,  associate  professor  of 


obstetrics  and  gynecology,  is  coordinator  of 
the  course. 

The  fee  of  $50  includes  two  luncheons. 
The  sessions  will  be  held  in  the  Storz  Pavilion 
of  Clarkson  Hospital.  The  course  carries 
twelve  hours  of  Category  I AAGP  credit. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 
February  7 — Scottsbluff,  St.  Mary’s 
Hospital 

February  14  — Grand  Island,  St.  Francis 
Hospital 

March  7 — Broken  Bow,  Elks  Lodge 
March  14  — McCook,  St.  Catherine’s  Hos- 
pital and  Convent 

AMERICAN  ACADEMY  OF  ALLERGY— 
Postgraduate  course,  February  14  - 15, 
1970;  in  connection  with  its  26th  an- 
nual meeting,  February  14-18,  1970,  at 
the  Jung  Hotel,  New  Orleans,  Louisiana. 
Write  to:  American  Academy  of  Allergy 
Executive  Office,  756  North  Milwaukee 
Street,  Milwaukee,  Wisconsin  53202. 


RURAL  HEALTH  — 23rd  National  Confer- 
ence, sponsored  by  the  AMA  Council  on 
Rural  Health;  at  the  Pfister  Hotel  and 
Tower,  Milwaukee,  Wisconsin,  April  9-10, 
1970. 


22ND  ANNUAL  MIDWEST  CANCER 
CONFERENCE  — Sponsored  by  the  Kan- 
sas Division,  American  Cancer  Society, 
April  10-11,  1970,  Broadview  Hotel,  Wich- 
ita, Kansas;  free  registration;  AAGP 
credit.  The  address  of  the  Kansas  Divi- 
sion of  the  ACS  is:  824  Tyler  Street,  To- 
peka, Kansas  66612. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 102nd  Annual  Session,  April  27- 
29,  1970,  Hotel  Cornhusker,  Lincoln,  Ne- 
braska. 


AMERICAN  MEDICAL  ASSOCIATION— 
119th  Annual  Convention,  June  21-25, 
1970,  Chicago,  Illinois. 


AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  AALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 


Ultrasonic  Scanning  in  Obstetrics  and  Gyne- 
cology — E.  I.  Kohorn  et  al  (Yale  Univ 
School  of  Medicine,  New  Haven,  Conn). 
Obstet  Gynec  34:515-522  (Oct)  1969. 

Experience  with  the  use  of  ultrasonic  com- 
pound B-scanning  is  described  in  417  pa- 
tients. The  factors  to  be  considered  in 
initiating  a unit  are  discussed.  Procedures 
of  scanning  and  the  notations  used  in  label- 
ing sonograms  are  reviewed.  Sonar  was  used 
in  early  pregnancy  to  correlate  the  site  of 
implantation  with  the  likelihood  of  mis- 
carriage. With  high  implantation,  8.5% 
aborted;  with  low  implantation,  16%  abort- 
ed. Ultrasound  is  considered  the  preferred 
method  in  diagnosing  hydatidifonn  mole. 
Multiple  pregnancy  is  readily  recognized 
from  14  weeks  and  may  even  be  diagnosed 
during  the  first  trimester.  Placental  local- 
ization by  sonar  is  superior  to  other  meth- 
ods; the  placenta  can  be  delineated  precise- 
ly and  no  reference  to  surface  landmarks  is 
required  to  identify  the  lower  segment. 
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Letters  to  the  Editor 


To  the  Editor: 

The  proliferation  of  paper  work  in  the 
office  since  the  advent  of  Medicare  has  been 
monumental.  The  proliferation  of  paper 
work  in  the  hospital  setting  has  become  ri- 
diculous. It  seems  as  if  every  other  month 
there  is  some  little  evaluation  team  either 
for  the  State  Health  Department  or  Medi- 
care or  both  running  around  and  adding  to 
our  already  overwhelming  mass  of  paper 
work.  Not  only  do  they  add  in  the  general 
sense  to  the  mass  of  paper  work,  but  these 
people  have  the  audacity  to  order  the  inclu- 
sion of  extremely  “pertinent”  facts  which 
are  “absolutely  necessary  for  the  good  man- 
agement” of  the  hospital  facility. 

I would  like  to  give  you  a list  of  things 
which  the  State  Department  of  Health  Sur- 
vey Team  has  asked  us  to  have  at  our  hospital 
at  Friend,  Nebraska  which  has  only  two 
physicians.  First,  we  are  supposed  to  keep 
duplicate  files  of  all  nurses’  names  for  in- 
spectors’ purposes;  of  course  these  are  al- 
ready on  file  at  the  State  Health  Depart- 
ment. Two,  we  are  to  have  written  ap- 
proval of  the  Utilization  Revue  Board  by 
the  governing  body  of  the  hospital,  and  three, 
we  are  to  include  a third  physician  in  the 
Utilization  Revue  Committee.  I can  just  see 
the  already  overworked  physicians  in  our 
area  coming  20  to  30  miles  to  our  town  for 
Utilization  Revue  Committee  meetings 
twice  a month  just  to  satisfy  some  red  tape. 
We  are  directed  to  have  a formal  reappoint- 
ment of  the  active  medical  staff  by  the  Gov- 
erning Board  at  the  end  of  each  fiscal  year. 
If  either  one  of  the  physicians  in  this  town 
drops  out  there  won’t  be  a need  of  a Gov- 
erning Board  or  a hospital.  Then  they  are 
going  to  have  the  physicians  sign  a state- 
ment to  abide  by  the  hospital  laws.  Each 
year  we  are  to  insert  in  the  minutes  of  the 
medical  staff  meeting  the  reappointment  of 
the  staff  of  the  two  physicians.  And  last 
but  not  least  and  certainly  the  most  im- 
portant aspect  to  the  whole  thing  is  that 
henceforth  when  we  have  medical  staff 
meetings  we  have  to  put  in  the  exact  time 


of  the  beginning  of  the  meeting  and  the  exact 
time  of  the  ending  of  the  meeting. 

These  directions  are  unrealistic  red  tape 
to  hospitals  in  small  towns.  The  same  list 
of  directions  may  be  pertinent  in  larger  hos- 
pitals but  there  must  be  some  modification  of 
these  instructions  in  the  case  of  the  small 
rural  hospital  with  limited  staffs.  The  gov- 
ernment’s desire  to  hold  down  the  cost  of 
medical  care  is  not  aided  by  this  tj^pe  of 
useless  paper  work.  The  inflexibility  of 
such  busy  work  policies  do  not  add  at  all  to 
patient  care  and  cut  hospital  economy. 

I urge  all  physicians  to  take  a stand 
against  this  type  of  paper  garbage  and  to 
contact  Dr.  Reeves  of  the  State  Department 
of  Health  and  give  him  their  personal  feel- 
ings. 

Sincerely, 

V.  F.  Colon,  M.D. 

To  the  Editor: 

The  Nebraska  Society  of  Clinical  Hypnosis 
plans  to  have  a two  day  beginners  course  in 
IMedical  and  Dental  Hypnosis  on  February 
7 and  8,  1970,  presented  by  Dr.  David  B. 
Cheek.  It  will  be  held  at  the  Holiday  Inn, 
3321  South  72nd  Street,  Omaha,  Nebraska. 
Application  forms  are  obtainable  from  Ne- 
braska Society  of  Clinical  Hj'pnosis,  6540 
Florence  Blvd.,  Omaha,  Nebraska  68112. 

Thank  you. 

Sincerely, 

Wm.  T.  Kemp,  M.D., 

Secretary-Treasurer 

Dear  Doctor  Cole: 

There  have  been  no  new  additions  to  our 
IMedical  Tape  Library  for  the  months  of 
December,  January  and  February. 

Sincerely  yours, 

John  F.  Foley,  M.D.,  Ph.D., 

Professor  of  IMedicine. 
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Announcement 


Research  in  familial  emphysema 

(Alpha-1  Antitrypsin  Deficiency ) 

Researchers  at  Creighton  University 
School  of  Medicine  are  working  on  a project 
concerned  with  the  incidence,  prevalence, 
natural  history,  and  genetics  of  alpha-1  anti- 
trypsin deficiency.  This  autosomal  reces- 
sively  inherited  condition  has  recently  been 
shown  to  be  associated  with  emphysema  oc- 
curring in  families. 

Preventive  aspects  are  important  in  em- 
physema but,  of  course,  its  recognition  is 
mandatory  before  this  can  be  effectively 
implemented. 

We  now  have  several  large  kindreds  with 
this  defect  under  investigation  in  Nebraska 
and  Iowa.  In  order  to  broaden  the  scope 
of  this  study,  we  would  be  greatly  interest- 
ed in  learning  about  all  cases  occurring  in 
this  region.  Therefore,  we  would  like  to 
know  of  any  familial  occurrences  of  emphy- 
sema wherein  this  inherited  enzymatic  de- 
fect is  suspected.  This  is  primarily  a re- 
search interest;  all  of  the  information  ob- 
tained from  these  family  studies  will  be 
shared  with  the  family  physicians. 

Henry  T.  Lynch,  M.D., 

Associate  Professor  and  Chairman, 
Department  of  Preventive  Medicine 
and  Public  Health 

Robert  Townley,  M.D. 

Associate  Professor 
Department  of  Medicine 

Alfred  Brody,  M.D. 

Professor 

Department  of  Medicine 


Health  Careers 

SUZ  WALKER,  Chairman 

Today  between  three  and  four  million  peo- 
ple are  employed  in  health  services,  soon 
this  will  be  the  largest  industry  in  the  na- 


tion. In  1968,  2,200,000  people  were  em- 
ployed in  hospitals  alone.  One  of  every 
thirty  workers  works  in  a hospital.  About 
two  percent  of  the  total  population  work  in 
health  fields.  This  is  not  just  the  doctors 
and  nurses  every  one  thinks  of  when  medi- 
cine is  mentioned,  this  figure  takes  in  the 
250  different  categories  in  health  careers. 

The  need  for  people  who  care  has  never 
been  greater.  By  1975,  at  least  one  million 
more  people  will  be  needed  to  meet  the 
need.  This  means  that  one  out  of  every  ten 
high  school  graduates  must  be  attracted  to 
the  health  professions  and  occupations.  The 
demand  for  personnel  is  caused  by  larger 
population,  more  people  over  65,  which  re- 
quires 36  percent  more  nursing  care  than 
people  below  65.  In  1951,  the  average  hos- 
pital had  1.5  employees  per  patient,  today  it 
is  3.0  and  in  1970  will  be  nearly  4.0  em- 
ployees per  patient.  For  every  physician 
there  are  now  12  or  more  supporting  work- 
ers. 

At  the  present  time,  there  are  about  850,- 
000  licensed  professional  nurses  in  the  Unit- 
ed States  and  620,000  are  employed.  There 
is  a need  for  80,000  more.  There  are  282,- 
000  practical  nurses  now  employed,  and  40,- 
000  more  are  needed. 

There  are  four  different  programs  in 
nursing  education.  In  the  baccalaureate  de- 
gree program,  many  more  are  needed  to 
teach  in  nursing  schools  and  for  administra- 
tion. This  is  a demanding  course,  and  the 
top  level  should  be  encouraged  among  our 
young  people.  The  diploma  program  is  the 
best  known  in  nursing  careers.  This  three 
year  course  is  attended  by  both  males  and 
females.  Nebraska  is  fortunate  in  having 
three  year  schools  throughout  the  state,  but 
they  need  help  in  recruiting  students. 

Newer  to  the  nursing  profession  is  the 
associate  degree  program  which  requires 
two  years  in  a junior  or  community  col- 
lege. There  is  a great  demand  for  this 
program,  and  new  schools  are  being  set  up 
in  communities  that  offered  no  training  be- 
fore. 
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The  Licensed  Practical  Nurse  program  has 
four  schools  in  Nebraska  which  admit  two 
classes  a year  for  the  one  year  course.  This 
program  is  attracting  both  women  and  men 
from  high  school  to  50  years  of  age.  Many 
women  with  families  have  turned  to  this 
program  after  their  children  have  grown. 
The  LPN  is  very  essential  to  her  commun- 
ity — she  trains  and  remains  in  her  local- 
ity. They  are  freer  to  work  than  some  young- 
er ones  who  have  homes  and  small  children. 
By  1975,  the  United  States  will  need  125,- 
000  more  practical  nurses. 

The  Auxiliary’s  help  is  needed  in  re- 
cruitment. Every  Auxiliary  member  should 
be  on  the  alert  in  her  city  or  county  to  see 
that  any  school  child’s  questions  for  ca- 
reers are  answered.  There  is  information 
available  on  all  careers  if  you  will  contact 
your  Health  Careers  Chairman  in  your  Aux- 
iliary, or  if  you  do  not  have  a chairman, 
your  president  will  be  of  great  assistance  to 
you. 

Most  high  schools  in  the  state  have  Ca- 
reer Days  for  the  seniors,  and  sometimes 
juniors.  As  there  are  more  than  250  ca- 
reers in  the  health  field  alone,  it  has  proven 
to  be  helpful  when  possible  for  the  Auxili- 
aries to  sponsor  a day  in  their  county  for 
health  careers  alone,  and  to  include  the 
ninth  and  tenth  grades.  It  is  necessary  to 
interest  students  at  an  early  age,  so  that 
schedules  can  be  arranged  to  include  the 
courses  needed.  This  takes  some  coopera- 
tion not  only  from  the  schools,  but  from  the 
medical  profession,  and  from  the  Auxiliary. 
No  one  expects  100  percent  recruitment  of 
all  who  attend  to  the  health  field,  but  if 
each  school  has  one  or  two  go  into  the  medi- 
cal profession,  that  is  a start.  The  small 
rural  community  has  a larger  ratio  of  stu- 
dents enter  the  health  field  than  larger 
communities.  This  is  usually  due  to  some 
kindly  M.D.  or  his  wife  who  have  taken  the 
time  to  talk  to  a student  who  was  interested 
in  medicine,  and  to  show  him  that  medicine 
is  interested  in  him.  Nebraska  needs  to 
train  and  keep  its  own. 


L-Dopa  in  Idiopathic  Parkinsonism  — D.  B. 

Caine  et  al  (University  College  Hosp,  Lon- 
don). Lancet  2:973-976  (Nov  8)  1969. 

Twenty-six  patients  with  idiopathic  park- 
insonism were  admitted  to  a double  - blind 
“within-patient”  comparison  between  oral 
L-dopa  and  placebo.  Twenty  patients  com- 
pleted the  program.  The  intake  of  L-dopa 
was  gradually  increased  to  maximum  toler- 
ated dosage  (1  gm  to  8 gm/day,  mean  3.0) 
over  a period  of  2 to  12  weeks,  and  then 
maintained  at  this  level  for  6 to  12  weeks. 
About  half  the  patients  experienced  sub- 
stantial improvement  and  about  a quarter 
obtained  more  modest  benefit.  Hypokinesia, 
posture,  and  rigidity  were  the  clinical  fea- 
tures which  improved  most,  but  there  was 
also  significant  amelioration  of  tremor.  After 
two  weeks  on  maximum  tolerated  dosage  of 
L-dopa,  further  improvement  was  negligible. 
On  sudden  withdrawal  of  L-dopa  the  physical 
signs  returned  close  to  their  pre-treatment 
status.  All  adverse  effects  were  dose-depend- 
ent. 


HLstopathy  of  Rosacea  — R.  Marks  and  J.  N. 

Harcourt-Webster  (St.  John’s  Hosp  for 

Diseases  of  the  Skin,  London).  Arch 

Derm  100:683-691  (Dec)  1969. 

Biopsies  from  108  patients  with  rosacea 
were  examined  and  the  histological  changes 
correlated  with  the  clinical  condition.  There 
is  no  single  histological  feature  unique  to 
rosacea  but  it  is  characterized  by  a combin- 
ation of  several  histological  signs;  various 
types  of  rosacea  represent  an  exaggeration 
of  one  or  another  aspect  of  the  basic  patho- 
logical changes;  the  disease  is  neither  pri- 
marily a folliculitis  nor  an  inflammatory  dis- 
order of  small  blood  vessels.  There  is  dis- 
organization of  the  upper  dermal  connective 
tissue  with  edema,  disruption  of  the  fibers, 
and  frequently  severe  elastosis.  Comparison 
of  39  rosacea  patients  with  39  controls  for 
solar  elastotic  change  indicated  an  increased 
incidence  and  degree  of  elastosis  in  rosacea 
patients.  Loss  of  integrity  of  upper  dermal 
connective  tissue  may  permit  vascular  dila- 
tion and  this  may  have  an  important  role  in 
the  pathogenesis  of  the  disease. 
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Effect  of  Vitamin  A on  Reversing  Inhibitory 
Effect  of  Cortisone  on  Healing  of  Open 
Wounds  in  Animals  and  Man  — T.  K.  Hunt 
et  al  (Univ  of  California  School  of  Medi- 
cine, San  Francisco).  Ann  Surg  170:633- 
641  (Oct)  1969. 

An  experimental  study  of  the  effects  of 
topical  and  systemically  administered  vita- 
min A on  cortisone-retarded  open  wounds 
shows  that  vitamin  A stimulated  healing. 
Antagonism  between  the  two  drugs  appar- 
ently occurs  in  the  wound  itself.  Two  illus- 
trative case  histories  show  that  vitamin  A 
is  clinically  useful  to  stimulate  cortisone- 
retarded  healing.  Systemic  use  of  vitamin 
A in  patients  who  are  taking  cortisone  to 
suppress  an  inflammatory  process  must  be 
undertaken  carefully,  if  at  all,  since  it  may 
reactivate  the  basic  disease  process.  Vitamin 
A may  be  important  in  some  patients  who 


escape  from  corticoid  control.  This  combin- 
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HOW  OLD  ARE  YOU? 

When  the  mother  says  the  child  is  eight 
and  a half,  we  put  down  eight;  the  extra 
half  is  of  little  importance  unless  the  child 
is  six  months  old.  When  we  were  38  and  a 
half,  we  simply  said  38,  but  that  was  long 
ago,  and  we’re  not  sure.  We  saw  a table 
in  a medical  article,  and  all  the  patients’ 
ages  were  given  in  whole  numbers,  but  the 
average  age  had  suddenly  acquired  an  ac- 
curacy that  did  not  exist  before ; it  was 
something  like  59.2,  and  it  gave  rise  to 
several  episodes  of  wool-gathering.  In  the 
first  place,  unless  you  have  thousands  and 
thousands  of  figures,  you  have  no  right  to 
go  beyond  the  decimal  point.  If  one  patient 
is  50  years  (and  eleven  months)  old,  and 
another  is  60  years  (and  eleven  months)  old, 
their  average  age  cannot  be  said  to  be  55. 
And  certainly  not  55.0. 

The  second  thing  we  came  up  with  is  our 
mixture  of  the  decimal  and  duodecimal  sys- 
tems. We  may  say  that  the  patient  is  60 
years  and  three  months  old,  but  60.25  would 
be  better  for  statistical  analysis.  We  would 
suggest  to  medical  writers  that  they  use  the 
decimal  point  in  dealing  with  ages,  and  that 
they  use  the  same  number  of  places  to  the 
right  of  the  decimal  points  in  their  averages 
as  they  did  in  the  entries. 

And  if  people  ask  us  how  old  we  are,  we 
can  always  say  thirty-nine  point  zero.  But 
they  won’t  believe  us. 

— F.C. 


gurant,  and  shooting.  All  of  this  may  be  a 
help  to  the  diagnostician.  We  have  heard 
patients  say  their  pains  were  stabbing,  throb- 
bing, and  burning.  They  have  told  us  that 
the  pain  was  aching,  twinging,  “tight  feel- 
ing,’’ gnawing,  dull,  catching,  piercing,  and 
vice-like. 

Or  it  was  cramping,  sharp,  knife-like, 
squeezing,  and  sticking. 

One  patient  said ; “I’ve  got  a toothache-like 
pain  in  the  shoulder.” 

And  the  funniest  was  this: 

“I’ve  got  a headache  in  my  back.” 

—F.C. 


I WONDER 

We  keep  saying  that  medicine  changes. 
But  when  an  intern  can’t  remember  his 
anatomy  and  says  it’s  been  a long  time  since 
he  learned  it,  we  say  it’s  been  longer  for 
us,  and  anyway,  anatomy  doesn’t  change. 

But  maybe  it  does.  For  we  have  read  that 
the  bullet  is  in  her  yet,  wherever  that  is,  and 
that  it  is  in  her  still. 


And  only  recently,  a patient  was  shot  in 
the  robbery. 


—F.C. 


PAIN  IS  PAIN 

What  can  you  say  of  a pain?  It’s  in  the 
RUQ,  it’s  bad  or  it’s  mild,  it  comes  and 
goes  or  it’s  steady,  and  it  moves  or  it  stays 
in  one  place.  And  you  can  tell  what  brings 
it  on,  and  what  makes  it  go  away.  Sound 
has  pitch  and  intensity,  but  it  also  has  a 
mysterious  thing  called  timbre,  which  is 
the  character  of  the  sound,  and  is  what  en- 
ables us  to  tell  a violin  from  a flute. 

Pain  is  pain,  or  is  it?  Pain  has  charac- 
ter, too ; it  may  be  boring,  lancinating,  ful- 


NO  NAMES,  PLEASE 

One  of  our  pet  peeves  is  the  practice  of 
identifying  patients,  in  case  reports,  by 
their  initials.  The  entire  column  containing 
the  initials  can  invariably  be  removed  from 
the  tables  without  harm.  If  patients  must 
be  referred  to  later  in  the  article,  surely  just 
numbering  them  will  suffice. 

We  can  just  see  an  article  several  years 
from  now,  we  hope,  and  the  initials  “F.C.” 
in  a table,  and  hear  ourselves  say,  “Hey, 
that’s  me!” 

—F.C. 


March,  1970 


149 


ORIGINAL  ARTICLES 


The  Child  with  Nephrosis* 


Introduction 

The  nephrotic  sjTidrome  has 
many  causes.  Regardless  of 
exact  etiology,  it  begins  with 
an  ill-defined  change  in  permeability  of  the 
glomerular  basement  membrane.  Leakage  of 
serum  protein  into  the  urine  then  initiates 
the  events  which  follow  and  culminate  in  a 
low  serum  albumin,  anasarca,  and  lipid  eleva- 
tion, the  major  clinical  features  of  the  s\m- 
drome.  An  optimistic  outlook  for  the  child 
is  justified,  however  nephrosis  continues  to 
be  trying  for  the  patient,  the  family,  and  the 
physician.  Before  the  development  of  anti- 
bacterial agents,  infection  was  the  principle 
cause  for  death.  Prognosis  improved  with 
the  control  of  infection,  and  adrenocorticos- 
teroids  often  control  proteinuria.  There  is 
evidence  to  indicate  that  steroid  therapy  may 
modify  the  disease  process  favorably.^ 

Percutaneous  renal  biopsy  has  permitted 
study  of  kidney  tissue  from  nephrotics  by 
light  and  by  electron  microscopy.  Our  un- 
derstanding of  the  histopathology  has  in- 
creased, and  a classification  of  the  several 
t>T)es  seen  with  the  syndrome  is  now  possible. 
For  many  years  we  have  assumed  that  an 
antigen-antibody  reaction  plays  a major  role 
in  the  idiopathic  s\mdrome  of  childhood.  Re- 
cent research  however,  casts  doubt  that  such 
is  the  case.-  Thus  we  find  ourselves  in  para- 
dox with  prednisone  therapy.  It  appears  to 
be  the  drug  of  choice,  but  we  may  be  using 
it  for  the  wrong  reason.  This  paper  w ill  at- 
tempt to  summarize  classification,  and  to 
suggest  a reasonable  approach  to  manage- 
ment of  the  child  with  nephrosis. 

Definition 

The  nephrotic  syndrome  implies  edema, 
proteinuria,  hypoproteinemia,  and  hyperli- 
pemia. With  the  older  child  or  adult,  the 
definition  may  be  less  strict  and  include  pa- 
tients with  less  edema  and  variable  h>'per- 
lipemia  (cholesterolemia) . An  elevation  in 
serum  lipids  may  be  absent  as  seen  in  the 
adult  whose  nephrosis  is  part  of  a systemic 
process,  lupus  erythematosus.  The  nephrotic 
syndrome  can  be  defined  as  merely  protein- 
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uria  of  3 grams  or  more  per  24  hour  collec- 
tion. Plasma  proteins  are  below  6 gi'ams  per 
100  ml  with  an  albumin  fraction  less  than  3.® 

Table  1 

CAUSES  OF  THE  NEPHROTIC 
SYNDROME^ 

1.  Lipoid  nephrosis  (minimal  glomerular  lesion  by 
light  microscopy,  foot-process  smudging  by  elec- 
tron microscopy) 

2.  Glomenilonephritis  (biopsy  classification) 

a.  Proliferative  (acute  glomerulonephritis) 

b.  Idiopathic  membraneous  nephritis  (thicken- 
ing of  capillary  basement  membrane) 

c.  Lobular  nephritis  (lobulations  of  glomerular 
tufts  but  basement  membrane  normal  ±, 
a form  of  chronic  nephritis) 

d.  Chronic  (advanced  glomerular  change) 

e.  Focal  (nomial  and  abnormal  glomeruli; 
within  affected  glomerulus,  only  a portion 
may  be  involved)  Schonlein  - Henoch  syn- 
drome 

3.  Generalized  systemic  disease 

a.  Schonlein-Henoch  anaphylactoid  purpura 

b.  Systemic  lupus  erythematosus 

c.  Diabetes  mellitus 

d.  Amyloidosis 

e.  Sickle  cell  anemia 

f.  Periarteritis  nodosa 

4.  Toxins,  drugs,  serum 

a.  Bee  sting 

b.  Poison  ivy,  oak 

c.  Horse  serum 

d.  Heavy  metals 

e.  Tridione,  paradione 

f.  Penicillamine 

g.  Diphtheria  toxin 

5.  Mechanical  or  circulatory  disturbances 

a.  Renal  vein  thrombosis 

b.  Constrictive  pericarditis 

c.  Heart  failure 

d.  Obstruction  of  inferior  vena  cava 

6.  Infections 

a.  Syphilis 

b.  Malaria 

c.  Pyelonephritis,  chronic 

d.  Subacute  bacterial  endocarditis 

e.  Tuberculosis 

♦ — Adopt€d  with  modifications  from  references  4,  5. 

tProfessor  and  Chairman  of  Department  of  Pediatrics,  The 
University  of  Texas  Medical  School  at  San  Antonio.  San  An- 
tonio. Texas. 

•Read  at  the  101st  Annual  Meeting  of  the  Nebraska  State 
Medical  Association.  Omaha,  Nebraska,  April  30,  1969. 
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Causes  of  Nephrosis 

The  causes  are  multiple,  as  listed  in  Table 
1 which  has  been  modified  from  two 
sources/-  ® 

Children  often  have  nephrosis  classified 
as  group  1.  It  is  much  less  common  in  adults. 
Group  2 is  also  seen  among  nephrotic  chil- 
dren, and  these  are  characterized  by  biopsy 
to  show  the  various  forms  of  nephritis.  All 
classifications  overlap.  Under  3,  a child  with 
anaphylactoid  purpura  may  eventually  dem- 
onstrate advanced  glomerular  sclerosis,  or 
may  have  only  a focal  involvement  with  the 
syndrome.  Bee  sting  nephrosis  is  usually 
minimal-change  by  biopsy ; however,  drug 
induced  nephrosis  (Tridione®)  may  exhibit 
membranous  change  and  a poorer  prog- 
nosis.®- 

Pathophysiology 

The  clinical  manifestations  of  nephrosis 
form  a coherent  picture  if  not  analyzed  too 
closely.  The  primary  disorder,  which  is  an 
increased  permeability  of  the  glomerulus  to 
plasma  protein,  results  in  massive  protein- 
uria and  ensuing  hypoproteinemia.  The 
plasma  oncotic  pressure  falls,  causing  loss  of 
water  and  electrolyte  from  blood  to  inter- 
stitial space.  Edema  forms,  and  is  encour- 
aged by  a secondary  hyperaldosteronism  set 
off  by  the  low  blood  volume.  Fat  disturbances 
seem  to  reflect  the  hypoproteinemia. 

There  are  problems  to  the  complete  accept- 
ance of  these  explanations.  In  1959,  Spiro 
described  actual  anatomic  interruptions  in 
the  glomerular  basement  membrane.®  These 
“holes”  permitted  the  endothelial  and  epi- 
thelial protoplasm  to  be  in  direct  contact. 
These  pores  have  since  been  shown  to  be 
merely  artifactitious.  However,  the  mem- 
brane in  this  disease  does  allow  passage  of 
large  molecules  into  the  urine.  If  relative 
permeability  to  protein  is  compared  with 
urinary  passage  of  serum  albumin  as  100 
percent,  then  other  protein  molecules  may 
be  found  in  nephrotic  urine  in  the  percentage 
of  124  for  the  alpha  1 globulins,  the  beta 
globulins  29  percent,  gamma  globulins  27  per- 
cent, and  alpha  2 globulins  13  percent.® 

Although  increased  glomerular  permeabil- 
ity is  the  essential  pathology  in  nephrosis,  it 
may  not  be  the  only  factor  reducing  serum 


protein  levels.  Albumin  synthesis  is  effect- 
ed by  dietary  intake  of  protein.  Increased 
catabolism  may  also  be  present.^®  Protein 
loss  can  occur  via  saliva  and  in  intestinal 
elimination.il  Leakage  into  interstitial  fluid 
accentuates  the  hypoproteinemia.  Thirty 
percent  of  total  albumin  has  been  found  to  be 
extravascular  and  extracellular  in  the  syn- 
drome. 

A clear  understanding  of  lipid  abnormali- 
ties seen  in  nephrotic  states  is  not  yet  pos- 
sible. An  increase  in  dietary  fat  will  ag- 
gravate the  abnormalities  however,  a diet 
which  is  low  in  fat  content  has  no  influence 
on  the  hyperlipemia.i®  Clinical  observation 
will  confirm  the  usual  inverse  relationship 
between  lipids  and  serum  albumin.  When  the 
albumin  level  falls,  a progressive  plasma 
triglyceride  rise  occurs.  Cholesterol  and  the 
phospholipids  later  also  increase. In  cases 
of  hypoalbuminemia  due  to  intestinal  losses 
however,  cholesterol  remains  normal.  Also 
in  some  cases  of  analbuminemia,  no  elevation 
of  lipids  has  been  recorded. !■*  One  must  also 
remember  that  in  nephrosis  associated  with 
lupus,  the  cholesterol  is  normal  or  low. 

What  causes  the  edema  and  anascarca? 
There  is  a good  parallel  between  hypoalbu- 
minemia and  edema  formation,  but  discrep- 
ancies occur.  An  albumin  in  serum  of  less 
than  1 gram  per  100  ml  has  been  noted  with- 
out edema. Also,  the  congenital  metabolic 
disorder  of  analbuminemia  occurs  in  patients 
who  are  edema-free.  A low  plasma  albumin 
thus  cannot  be  the  only  factor  in  nephrotic 
edema.  Blood  and  plasma  volume  is  reduced 
in  nephrosis  by  20  to  30  percent.  With  hypo- 
volemia, reabsorption  of  water  and  sodium 
occur.  Fluid  is  retained  by  elevated  circulat- 
ing antidiuretic  hormone. Sodium  is  re- 
tained secondary  to  hyperaldosteronism.  The 
edema  fluid  which  is  of  low  protein  content 
is  not  due  to  a general  defect  in  capillary 
permeability.  The  role  of  low  albumin  is 
probably  reinforced  by  hormonal  factors. 

Histology 

A glomerulus  from  a biopsy  in  a child  with 
lipoid  or  minimal-change  nephrosis  is  pic- 
tured in  Figure  1.  There  is  no  thickening  of 
the  capillary  membrane  and  no  cellular  pro- 
liferation. The  clinician  associates  this  al- 
most too  handsome  glomerulus  with  the  idio- 


March,  1970 


151 


pathic  syndrome  of  childhood  unrelated  to 
systemic  disease.  Even  when  these  children 
die  years  after  the  onset,  normal  glomeimli 
may  still  be  present  in  the  outer  kidney 
cortex.  Only  the  deeper  glomeruli  may  show 
the  scarring  of  a chronic  process.  Under  the 
electron  microscope,  the  smudging  of  epi- 
thelial cell  foot-processes  or  pseudopods  is 
noted  in  Figure  2.  There  is  a nonthickened 
basement  membrane  and  no  endothelial  pro- 
liferation. Foot-process  fusion  is  onlj’  sec- 
ondary to  proteinuria.  It  remains  a re- 
versible lesion,  disappearing  when  the  patient 
is  in  remission. 

By  contrast,  a glomenilar  membrane 
change  is  more  common  in  the  adult,  and 
may  be  seen  in  the  older  child  with  nephrosis. 
These  two  forms  are  contrasted  in  Table  2. 
The  membrane  change  is  striking,  and  usual- 
ly stains  for  both  gamma  globulin  and  com- 
ponents of  complement  by  immunofluores- 
cence. The  proteinuria  of  membranous  dis- 
ease contains  heavier  molecular  weight  globu- 
lins. Steroid  therapy  jdelds  a poorer  re- 


sponse, and  prognosis  is  not  good.  This  is 
why  the  adult  nephrologist  is  less  optimistic 
about  nephrotic  patients  than  the  pediatri- 
cian, and  why  he  is  less  enthusiastic  about 
coricosteroid  treatment.  The  light  micro- 
scope reveals  the  basement  membrane  change 
as  seen  in  Figure  3.  In  an  electron  micro- 
graph of  the  same  patient  there  is  widening 
of  the  membrane,  with  great  variation  in 
density.  Fused  foot-processes  are  also  seen. 
The  membrane  lacks  a homogeneous  texture 
and  “moth-eaten”  areas  are  noted  (Figure 
4). 

In  one  of  our  cases  of  membranous  ne- 
phrosis, some  cellular  proliferation  was  also 
noted.  Her  case  is  summarized  as  follows. 
At  age  9 years,  she  had  had  the  disease  for 
over  7 years.  Anasarca,  hematuria,  and 
massive  proteinuria  were  noted  initially. 
Azotemia  was  minimal,  and  the  cholesterol 
over  400  mg  percent  on  several  occasions. 
Blood  pressure  readings  were  minimally  ele- 
vated initially,  but  now’  within  the  norm. 
For  many  years,  daily  and  intermittant  cor- 


FigTire  1.  Glomerulus  from  child  with  nephrotic  syndrome  to  show  no  glomerular  disease  (minimal- 
change  group).  Lipoid  nephrosis.  H.  & E.  x 500. 
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ticosteroid  treatment  was  given.  Except  for 
obesity  and  recurring  proteinuria  (steroid  de- 
pendance  and  resistance),  she  remained  bio- 
chemically in  remission.  At  7i/>  years  of 


age  following  an  infection,  the  child  became 
oliguric,  edematous,  hypertensive,  and  azo- 
temic.  Steroid  resistance  was  present,  and 
cyclophosphamide  was  given  for  3 months  in 


Figure  2.  Epithelial  foot-process  fusion  is  widespread  in  this  electron  micro- 
graph. Bowman’s  space  is  the  urinary  space.  The  endothelial  cell  shows  no 
proliferation  as  it  lines  the  capillar>'  lumen.  Basement  membrane  normalcy 
is  noted.  (Supplied  by  Dr.  Marvin  Forland). 


Table  2 

IDIOPATHIC  NEPHROTIC  SYNDROME 


Lipoid  Nephrosis 

Light  Microscopy no  lesion  (“nil”) 

Electron  Microscopy foot  process  fusion 

Age  of  Onset majority  children 

Immunofluorescence usually  negative 

Proteinuria “selective” 

Steroid  Response >60%  remission 

Prognosis <10%  mortality 


Glomerular  Membranous  Change 

“Membranous  Glomerulonephritis” 

membranous  change 

almost  exclusively  adults 

stain  for  IgG  and  C'-’ 

heavier  weight  globulins 

infrequent 

50%  mortality 


Idiopathic  membranous  glomerulonephritis  contrasted  with  the  idiopathic  minimal- 
change  group  of  nephrotics  so  common  during  childhood. 
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sufficient  dosage  to  insure  a leukopenia. 
Prednisone  has  now  been  tapered  and  dis- 
continued without  relapse  other  than  daily 
mild  proteinuria.  She  is  short  of  stature, 
obese  but  active,  and  attending  school.  Bio- 
chemistries are  normal,  and  her  creatinine 
clearance  is  120  ml  per  min  per  1.73  meter 
square.  An  Addis  quantitative  12  hour 
urine  collection  continues  to  reveal  many  cel- 
lular elements  including  red  blood  cells.  Elec- 
tron microgi’aphs  reveal  a mixed  picture  of 
proliferative  nephritis  with  membranous 
change.  If  another  relapse  occurs,  the  cyclo- 
phosphamide might  be  repeated  and  inter- 
mittent prednisone  begun.  The  long  teim 
prognosis  is  poorer  than  in  a nephrotic  child 
with  minimal-change  disease. 


Nephrosis  in  the  adult  may  occasionally 
demonstrate  the  histopathology  of  a post- 
streptococcal nephritis.  The  glomerulus  is 
swollen,  numerous  poljmioi'phs  are  present, 
and  there  is  endothelial  cell  proliferation.^" 
This  finding  by  biopsy  is  unusual  in  the  ne- 
phrotic child. 

Another  histological  variation  of  nephro- 
sis includes  those  cases  associated  with  ana- 
phylactoid purpura,  the  Schonlein-Henoch 
syndrome.  This  disease,  with  its  character- 
istic rash,  abdominal  sjmiptoms,  and  ar- 
thritis, can  progi’ess  to  chronic  nephritis,  or 
merely  show  urinary  red  cells  and  protein- 
uria during  the  acute  illness.  Focal  glome- 
rular damage  is  seen  on  biopsy,  with  only  a 
few  glomeruli  involved,  the  remainder  ap- 


Figure  3.  Glomerulus  from  a renal  biopsy  on  a patient  with  the  nephrotic 
syndrome  associated  with  membranous  glomerulonephritis.  There  is  no  nuclear 
increase  but  widespread  capillar>'  basement-membrane  thickening.  H.  & E.  x 500. 
(Supplied  by  Dr.  M.  ForlandK 
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pearing  normal.  Even  effected  glomeruli 
may  shov’  a localized  or  segmental  lesion  of 
cellular  proliferation  or  a small  area  of  ne- 
crosis. Segmental  or  focal  glomerulitis  in 
nephrosis  is  uncommon.  Lobular  nephritis 
and  rapidly  progressive  nephritis  (epithelial 
crescents)  also  rarely  are  noted  in  child- 
hood nephrosis,  a nephritic  course  more 
often  observed. 

I have  seen  only  one  child  with  the  syn- 
drome due  to  the  glomerulosclerosis  of  dia- 
betes mellitus,  a relatively  common  adult 
cause  of  nephrosis.  She  had  diabetes  for  9 
years  and  had  developed  a heavy  proteinuria, 


edema,  and  hypoalbuminemia.  Biopsy  re- 
vealed the  solitary  nodular  lesion  within  a 
sclerotic  glomerulus  with  capsule  thicken- 
ing. Adrenocorticosteroid  therapy  would  be 
contraindicated. 

Management 

General  therapeutic  measures  have  per- 
haps received  too  much  stress.  Activity  is 
often  peiTnitted.  The  diet  need  be  restricted 
only  during  periods  of  anasarca,  when  salt  is 
not  added.  Fluid  restriction  is  helpful  only 
with  massive  edema,  and  routine  use  of  anti- 
biotics contraindicated. 


Figure  4.  The  thick  and  abnormal  membrane  in  glomerular  membrane 
change.  ‘'Moth-eaten”  zones  are  noted.  Electron  dense  irregular  collections  are 
seen  between  the  lamina  densa  and  fused  foot-processes. 
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Prednisone  remains  the  drug  of  choice 
and  may  be  given  as  follows: 

a.  Initial  course 

1.  Prednisone  2 mg  per  kilogram  of 
body  weight  per  day  until  the  urine 
is  free  of  protein  for  10  days  or 
2 weeks.  Usually  given  no  longer 
than  2 to  2^/2  months  if  no  diure- 
sis occurs  or  if  proteinuria  con- 
tinues ; 80  mg  a top  daily  dose. 

2.  Taper  dosage  to  1 mg  per  kilo- 
gram for  an  additional  10  day  to 
2 week  period  prior  to  intermit- 
tant  or  “maintenance”  therapy 
which  is  continued  for  a long  pe- 
riod, usually  10  additional  months. 

b.  Recurrence  of  proteinuria  which  is 
significant  is  once  again  an  indication 
for  daily  dosage  of  1 mg/kg  for  a brief 
period  of  time. 

If  a child  is  refractory  to  initial  corticos- 
teroid therapy  for  over  6 to  8 weeks  in  full 
dosage,  or  if  steroid  dependence  is  manifest 
by  disease  when  these  drugs  are  stopped  or 
if  the  nephrosis  recurs  while  the  child  is  on 
every  other  day  treatment  with  prednisone, 
cyclophosphamide  may  be  considered.  The 
use  of  cyclophosphamide  should  follow  the 
method  of  Dr.  James  N.  Etteldorf,  which 
seeks  to  maintain  a leukopenia. 

A method  of  treatment  with  cyclophospha- 
mide: 

a.  Dosage:  150  mg  per  day  per  square 
meter  body  surface  area.  Oral  divided 
dosage. 

b.  Duration : 2 to  3 months  only  to  avoid 
hemorrhagic  cystitis. 

c.  Continue  intermittant  prednisone  while 
on  cyclophosphamide. 

d.  Adjust  cyclophosphamide  dosage  to 
keep  white  blood  cell  count  between 
4,000  to  5,000  per  cubic  millimeter. 
Get  biweekly  counts. 

Prognosis 

A 15  percent  fatality  rate  is  noted  at  5 
years. This  represents  an  improvement  over 
the  approximate  40  percent  death  rate  prior 


to  both  antibiotics  and  corticosteroids.  Deaths 
continue  to  occur,  and  as  the  10  year  follow- 
up mark  is  passed,  the  fatality  rate  ap- 
proaches 25  percent.  Intensive  corticosteroid 
therapy  has  resulted  in  fewer  relapses,  but 
the  ultimate  prognosis  may  be  no  better  than 
that  obtained  with  less  intensive  therapy. 
In  addition  to  an  approximate  25  per- 
cent mortality  rate  at  10  years,  there  is  a 
group  who  continue  with  active  smoldering 
disease,  about  5 percent.  The  glass  is  half 
full  rather  than  half  empty,  and  70  percent 
are  classed  as  well  10  years  following  dis- 
ease. Deaths  are  now  due  to  chronic  glome- 
rulonephritis. It  remains  difficult  to  tell 
histologically  which  individual  patient  will 
respond  to  treatment,  but  generally  the  mini- 
mal lesion  type  is  steroid  responsive.  Cyclo- 
phosphamide appears  promising,  but  its  use 
should  be  restricted.  Its  effectiveness  in 
the  resistant  nephrotic  requires  continuing 
evaluation. 
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Rural  Health  Care 


SOME  ten  years  ago,  I became 
involved  in  the  basic  problem 
of  providing  physicians  f o r 
rural  Nebraska.  At  that  time  I made  a 
personal  inspection  of  the  University  of  Ne- 
braska College  of  Medicine  and  after  an 
intei-x’iew  with  the  Dean  of  that  school  I 
reached  the  conclusion  that  there  had  to  be 
a drastic  change  in  attitudes  or  rural  medi- 
cal practice  in  Nebraska  was  doomed.  There 
seemed  to  be  only  two  avenues  of  influence 
available  and  I became  involved  in  both. 
First,  I became  an  active  delegate  in  the 
House  of  Delegates  of  the  N.S.M.A.  Sec- 
ondly, I became  active  in  the  Nebraska  Chap- 
ter of  the  A.A.G.P.  I am  but  one  of  many 
concerned  physicians  in  this  state.  Dr. 
Cornelius  of  Sidney,  Dr.  French  of  Wahoo, 
Dr.  Sievers  of  Blair,  Dr.  Brown  of  Lincoln, 
Dr.  Ashby  of  Geneva,  Dr.  Alderman  of 
Chadron,  Dr.  Retelsdorf  of  Omaha,  Dr. 
Benthack  of  Wayne,  Dr.  IMedlar  of  Colum- 
bus and  Dr.  Tollefson  of  Wausa  are  but  a 
few  who  recognized  the  problem  and  have 
worked  diligently  to  prevent  this  catastrophe 
from  occurring.  At  first,  we  were  only 
able  to  prevent  the  discontinuation  of  the 
preceptor  program,  the  medical  student’s 
only  contact  with  rural  Nebraska  medicine. 
Then  under  a new  administration,  we  were 
able  to  achieve  a designated  department  of 
General  Practice  at  the  University  Medical 
School  with  our  beloved  and  respected  Dr. 
Faye  Smith  from  Imperial  as  Director.  Un- 
der Dr.  Wittson’s  direction  he  planned  the 
physical  arrangements  now  built  into  the 
new  section,  of  the  University  Hospital. 
This,  however,  became  only  a paper  tiger 
until  this  year  with  the  establishment  of  a 
full  academic  progi*am  of  Family  Medicine 
under  the  direction  of  Dr.  Francis  Land. 
We  have  the  “promised  land’’  in  sight.  With 
the  help  of  the  legislature,  money  was  pin- 
pointed for  use  in  the  Family  Practice  De- 
partment. 

Rural  medicine  in  Nebraska  has  reached  a 
crisis  with  a large  majority  of  it  being  pro- 
vided by  physicians  who  are  practicing  past 
retirement  age  so  that  niral  Nebraska  will 
not  suffer.  With  the  new  Family  Practice 
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Residency  Program  we  can  hope  to  have  five 
well-trained  replacements  available  by  the 
summer  of  1971.  This  will  not  replace  our 
losses.  By  1972,  with  the  help  of  the  legis- 
lature we  should  be  able  to  double  that  num- 
ber, and  by  each  succeeding  year  greatly  in- 
crease the  available  trained  physicians  for 
family  practice  in  Nebraska.  Therefore,  it 
is  obvious  that  we  must  ask  five  more  years 
of  service  from  our  older  physicians  before 
the  crisis  can  be  relieved.  To  many  of 
these  men,  it  will  mean  giving  their  very 
lives,  and  the  State  of  Nebraska  can  in  no 
way  repay  the  debt  owed  to  these  men. 

The  new  physicians  graduated  from  this 
Family  Practice  Progi’am  will  be  better 
trained  for  their  job  and  have  better  tools 
available  than  had  any  physician  now  prac- 
ticing in  the  State.  The  training  will  for 
the  first  time  involve  practicing  family 
physicians  in  teaching  from  the  freshman 
year  through  their  residency  training.  It 
will  involve  hospitals  throughout  the  state, 
instead  of  only  Omaha  and  Lincoln.  It  is  a 
good  program  and  we  private  physicians  are 
dedicated  to  making  it  work. 

I am  greatly  displeased  when  I hear  that 
doctors  do  not  care  about  rural  health  care 
in  Nebraska.  Every  doctor  I mentioned  is 
overworked  in  his  practice  but  each  has  been 
so  concerned  that  he  has  taken  time  from  his 
personal  life  to  work  for  more  and  better 
health  care  in  this  state.  Each  has  used  his 
own  personal  resources  to  pay  the  cost  of 
his  work.  I could  name  200  more  physicians 
who  have  contributed  as  much  as  those 
named.  They  have  all  “cried  in  the  wilder- 
ness lo  these  many  years.’’  Please  do  not 
degrade  these  great  men  by  implying  that 
they  do  not  care. 

I have  touched  upon  only  one  side  of  the 
problem.  The  other  is  the  availability  of 
suitable  places  to  practice.  In  Omaha,  you 
have  the  tragic  problem  of  the  loss  of  drug 
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stores,  groceries,  clothing  stores,  and  of- 
fices in  the  Near  North  Side  area.  If  this 
area  is  not  attractive  to  merchants,  it  cannot 
expect  to  be  attractive  to  physicians  for  the 
same  reason.  We  have  in  rural  Nebraska 
towns  with  poor  schools,  few  churches,  run- 
down business  buldings,  no  hospitals,  inade- 
quate water  and  sewage  systems,  no  recre- 
ation programs,  no  swimming  pools,  no  li- 
brary, and  apparently  no  desire  to  improve. 
Such  towns  cannot  expect  to  attract  a physi- 
cian. A physician  looking  for  a place  to 
practice  will  settle  in  a clean,  peaceful,  pro- 
gressive town  that  desires  to  provide  a de- 
cent living  and  a good  place  to  raise  a fam- 
ily with  good  schools  and  active  churches. 
A fact  of  life  that  every  community  must 
face  is  that  most  physicians  will  not  settle  in 
a community  unless  their  wives  approve  of 
it. 

A recent  survey  shows  that  Nebraska  has 
been  training  a lot  of  physicians  for  other 


states.  It  is  not  enough  to  train  doctors, 
we  must  make  them  want  to  stay  in  Ne- 
braska. The  legislature  can  provide  money 
for  training  but  the  communities  must  pro- 
vide the  attraction  for  staying.  While  the 
medical  profession  is  preparing  the  physi- 
cians for  the  seventies  in  rural  Nebraska, 
each  community  that  wants  and  needs  one 
will  have  to  take  a long  look  at  itself  and 
prepare  itself  to  be  attractive  to  a physician 
and  his  family.  As  a teenage  girl  attracts 
her  future  husband  by  the  artful  applica- 
tion of  cosmetics  and  perfume,  a clean  body, 
neat  hair,  attractive,  well  - fitted  clothing, 
and  a pleasing  personality,  so  a community 
must  attract  its  future  business  by  neatly 
painted  buildings,  clean  air,  neat  lawns  and 
clean  streets,  good  water  supplies  and  clean 
dumps,  and  friendly  people  providing  good 
educational,  religious  and  social  opportuni- 
ties. As  communities  we  must  go  back  to 
courtship  or  do  without. 
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Current  Status  of  the  Treatment 
Of  Carcinoma  of  the  Larynx 


Introduction 

TO  the  average  practitioner  in 
medicine,  the  anatomy  of  the 
throat  has  been  difficult  to 
visualize  and  requires  the  use  of  special 
instruments  or  visual  aids.  The  symptoms 
of  tumors  in  the  area  of  the  lower  pharynx 
are  vague  unless  they  are  painful,  obstruc- 
tive, or  cause  hoarseness.^  In  general,  the 
infrequency  of  tumors  in  these  areas,  the 
time  delay  before  recognition,  the  general 
opinion  of  hopelessness,  and  the  fear  of 
mutilation  following  any  surgical  procedure 
account  for  some  of  the  unacceptable  modes 
of  treatment  of  these  lesions  at  times  found 
today.2 

The  best  method  of  therapy  from  the  va- 
riety of  measures  available  depends  on  the 
location,  extent,  and  biologic  behavior  of  the 
lesion.®  In  over  95%  of  the  lesions  of  the 
pharynx  and  larynx,  the  tumor  is  squamous 
cell  cancer.  Because  of  the  variability  of 
biologic  behavior,  lesions  of  equal  size  in  ad- 
jacent sites  may  have  different  prognostic 
implications  and  require  different  forms  of 
treatment.  Early,  accurate  diagnosis  and 
assessment  of  each  lesion  are  prerequisites 
to  selection  of  therapy. 

Symptomatology® 

1.  Persistent  hoarseness  lasting  longer 
than  six  weeks  is  the  most  obvious  sjTnptom 
of  laryngeal  carcinoma.  However,  it  is  pres- 
ent early  only  if  the  lesion  involves  the  true 
vocal  cord. 

2.  In  supraglotic,  infraglottic,  and  pha- 
ryngeal lesions,  a slight  change  in  the  voice, 
not  actual  hoarseness,  but  a muffling  or 
breathiness  is  noted  due  to  cord  fixation  by 
submucosal  invasion. 

3.  Pain  in  the  throat  usually  is  persistent 
but  may  be  intermittent.  It  is  not  uncom- 
mon to  find  referred  pain  to  the  ear  from 
the  laryngopharynx  or  a sensation  of  “some- 
thing in  the  throat”  which  often  is  ascribed 
to  globus  hystericus. 


ANTHONY  I.  YONKERS,  MAJOR,  USAF,  MC* 


4.  Discomfort  on  swallowing  or  actual 
difficulty  in  swallowing  may  be  seen. 

5.  Halitosis  may  be  noted  by  the  patient 
or  his  family. 

6.  Intennittent  hemoptysis  may  occur. 

7.  Dj'spnea  may  occur  when  the  tumor  is 
so  bulky  as  to  restrict  the  airway. 

Diagnosis 

A careful  history  should  be  taken  to  de- 
termine the  type  and  duration  of  symp- 
toms the  patient  has  experienced,  and  to 
evaluate  the  overall  general  health  of  the 
patient. 

An  adequate  indirect  laryngeal  examina- 
tion should  be  done.  Almost  100%  of  the 
lesions  of  the  laryngopharynx  can  be  seen 
by  mirror  examination  and  a rough  estimate 
made  as  to  size. 

Palpation  of  the  neck  is  important.  In 
postcricoid  lesions  or  posterior  extension  of 
endolaryngeal  lesions,  there  may  be  ab- 
sence of  the  “laryngeal  crackle,”  which  is 
elicited  when  the  larynx  is  moved  from  side 
to  side  over  the  cer\dcal  vertebrae.  Altera- 
tions in  the  nonnal  configuration  or  land- 
marks of  the  larynx  may  be  noted,  as  full- 
ness in  the  region  of  the  thju’ohyoid  mem- 
brane with  supraglottic  tumors,  or  erosion 
of  the  cartilages  themselves  with  far-ad- 
vanced endolaryngeal  tumors. 

A mass  in  the  neck  may  be  the  only  initial 
finding.  Lesions  of  the  pyriform  sinuses, 
epiglottis,  and  base  of  the  tongue  often  pre- 
sent as  cervical  metastases  without  local 
symptoms. 

Palpation  of  the  base  of  the  tongue  will 
detect  primary  lesions  which  are  often  sub- 

•Instructor,  Department  of  Otorhinolari’nprologry,  University 
of  Nebraska  College  of  Medicine ; Attending  Otolaryngologist. 
Omaha  V.A.  Hospital. 


160 


Nebraska  S.  M.  J. 


mucosal,  or  extensions  of  laryngeal  lesions 
which  have  invaded  the  base  of  the  tongue; 
this  type  of  involvement  can  be  detected  only 
by  the  induration  produced. 

The  most  useful  and  reliable  tool  for 
assessment  of  laryngeal  and  pharyngeal  le- 
sions is  the  laryngogram.^  It  is  extremely 
accurate  in  localizing  the  lesion  both  as  to 
size  and  extent,  which  is  important  if  ade- 
quate conservative  surgery  is  to  be  done. 
Laryngography  is  not  a screening  proce- 
dure, and  should  be  obtained  before  diag- 
nostic biopsy,  since  the  edema  resulting  from 
the  latter  may  be  misleading.  Soft  tissue 
films  of  the  larynx  also  should  be  done  to  de- 
tect destruction  of  the  thyroid  cartilage, 
which  is  a contraindication  to  conservation 
surgery.® 

Direct  laryngoscopy  and  esophagoscopy 
with  biopsy  are  necessary  to  confirm  the 
diagnosis. 

Staging  of  Lesions 

Staging  of  a lesion  involving  the  larynx 
serves  to  delineate  more  accurately  on  a 
clinical  or  pathological  basis  the  extent  of 
disease  in  the  individual  case.  From  this 
information  better  selection  of  treatment 
methods  may  be  achieved. 

In  October,  1961  the  “Task  Force  on 
Larynx,”  a subcommittee  of  the  American 
Joint  Committee  on  Cancer  Staging  and  End 
Results  Reporting,  of  which  the  American 
College  of  Surgeons  is  Administrative  Spon- 
sor, proposed  the  anatomical  limits  of  the 
larynx  as  follows: 

1.  The  anterior  limit  is  constituted  by 
the  posterior  surface  of  the  epiglottis,  the 
anterior  commissure,  and  the  anterior  wall 
of  the  subglottic  region,  which  is  composed 
of  the  thyroid  cartilage,  the  cricothyroid 
membrane,  and  the  anterior  arch  of  the  cri- 
coid cartilage. 

2.  The  posterior  lateral  limits  include  the 
aryepiglottic  folds,  the  arytenoid  region,  the 
interarytenoid  space,  and  the  posterior  sur- 
face of  the  subglottis  space  represented  by 
the  mucous  membrane  covering  the  cricoid 
cartilage. 

3.  The  superior  lateral  limits  are  con- 
stituted by  the  tip  and  the  lateral  border  of 
the  epiglottis. 


4.  The  inferior  limits  are  constituted  by 
a plane  passing  through  the  inferior  edge  of 
the  cricoid  cartilage. 

The  larynx  is  divided  into  anatomical  re- 
gions and  sites  as  noted  in  table  1. 

Surgical  Pathology 

The  larynx  is  anatomically  divided  into  re- 
gions, because  of  differences  in  lymphatic 
drainage  and  the  biologic  behavior  of  tumors 
in  each  area.'^  The  lymphatic  drainage  of 
the  larynx  is  divided  at  the  level  of  the  true 
vocal  cords.  The  supraglottic  structures 
are  drained  by  lymphatics  which  accompany 
the  superior  laryngeal  vessels.  The  infra- 
glottic  structures  are  drained  by  lymphatics, 
which  course  anteriorly  to  the  prelaryngeal 
node  or  laterally  through  the  cricothyroid 
membrane  to  the  paratracheal  or  deep  cer- 
vical nodes.  The  deep  cervical  nodes  are 
eventually  reached  by  drainage  from  above 
and  below  the  true  cords.  The  true  cords 
themselves  have  a very  poor  lymphatic  sup- 
ply. 

The  incidence  of  metastases  of  lesions  in 
each  region  is  different  from  other  regions. 
Lesions  of  the  true  vocal  cords  seldom  me- 
tastasize, but  this  is  not  true  for  other 
laryngopharyngeal  lesions.  Other  factors 
which  influence  the  incidence  of  metastasis 
are  the  size  of  the  lesion,  the  cellular  differ- 
entiation, and  whether  the  tumor  margin  is 
pushing  or  infiltrating  type.  The  presence 
of  palpable  nodes  in  the  cervical  chain  in- 
creases the  possibility  of  metastasis  in  the 
contralateral  cervical  lymph  nodes. 

The  metastatic  rate  from  tumors  of  the 
glottis,  infraglottis,  supraglottis,  and  trans- 
glottis increases  progressively:  0%,  20%, 
33%,  53%.  When  the  tumor  is  in  the 
pharynx,  the  metastatic  rate  is  92%.  A 
glottic  tumor  is  restricted  to  the  1 cm  zone 
of  the  cord.  The  infraglottic  region  is  over 
1 cm  below  the  cord.  The  supraglottic  re- 
gion is  from  the  false  cord  to  the  tip  of  the 
epiglottis,  and  a transglottic  lesion  is  that 
which  involves  those  tumors  both  above  and 
below  the  true  vocal  cord. 

Tumors  over  2 cm  in  diameter,  moder- 
ately or  poorly  differentiated,  constitute  a 
high  incidence  of  cervical  metastases.  Tu- 
mors under  2 cm  in  diameter  have  a poor 
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Table  1 

Regions  Sites 

Supraglottic Posterior  surface  of  the  epiglottis,  including  the  tip  of  the  epiglottis  and 

aryepiglottic  fold  (marginal  zone). 

Arytenoid  (right  and  left) 

Ventricular  bands  (right  and  left) 

Ventricular  cavities  (right  and  left) 

Glottic Vocal  cords  (right  and  left) 

Anterior  commissure 

Subglottic Right  and  left  wall  of  the  subglottis 


— Classification  — 


T1  TUMOR  CONFINED  TO  ONE  ANATOMICAL  SITE  WITHIN  THE  LARYNX 


Supraglottic 

Tumor  confined  to  laryngeal 
surface  of  epiglotis,  or  to 
an  aryepiglotic  fold,  aryte- 
noid, ventricular  cavity  or 
band. 


Glottic 

Tumor  confined  to  one  vocal 
cord  and  mobility  of  cord  re- 
mains normal. 


Subglottic 

Tumor  limited  to  one  side  of 
the  subglottic  region,  exclusive 
of  the  under  side  of  cord. 


T2  TUMOR  CONFINED  TO  ONE  ANATOMICAL  REGION  WITHIN  THE  LARYNX 

Tumor  involving  the  epiglottis.  Tumor  involving  both  cords  with  Tumor  extending  to  two  sides  of 
extending  to  the  ventricular  normal  motility  of  cords,  or  subglotic  region,  exclusive  of 

cavities  or  bands.  tumor  of  one  or  both  cords  the  under  surface  of  cords. 

with  fixation  of  cord. 


T3  TUMOR  EXTENDING  BEYOND  ONE  ANATOMICAL 


Tumor  of  the  epiglottis  or 
ventricules  or  both,  or  ven- 
tricular bands  and  extending 
onto  the  cords. 


TO  THE  LARYNX 

Tumor  extending  from  cords 
either  to  subglottic  region  or 
supraglottic  region,  to  ven- 
tricular bands  or  ventricles. 


REGION  BUT  CONFINED 


Tumor  involving  the  subglottic 
region  and  extending  onto  the 
cords. 


T4  TUMOR  EXTENDING  BEYOND  THE  LARYNX 


Tumors  as  in  Tl,  T2,  or  T3 
but  with  direct  extension 
to  pyriform  sinus,  post- 
cricoid region,  vallecula,  or 
base  of  tongue. 


Tumors  as  in  Tl,  T2,  or  T3  but 
with  direct  extension  through 
cartilage  to  skin,  to  the  pyri- 
form sinus,  or  to  the  postcri- 
coid region. 


Tumors  as  in  Tl,  T2,  or  T3,  but 
with  dii'ect  extension  to  tra- 
chea, skin  or  postcricoid 
region. 


METASTASIS 

NO  No  clinically  palpable  ceiwical  lymph  nodes  (Metastasis  not 
suspected) 

N1  Clinically  palpable  cervical  lymph  nodes  that  are  not  fixed  (Meta- 
stasis suspected) 

N2  Clinically  palpable  lymph  nodes  that  are  fixed  (Metastasis  sus- 
pected) 

MO  No  distant  metastasis 

Ml  Clinical  and/or  radiographic  evidence  of  metastasis  except  to  the 
cervical  lymph  node  regions. 


yield  of  cervical  metastases.  Supraglottic 
tumors  tend  to  be  “pushing”  in  type  rather 
than  infiltrating.  Cases  of  laryngeal  car- 
cinoma can  be  separated  into  gi’oups  with 
high  or  low  metastatic  rate  by  using  pre- 
operative information  about  site,  size,  biopsy 
differentiation,  and  clinical  evolution  of 
cervical  nodes.”^ 

Treatment 

Early  carcinoma  involving  the  true  vocal 
cords  with  no  limitation  of  cord  mobility  is 
best  treated  by  radiotherapy  alone.  This 
mode  of  therapy  in  the  majority  of  cases 
provides  an  equally  good  cure  rate  (92%) 
as  cordectomy  and  usually  results  in  a better 


functional  voice  than  surgical  removal  of 
the  cord.  Occasionally,  a patient  will  have 
a poor  voice  resulting  from  the  deleterious 
effects  of  radiation,  but  statistically  the  cure 
rates  are  approximately  equal,  and  the  re- 
sultant voice  is  better  with  radiotherapy.® 

If  a skilled  radiotherapist  is  not  available, 
hemilaryngectomy  is  a safer  procedure  in 
terms  of  both  cure  of  the  cancer  and  preser- 
vation of  laryngeal  function.  In  carefully 
selected  cases,  where  irradiation  of  cordal 
carcinoma  has  failed,  partial  laryngectomy 
appears  to  offer  a good  prospect  of  cure 
without  sacrifice  of  the  entire  larynx.® 

In  more  advanced  lesions  of  the  endo- 
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larynx  with  subglottic  extension  or  extension 
onto  the  vocal  process  or  across  the  anterior 
laryngeal  commissure,  hemilaryngectomy 
without  neck  dissection  should  be  done.  If 
there  is  fixation  of  the  cord,  total  laryngec- 
tomy is  done  without  radical  neck  dissec- 
tion. The  over-all  five  year  cure  rate  is 
70%. 

In  the  past  25  years,  supraglottic  or 
horizontal  hemilaryngectomy,  often  with 
partial  dose  preoperative  radiotherapy,  has 
become  more  common. This  operation  is 
primarily  designed  for  carcinomas  which 
are  above  the  glottic  level  and  do  not  involve 
the  true  vocal  cords.  It  is  also  indicated 
in  selected  lesions  of  the  upper  pyriform 
sinus  or  the  vallecula,  even  with  neck  meta- 
stases  present. 

An  adequate  medical  evaluation  should  be 
done  preoperatively.  A chest  x-ray  is  used 
to  exclude  pulmonary  metastases.  Pulmon- 
ary function  must  be  better  than  50%  of 
normal  so  there  will  be  an  adequate  cough 
during  re-establishment  of  swallowing  in 
the  postoperative  period.  With  vallecula 
and  pyriform  sinus  lesions,  an  esophogram 
is  done  routinely,  to  rule  out  the  possibility 
of  a second  primary  carcinoma  in  the  esoph- 
ageal mucosa. 

Supraglottic  laryngectomy  is  indicated  for 
supraglottic  carcinomas  which  would  have 
adequate  margins  for  total  laryngectomy. 
The  inferior  extent  must  be  determined  ac- 
curately. This  can  be  the  most  difficult 
margin  to  evaluate  preoperatively.  This 
procedure  can  be  used  in  place  of  a total 
laryngectomy  if  the  true  vocal  cords  are 
mobile  and  free  of  cancer,  and  in  some  false 
cord  or  aryepiglottic  fold  lesions  that  in- 
volve the  corniculate  cartilage  and  upper 
surface  of  one  arytenoid.  The  interaryten- 
oid area  must  not  be  invaded  nor  the  apex 
of  the  pyriform  sinus.  The  postcricoid  re- 
gion must  be  free  of  tumor,  and  thyroid  car- 
tilage infiltration  must  not  be  present. 

The  alternative  treatment  for  supra- 
glottic carcinoma  is  full  course  radiother- 
apy. In  exophytic  lesions  of  the  free  tip 
of  the  epiglottis,  with  no  palpable  neck 
nodes,  the  survival  rates  appear  to  be  equiva- 
lent with  supraglottic  laryngectomy  or  with 


radiotherapy  alone.  In  more  extensive  su- 
praglottic lesions,  radiation  can  control 
some  cases,  but  if  a full  course  of  radia- 
tion therapy  has  been  given  in  hope  of  cure 
and  has  failed,  the  opportunity  to  save  the 
voice  has  been  lost.  There  is  a reluctance 
to  perform  a supraglottic  laryngectomy 
after  6,000  to  7,000  roentgens,  because  of 
the  high  incidence  of  large  fistulas  which 
can  be  complicated  by  carotid  artery  rup- 
ture. Since  the  tissues  are  closed  under 
more  tension  in  supraglottic  laryngectomy 
than  with  total  laryngectomy,  there  is  more 
of  a problem  with  the  supraglottic  surgery. 

Early  reports  have  shown  that  the  three 
year  survival  rates  after  a partial  course  of 
radiation  therapy  of  3,000  R given  at  a 
dosage  of  800-900  R per  week  with  cobalt-60 
or  megavoltage  followed  by  supraglottic 
laryngectomy  is  10  to  15%  higher  than 
when  radiotherapy  or  surgery  is  used  alone. 

The  time  for  rehabilitation  is  significant- 
ly less  in  patients  with  a supraglottic  laryn- 
gectomy than  in  those  who  have  had  a 
total  laryngectomy.  Most  patients  can  re- 
turn to  work  about  a month  after  surgery 
swallowing  and  talking  well.  Less  than  2% 
require  more  than  2 weeks  to  re-establish 
swallowing,  and  1%  will  continue  to  aspir- 
ate enough  to  require  completion  of  the 
laryngectomy.  The  time  required  for  re- 
habilitation of  speech  is  usually  1 to  5 
days.  This  compares  favorably  with  the 
time  of  several  weeks  to  several  months 
which  is  usually  required  for  learning 
esophageal  speech  after  total  laryngectomy. 
Rarely  does  a laryngectomee  learn  to  speak 
as  easily  and  as  well  as  a supraglottic  laryn- 
gectomee. It  is  estimated  that  about  50% 
of  patients  undergoing  total  laryngectomy 
never  learn  to  speak  again. To  decide 
to  remove  the  whole  larynx  should  not  be  a 
cause  for  remorse  because,  as  a whole, 
laryngectomees,  alive  and  cancer  free,  are 
a very  happy  group  of  patients.  However, 
if  detail  studies  of  the  larynx  reveal  that  a 
partial  laryngectomy  with  neck  dissection 
can  be  done,  the  patient  gains  by  keeping 
even  a part  of  this  larynx. 

Preoperative  Irradiation 

Studies  have  suggested  that  the  growing 
perimeter  of  a tumor  is  sufficiently  injured 
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by  less  than  curative  doses  of  irradiation  to 
reduce  the  incidence  of  local  regrowth  after 
surgical  removal.  The  exact  mechanism  is 
not  known,  but  is  felt  to  be  a function  of 
better  local  oxygenation.  Other  possible 
mechanisms  suggested  are  a different  cell 
cycle  time,  a large  proportion  of  nonviable 
cells,  or  even  a local  effect  on  normal  tis- 
sues.® 

The  total  dose  of  radiation  given  pre- 
operatively  varies  from  2,000  rads  to  5,000 
rads  in  most  centers.  Hendrickson  and  Lieb- 
ner  of  Chicago  were  unable  to  demonstrate 
a superiority  of  one  dose  over  the  other 
in  59  supraglottic  lesions.  Their  results 
lead  them  to  recommend  a low  dose,  short 
course,  prompt  surgery  program  for  oper- 
able, locally  advanced  epidennoid  carcinoma 
where  local  persistence  is  a major  factor  in 
failure.  For  the  patients  who  are  inoper- 
able or  borderline,  a higher  dose  is  delivered, 
the  patient  reassessed  in  one  month,  and 
then  proceed  either  with  surgery,  if  pos- 
sible, or  complete  the  radiation  therapy  to 
tolerance  levels  as  a split  course.® 

Second  Primaries 

A high  incidence  of  second  primaries  can 
occur  in  patients  with  tumors  involving  the 
larjmx.  Schultz  has  showm  this  to  be  near- 
ly 20%  in  his  series,  with  the  recurrence 
usually  noted  in  the  air  and  food  passages. 
Therefore,  one  should  follow  patients,  not 
only  to  detect  recurrences  of  the  primary, 
but  also  to  exclude  the  development  of  sec- 
ond, and  even  third  primary  lesions.  This 
follow-up  should  include  a chest  x-ray  peri- 
odically, preferably  at  6 month  intervals. 

Results  of  Treatment® 

Lesions  of  the  true  vocal  cord. 

A.  jMobile  Cord  — These  patients  are 
usually  treated  by  irradiation  with 
a 92%  cure  rate. 

B.  Fixed  Cord  — These  patients  are 
best  treated  with  hemilaryngec- 
tomy  or,  in  some  cases,  total  laryn- 
gectomy. The  five  year  cure  rate 
is  70%.  Radical  neck  dissection  is 
not  done. 

Infraglottic  Lesions  — Treatment  is  total 
laryngectomy  and  radical  neck  dissec- 
tion. Five  year  cure  rate  is  60%. 


Transglottic  Lesions  — Treatment  is  total 
laryngectomy  with  unilateral  or  bilater- 
al neck  dissection.  Five  year  cure  rate 
is  42%. 

Supraglottic  Lesions  — Treatment  of  le- 
sions of  the  epiglottis  and  false  cords  is 
by  supraglottic  laryngectomy  with  neck 
dissection.  Five  year  cure  rate  is  be- 
tween 60-80%  depending  on  the  series 
quoted.  In  more  advanced  lesions  which 
require  total  laryngectomy  and  neck  dis- 
section, the  rate  is  45%. 

Pyriform  Sinus  Lesions  — Those  patients 
who  may  be  treated  by  partial  larjmgo- 
pharyngectomy  and  neck  dissection 
have  a 40%  three  year  cure  rate.  Those 
who  require  a total  laryngectomy  can 
expect  a 25%  cure  rate. 

Hjqjopharyngeal  Lesions  — These  patients 
may  be  treated  by  total  laryngectomy 
and  neck  dissection  or  partial  laryngo- 
pharjmgectomy  and  neck  dissection. 
The  four  year  cure  rate  is  similar,  23%. 

Postcricoid  Lesions  — These  patients  are 
among  those  who  are  the  most  difficult 
to  treat.  The  five  year  cure  rate  has 
been  20%  with  total  laryngectomy  and 
neck  dissection. 

Causes  of  Failure 

The  causes  of  failure  may  be  divided  into 
twm  groups.  The  first  is  incomplete  control 
of  the  primary  lesion.  Preoperative  irra- 
diation can  reduce  the  viability  of  tumor  im- 
plants and  also  to  help  insure  adequate  sur- 
gical margins.  The  second  cause  of  failure 
is  uncontrollable  local  metastases.  If  pos- 
sible, it  is  better  to  do  the  radical  neck  dis- 
section in  continuity  wdth  the  primary  sur- 
gery. This  helps  to  insure  more  complete 
removal  of  the  whole  Lymphatic  field. 

Summary  and  Conclusions 

Cancer  of  the  larynx  is  one  of  the  most 
curable  cancers  to  which  man  is  prone.  The 
chances  for  cure,  when  diagnosed  early,  ap- 
proach 100%.  The  importance  of  early  diag- 
nosis arises  not  only  from  the  need  to  realize 
the  best  survival  rate  possible,  but  because 
the  greatest  preservation  of  vocal  function 
can  be  achieved. 
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Statistics  on  the  location  and  extent  of 
laryngeal  lesions  reveal  that  glottic  lesions 
are  grouped  predominantly  in  the  early 
stages  and  less  so  in  the  later  stages.  It 
becomes  apparent  that  patients  with  hoarse- 
ness as  a symptom  are  getting  to  the  doctor 
earlier  and  are  having  their  problems  cor- 
rectly diagnosed.  Those  who  do  not  have 
hoarseness  are  not  seen  as  early  and  the 
lesions  are  more  advanced  when  finally 
evaluated.  Delays  in  diagnosis  may  con- 
tribute to  many  surgical  failures.  The  de- 
lays are  through  patient  neglect  and  by 
the  physicians  who  see  these  patients  ini- 
tially. 

Physicians  who  treat  laryngeal  cancer 
strive  to  improve  survival  rates  by  better 
defining  the  criteria  for  selection  of  pro- 
cedures and  properly  applying  these  cri- 
teria. The  greatest  increase  in  survival  rate, 
and  reduction  in  morbidity,  however,  will 
come  from  education  of  the  public  and  physi- 
cians of  the  significance,  not  only  of  hoarse- 
ness, but  also  of  the  myriad  persistent  throat 
complaints  that  may  be  the  only  symp- 
toms, not  only  of  extensive  cancer  of  the 
larynx  but  also  of  cancer  anywhere  in  the 

throat.i2 

In  supraglottic  lesions,  an  overall  cure 
rate  of  60  to  80%  is  possible  when  diag- 
nosed early.  As  many  as  40%  of  these  pa- 
tients may  be  treated  by  supraglottic  laryn- 
gectomy with  results  comparable  to  those 
obtained  by  total  laryngectomy.^® 


Irradiation  is  the  method  of  choice  in  some 
glottic  lesions.  Preoperative  irradiation 
plays  an  important  role  in  improving  cure 
rates  in  more  advanced  lesions.  In  far  ad- 
vanced inoperable  lesions,  palliative  irradia- 
tion is  an  important  adjunct  to  treatment. 
This  is  at  times  combined  with  chemother- 
apy with  gratifying  remissions  of  the  lesions. 
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Is  Criticism  Warranted? 


PRESIDENT’S  PAGE 

Organized  medicine  in  these  United 
States  is  far  better  understood  and  appre- 
ciated by  the  ones  who  seek  to  destroy  it 
than  by  the  physicians  themselves.  Mr. 
Tomayko,  the  Union  boss  for  the  United 
Steel  Workers  Association,  discussed  at 
great  length  the  demise  of  the  private  prac- 
tice of  medicine,  and  the  advantages  of 
closed  panel  medicine.  Members  of  his  au- 
dience were  shocked  by  his  answer  to  two 
simple  questions. 

The  questions  he  was  asked  were : “If  the 
closed  panel  method  of  practice  is  so  good, 
how  do  you  account  for  the  voluntary  de- 
parture of  your  own  workers  in  the  i\Iinne- 
sota  Iron  Range  from  existent  group  clinics  ? 
Why  are  the  workers  enrolling  in  the  Usual 
and  Customary  Insurance  plans  with  private 
practicing  physicians?”  His  astounding 
answer  was:  “The  doctors  have  too  good  a 
propaganda  agency  working  for  them  — 
the  A.M.A.  and  the  IMinnesota  State  Medi- 
cal Society.” 

Quietly,  behind  the  scenes,  and  without 
fanfare  or  publicity,  these  two  organizations 
have  brought  about  a better  and  far  more 
desirable  method  of  payment  for  health 
care.  The  people  of  that  area  are  not  stupid, 
but  the  hard  work  which  made  them  fully 
realize  that  private  practice  with  personal 
physicians  is  more  efficient  and  desirable, 
was  done  by  organized  medicine.  (Follow- 
ing the  lead  of  Minnesota,  Nebraska  accom- 
plished the  same  thing  one  year  ago). 

It  was  Dr.  Roger  Egeberg  who  stated 
that  more  advancement  had  been  made  in 
medical  knowledge  since  1940  than  in  the 
entire  history  of  medicine  preceding  that 
year.  He  pointed  out  that  for  a physician 
to  be  capable  of  practicing  this  new  medicine 
he  must  work  65  to  80  hours  per  week. 
This,  as  you  my  colleagues  know,  is  very 
tiring.  Moreover,  our  efforts  are  not  always 
appreciated  by  the  patients  for  whom  we 
give  up  our  hours  of  relaxation. 

Needless  to  say,  we  arrive  home  from  w'ork 
tired  and  sometimes  frustrated.  Being  hu- 


man, our  wives  often  have  to  absorb  some  of 
this  frustration  arising  from  short-tempered 
husbands. 

Many  times  the  active  members  of  the 
medical  societies,  spending  even  more  hours 
than  the  regular  working  time  (we  are  prac- 
ticing physicians,  too,  you  know)  become 
wearied  and  completely  baffled  by  the  un- 
founded criticism  of  our  own  brother  physi- 
cians who  aren’t  informed  on  the  subject. 
It  is  the  right  and  privilege  of  every  mem- 
ber of  the  State  Association  to  attend  com- 
mittee meetings  as  an  observer  and  partici- 
pant, and  this  would  clarify  many  things 
which  appear  puzzling  to  the  members. 

Many  hours  of  hard  work  are  spent  on 
programs  about  which  we  cannot  talk,  be- 
cause the  very  public  announcement  of  our 
activities  would  cause  the  failure  of  the 
projects  we  are  trying  to  promote  for  the 
good  of  our  patients  — and  the  physicians. 

Who  has  stopped  to  give  credit  to  the 
membei's  of  the  Medical  Service  Committee? 
The  Committee  which  helped  to  bring  into 
existence  approximately  one  hundred  state 
laws  which  were  to  the  best  interests  of  the 
people  of  our  State.  The  members  of  the 
state  legislature  are  a fine  group  of  dedicat- 
ed men,  but  few  are  physicians.  Who  do 
you  suppose  organized  the  material  of  a 
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medical  nature  for  the  legislators  to  weigh 
and  accept  or  reject?  Who  do  you  think  ap- 
peared before  the  Legislative  Committees 
and  testified  in  favor  of  medical  plans 
which  would  best  benefit  our  peoples?  Yet 
none  of  these  unsung  heroes  receive  much 
credit  for  the  long  hours  of  hard  work.  Don’t 
misunderstand  — these  men  are  not  look- 
ing for  credit  or  glory,  but  they  don’t  look 
for  the  undeserved  criticism  either. 

There  are  at  least  eight  major  programs 
in  progress  at  the  present  time,  and  the 
results  must  be  accomplished  without  fan- 
fare, because  to  broadcast  them  before  they 
are  ready  and  in  workable  form  would  in 
most  cases  defeat  the  plans.  To  speak  about 
them  next  year  is  about  like  buying  a dead 


horse,  yet  the  work  continues  and  is  prog- 
ressing satisfactorily. 

The  measure  of  our  success  is  illustrated 
by  the  fact  that  we  in  the  United  States  are 
about  the  last  bastion  against  socialized 
medicine.  Canada,  in  October  of  1969,  be- 
came almost  completely  socialized.  Do  you 
know  why?  The  Canadian  Medical  Associa- 
tion fragmented,  and  the  socialist  planners 
were  able  to  take  over  one  Province  after 
another.  If  we,  as  individuals,  become  isola- 
tionists the  same  thing  can  and  will  happen 
here.  I say  again  as  I have  said  before, 
“We  must  hang  together  or  most  assuredly 
we  will  hang  separately!” 

— J.  Whitney  Kelley,  M.D. 
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Coronary  Care  Training  of  Nurses 
In  a Community  Hospital 


ON  September  29,  1969,  a Suther- 
land Unit  for  teaching  of 
Coronary  Care  Nursing  was 
delivered  to  iMemorial  Hospital,  Sidney,  Ne- 
braska. The  Unit  was  made  available  to 
our  hospital  by  the  Nebraska-South  Dakota 
Regional  iMedical  Program  as  a part  of  a 
study  of  the  effectiveness  of  this  method 
for  teaching  coronary  care  nursing  as  op- 
posed to  the  four  week  formal  training 
programs  available  in  Lincoln  and  Omaha. 
The  Sutherland  Unit  is  an  audiovisual  pack- 
age consisting  of  9 sound  films,  30  film 
strips,  12  audio-tapes,  2 projectors,  work- 
books, training  manuals,  and  test  materials 
developed  at  the  University  of  Pennsylvania 
iMedical  Center  under  the  direction  of  Law- 
erence  E.  Meltzer,  M.D. 

The  program  at  ^Memorial  Hospital  was 
under  the  direction  of  the  author,  assisted 
by  Mrs.  R.  W.  Brown,  R.N.,  supervisor  of 
nurses,  who  doubled  as  student  and  instruc- 
tor. Because  of  budgetary  limitations,  10 
registered  nurses  were  enrolled  as  a test 
group  and  were  paid  for  participation.  Other 
nurses  (part  time  and  inactive),  LPNs,  aides, 
and  technicians  were  encouraged  to  partici- 
pate but  were  not  required  to  attend.  Sev- 
eral members  of  the  medical  staff  attended 
one  or  more  of  the  formal  sessions  but  only 
the  instructor  attended  all  sessions. 

A pretest  examination  of  100  questions 
was  given  to  all  participants  including  2 
laboratory  technicians,  1 x-ray  technician, 
2 nurse  anesthetists,  12  RNs,  and  3 LPNs, 
prior  to  the  first  formal  presentation.  The 
instructor  and  four  other  members  of  the 
medical  staff  also  took  the  pretest  examin- 
ation. Nursing  school  graduation  dates  of 
the  test  subjects  varied  from  1926  to  1966, 
wdth  three  graduating  prior  to  1950,  five 
between  1950  and  1960,  and  two  since  1960. 
Pretest  scores  in  the  test  group  of  nurses 
ranged  from  42  to  61,  and  for  other  partici- 
pants from  39  to  73.  Staff  scores  ranged 
from  69  to  88,  with  the  highest  score  re- 
corded by  a physician  who  had  just  partici- 
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pated  in  a short  course  on  coronary  care  at 
Nebraska  Methodist  Hospital.  Highest 
scores  among  participants  were  registered 
by  one  of  our  nurse  anesthetists  and  by  an 
R.N.  who  was  graduated  in  1962.  The  pre- 
test examination  covered  subjects  which 
were  quite  foreign  to  the  nurses,  particularly 
cardiac  drug  actions  and  dosages  and  their 
uses  in  coronary  patients.  The  pretest  was 
considered  quite  difficult  by  all  nursing 
participants,  but  also  quite  provocative  and 
tended  to  stimulate  the  learning  appetites 
of  most. 

The  mateiial  was  presented  each  Wednes- 
day night  for  13  sessions  of  2 hours  dura- 
tion each.  The  Sutherland  material  was  sup- 
plemented by  practice  sessions,  using  the 
monitoring  equipment  in  our  hospital,  when 
it  was  not  in  use,  and  EKG  rhythm  strips 
taken  on  current  hospital  patients  were  pre- 
sented and  discussed  at  most  of  the  sessions. 
All  discussions  were  taped,  and  were  used 
to  supplement  the  Sutherland  presentation 
at  make-up  sessions  which  were  conducted 
by  the  Nursing  Supervisor  on  Thursday 
afternoons  from  1:00  to  3:00  p.m.  for  nurses 
working  3 to  11  nursing  shift  on  Wednes- 
day, or  who  for  other  reasons  were  unable 
to  attended  the  Wednesday  session.  The 
monitoring  and  defibrillating  equipment 
used  in  demonstration  and  practice  sessions 
was  newly  purchased  so  that  these  sessions 
also  served  as  re-enforcement  of  the  in- 
service  program  on  its  use. 

It  became  quite  evident  early  in  the  pro- 
gram that  our  participants,  for  the  most 
part,  were  eager  to  learn  more  about  inten- 
sive care  of  cardiac  patients  and  their  in- 
terest seemed  to  pervade  all  portions  of 
nursing  service  and  created  a camaraderie 
not  previously  in  evidence.  The  class  pre- 
sentations were  supplemented  by  outside 
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reading  assignments  in  the  text  manual, 
“Intensive  Coronary  Care  — A Manual  for 
Nurses”  by  Meltzer,  Pinneo,  and  Kitchell, 
and  by  assignments  in  the  work  books  in 
EKG  interpretation.  Ten  questions  from  the 
pretest  were  discussed  at  the  beginning  of 
each  session  until  all  100  questions  had  been 
covered  and  quizzes  of  10  to  20  questions 
each  were  used  frequently  to  emphasize  par- 
ticular points  relative  to  the  reading  assign- 
ments or  audiovisual  materials. 

The  entire  course  was  covered  in  a period 
of  three  months  inasmuch  as  this  was  the 
time  the  Sutherland  Unit  was  available  to 
us.  The  amount  of  material  covered  was 
considerable,  and  more  was  covered  in  each 
session  than  could  be  readily  absorbed  be- 
cause of  the  limited  time;  however,  it  is  felt 
that  the  one  session  per  week  with  one  make- 
up period  was  the  most  satisfactory  sched- 
ule for  a nursing  staff  such  as  ours,  par- 
ticularly when  nearly  all  such  participants 
continued  their  regular  working  schedules 
throughout  the  duration  of  the  course. 

The  final  examination  was  a part  of  the 
Sutherland  material  and  will  be  used  as  a 
basis  for  comparing  the  performance  of 
nurses  trained  in  this  manner  without  clin- 
ical experience  in  an  active  CCU  with  those 
completing  a formal  course  with  actual 
CCU  experience.  Twenty-four  persons  took 
the  post-test.  The  scores  of  the  ten  best 
subjects  ranged  from  50  to  74,  while  those 
of  the  other  participants  ranged  from  26 
to  72.  The  high  score  of  85  was  scored  by 
the  nursing  supeiwisor  who  was  exposed  to 
all  course  material  and  discussions  two  or 
more  times.  Three  members  of  the  Medical 
Staff  took  the  post-test  with  scores  ranging 
from  68  to  94. 

The  post-test  results  were  not  considered 
a true  reflection  of  knowledge  gained  by 


the  participants,  particularly  since  the  test 
contained  an  abundance  of  questions  regard- 
ing the  use  of  transvenous  pacemakers  and 
the  administration  of  drugs  in  a CCU. 
Answers  to  questions  such  as  these  come 
much  easier  if  one  has  had  clinical  experi- 
ence in  these  areas.  Most  of  the  partici- 
pants were  disappointed  in  their  scores  on 
the  post-test  examination,  but  were  con- 
vinced that  they  had  learned  a considerable 
amount  about  coronary  care  nursing  from 
the  course.  It  is  our  intent  to  continue  our 
inservice  training  in  coronary  care  with  a 
monthly  conference  for  some  time  to  come 
in  order  to  consolidate  the  gains  in  knowl- 
edge already  realized,  and  it  is  anticipated 
that  supplemental  training  in  the  form  of 
clinical  experience  will  be  arranged  in  the 
future  through  the  Coronary  Care  Training 
Project  of  the  Nebraska-South  Dakota  Re- 
gional Medical  Program  which  was  recently 
approved  and  funded  with  an  operational 
grant. 

This  training  course  has  been  a highly  suc- 
cessful one  for  our  nursing  staff,  and  the 
use  of  the  Sutherland  system  is  recommend- 
ed to  other  hospitals  having  similar  nursing 
staffs,  i.e.  all  nurses  have  family  responsi- 
bilities as  well  as  nursing  positions  which 
make  it  virtually  impossible  for  them  to  at- 
tend three  to  six  week  formal  courses  in 
coronary  care  nursing.  The  spin-off  from 
this  course  in  the  form  of  camaraderie,  im- 
proved infusion  and  resuscitation  techniques, 
etc.  as  well  as  improved  care  of  patients  with 
myocardial  infarction  will  have  a beneficial 
impact  on  our  nursing  program  for  many 
years  to  come.  It  is  also  anticipated  that 
more  members  of  our  medical  staff  will  par- 
ticipate in  short  courses  in  coronary  care 
in  the  near  future  with  improved  care  of 
coronary  patients  resulting. 
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Newer  Concepts  of  the  Evaluation 
Of  Cardiac  Function* 


IN  dealing  with  the  diseased 
heart,  the  clinician  must  make 
two  important  judgments. 
First,  the  underlying  cause  of  the  disease 
and  associated  anatomic  defects  must  be 
determined,  and  second,  the  functional  con- 
sequences of  the  lesion  must  be  assessed. 
Although  this  latter  judgment  can  often 
be  made  by  a careful  history  and  physical 
examination,  or  by  imposing  a stress  such 
as  mild  exercise,  it  is  often  necessary  to 
make  more  precise  physiologic  measure- 
ments of  cardiac  function,  which  are  best 
obtained  during  diagnostic  cardiac  catheter- 
ization. This  article  will  briefly  discuss 
some  aspects  of  the  cardiac  evaluation  ob- 
tained during  catheterization  which  deal 
both  with  the  function  of  the  heart  as  a 
pump  and  with  the  contractile  properties 
of  the  heart  muscle  itself.  In  particular,  it 
is  necessary  to  evaluate  to  what  extent  an 
anatomically  correctable  defect  is  causing 
abnormal  loading  and  “pump”  failure  and  to 
what  degree  a depression  of  cardiac  muscle 
function  itself  has  occurred. 

The  primary  function  of  the  heart  is  to 
maintain  an  adequate  cardiac  output  appro- 
priate to  the  changing  energy  requirements 
of  the  body.  The  cardiac  output,  which  is 
determined  by  peripheral  metabolic  needs 
and  return  of  venous  blood,  is  the  product  of 
heart  rate  and  stroke  volume.  The  stroke 
volume  of  the  ventricle,  in  turn,  is  influenced 
by  three  factors:  (1)  the  preload  or  end- 
diastolic  volume,  (2)  the  afterload  or  pres- 
sure level  which  must  be  reached  in  order 
to  eject  blood  into  the  aorta,  and  (3)  the 
contractile  state  or  “vigor  of  contraction”  of 
the  heart  muscle. 

The  stroke  volume  of  the  heart  is  adjusted 
heat  to  beat  by  changes  in  preload  or  end 
diastolic  volume.  Thus  as  the  filling  pres- 
sure and  diastolic  volume  of  the  ventricle 
are  augmented,  the  stroke  volume  increases, 
while  the  fraction  of  blood  ejected  by  the 
ventricle  remains  relatively  constant.  This 
increase  in  stroke  volume  resulting  from 
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increments  in  end-diastolic  is  known  as 
Starling’s  law  of  the  heart,  and  is  a pri- 
mary mechanism  whereby  cardiac  output  is 
altered  on  a beat  to  beat  basis. 

The  second  factor  which  influences  stroke 
volume  is  the  afterload.  For  example, 
from  the  same  end  diastolic  volume,  a 
marked  increase  in  aortic  pressure  will  re- 
duce stroke  volume,  while  a decrease  in 
aortic  pressure  will  increase  stroke  volume. 
The  reduction  in  stroke  volume  in  a given 
beat  due  to  an  increased  afterload,  leaves 
blood  behind  in  the  ventricle  so  that  subse- 
quent end  diastolic  volume  will  be  larger. 
With  this  increase  in  end-diastolic  volume, 
the  stroke  volume  will  go  up  and  output  will 
be  restored. 

The  third  factor  which  influences  stroke 
volume  is  a change  in  the  contractile  state 
of  the  heart  muscle.  The  contractile  state, 
or  contractility  of  the  heart,  reflects  the 
vigor  of  contraction  and  is  characterized  by 
the  speed  and  extent  of  contraction.  Nor- 
mally the  contractility  of  the  heart  is  in- 
creased by  norepinephrine  which  is  released 
reflexly  from  sympathetic  nerve  endings 
in  the  heart  or  from  the  adrenal  glands  and 
is  carried  by  the  blood  stream  to  the  heart. 
The  increase  in  the  extent  of  muscle  short- 
ening (which  accompanies  an  increase  in 
contractility)  is  manifest  by  an  increase  in 
stroke  volume  at  the  same  end  diastolic 
volume.  Thus  the  fraction  of  blood  ejected 
from  the  ventricle  during  each  systole  is 
augmented  by  an  increase  in  the  contractile 
state  of  the  heart  muscle. 

In  disease  states,  pump  performance  and 
muscle  function  may  not  be  deranged  si- 

•Prepared  by  the  Nebraska  Heart  Association  for  this 
Jou  rnal. 

•Cardiovascular  Division,  Peter  Bent  Hrif?ham  Hospital  and 
Harvard  Medical  School,  Boston,  Massachusetts. 
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multaneously.  Thus,  in  severe  aortic  steno- 
sis, the  imposed  afterload  may  be  of  such 
a magnitude  that  pump  performance  is  im- 
paired despite  relatively  normal  muscle  func- 
tion. Similarly  in  the  presence  of  massive 
intracardiac  or  peripheral  arterio-venous 
shunting  of  blood  and  markedly  elevated 
cardiac  outputs,  congestive  failure  with  mas- 
sive fluid  accumulation  may  ensue,  although 
underlying  myocardial  function  may  be  nor- 
mal. It  is  essential  to  distinguish  failure 
due  to  abnormal  loading  of  the  heart  from 
that  resulting  from  depression  of  muscle 
function  per  se. 

The  function  of  the  heart  muscle  itself 
may  best  be  analyzed  in  terms  of  the  rela- 
tionship between  force  development  in  the 
wall  of  the  heart  and  the  velocity  of  muscle 
shortening.  This  “force-velocity”  relation 
is  the  most  fundamental  mechanical  rela- 
tionship of  heart  muscle  and  can  be  calculat- 
ed from  pressure  and  volume  measurements 
obtained  during  catheterization.  Although 
this  can  not  be  routinely  measured  at  pres- 
ent, current  experimental  studies  suggest 
that  it  may  become  an  integral  part  of  fu- 
ture diagnostic  catheterization  studies.  The 
value  of  this  approach  is  that  it  provides 
a more  precise  measurement  of  muscle  func- 
tion aside  from  overall  pump  function  of  the 
heart  which  may  be  influenced  by  valvular 
defects  or  abnormal  shunting. 

Although  a consideration  of  the  above 
factors  allows  one  to  describe  cardiac  func- 
tion as  a whole,  it  has  recently  become  clear 
that  localized  areas  of  heart  muscle  have 
altered  function,  particularly  in  patients 
with  coronary  heart  disease.  With  cine  ven- 
triculograms obtained  by  the  injection  of 
radio-opaque  dye  into  the  left  ventricle,  re- 
gional abnormalities  of  contraction  may 
be  recognized.  These  include  areas  of  the 
heart  wall  which  do  not  move  at  all  (akin- 
esis),  areas  which  contract  poorly  (hypo- 
kinesis),  and  areas  which  expand  rather 
than  contract  (dyskinesis).  In  addition  it 
is  also  clear  that  asynchrony  of  contraction 


of  the  entire  heart  may  also  influence  car- 
diac function  adversely. 

Recent  studies  have  also  demonstrated 
that  resting  measurements  of  pump  func- 
tion during  cardiac  catheterization  may  be 
essentially  normal  in  the  face  of  consider- 
able disease  of  the  myocardium.  Thus  it  be- 
comes important  to  elicit  abnormal  function 
by  stressing  the  heart.  This  is  commonly 
done  by  having  the  patient  perform  supine 
bicycle  exercise,  by  the  intravenous  admin- 
istration of  a catecholamine  such  as  Isuprel, 
or  by  increasing  the  heart  rate  with  electri- 
cal pacing.  Furthermore,  abnormal  func- 
tion may  also  be  elicited  by  increasing  the 
afterload  with  angiotensin  which  increases 
arterial  pressure  but  does  not  appreciably 
affect  the  contractile  state  of  the  heart  it- 
self. In  patients  with  coronary  artery  dis- 
ease, stress  tests  of  the  heart  have  been  par- 
ticularly useful  in  eliciting  regional  metabo- 
lic abnormalities  (lactate  production)  as  an 
indicator  of  regional  hypoxia  unassociated 
with  angina  pectoris.  Such  functional  ab- 
normalities have  correlated  well  with  the 
anatomic  demonstration  by  coronary  arteri- 
ography of  occlusion  or  stenosis  of  a major 
vessel  to  that  area  of  myocardium.  The 
value  of  measurements  made  during  stress 
testing  of  the  heart,  therefore,  is  that  ab- 
normalities may  be  induced  which  are  in- 
dicative of  limited  cardiac  reserve  even 
though  the  function  of  the  heart  as  a pump 
may  appear  normal  at  rest. 

In  summary,  therefore,  the  pump  function 
of  the  heart  can  be  measured  in  terms  of 
filling  pressure  (end  diastolic  volume)  and 
stroke  volume,  while  contraction  properties 
of  the  heart  muscle  itself  are  measured  by 
the  “force-velocity”  relation  of  the  muscle. 
Furthermore,  regional  contraction  abnorm- 
alities can  be  evaluated  by  the  use  of  cine 
studies  of  the  contracting  left  ventricle.  A 
combination  of  the  above  studies  can  provide 
valuable  information  to  the  practitioner 
which  is  of  considerable  benefit  in  both  the 
diagnosis  and  treatment  of  clinical  heart 
disease. 
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SPECIAL  ARTICLES 


Wash  ingtoNotes 


1.  Medicare 

The  Senate  Finance  Committee  approved 
a staff  report  on  medicare  and  medicaid 
which  was  critical  of  both  physicians  and 
administration  of  the  health  care  programs. 
It  included  a recommendation  for  fee  sched- 
ules for  physicians’  services. 

In  a joint  statement,  the  presidents  of  the 
American  Medical  Association  and  the  Na- 
tional Medical  Association  pledged  support 
of  their  organizations  to  the  committee’s 
efforts  to  correct  deficiencies  and  abuses 
in  the  two  programs.  However,  the  two 
spokesmen  for  organized  medicine  said  “it 
would  be  tragic  if  . . . regulations  were 
adopted  whose  effect  would  be  to  deny  a 
greatly  improved  level  of  health  care  to  the 
ghettos.’’ 

The  AiMA-NMA  statement  said  that  “we 
were  greatly  encouraged  by  the  committee’s 
comment  that  it  ‘believes  that  the  majority 
of  physicians  for  whom  information  was  re- 
quested with  respect  to  medicare  and  medi- 
caid as  presently  structured  have  dealt  fairly 
with  these  federal  programs  and  with  the 
federal  government’.’’ 

In  regard  to  abuses  and  fraud,  the  state- 
ment said : 

“Where  these  abuses  exist,  they  must  be 
rooted  out.  Both  the  AMA  and  the  NMA 
are  prepared  to  take  very  vigorous  action 
within  their  power  to  help  the  committee  and 
the  government  accomplish  this.’’ 

It  was  noted  that  the  committee  had  de- 
nied an  AMA  request  many  months  ago 
that  it  be  given  the  names  of  physicians  in- 
volved in  the  committee’s  investigation. 

“Despite  this,’’  the  statement  said,  the 
AMA  and  the  NMA  through  their  own  re- 
sources have  been  able  to  identify  a number 
of  physicians  grossing  more  than  $25,000 
in  these  programs  . . . 

“In  some  instances,  medical  societies  had 
already  taken  appropriate  action  against  in- 
dividual physicians  where  the  evidence  war- 
ranted. In  other  instances,  however,  the 


AIMA  and  the  NMA  have  found  that  many  of 
the  physicians  presumably  included  in  the 
committee’s  study  are  dedicated  physicians 
working  in  isolation  in  slum  and  rural  areas 
who  are  literally  being  ovenvhelmed  by  a 
tide  of  sick  humanity  . . . 

“We  therefore  believe  it  would  be  unfor- 
tunate if  the  committee’s  report  leads  the 
public  to  believe  that  medicare  and  medicaid 
are  riddled  with  fraud  or  that  the  number 
of  physicians  abusing  the  programs  is  large. 
Such  is  not  the  case  . . .’’ 

The  report  said  that  incomplete  and  par- 
tial listings  indicated  4,300  individual  prac- 
titioners plus  an  additional  900  physician 
groups  each  received  at  least  $25,000  from 
medicare  in  1968,  including  68  who  received 
$100,000  or  more.  The  report  also  included 
a long  list  of  physicians  by  state  receiving 
$25,000  or  more  from  medicaid  in  1968. 
None  was  named ; listings  were  by  code  num- 
bers. 

“Hundreds  of  the  payments  profiles  indi- 
cate that  the  physicians  involved  might  be 
abusing  the  program,”  the  report  said. 
“For  example,  we  found  many  general  prac- 
titioners each  paid  $15,000,  $20,000,  or  more 
for  laboratory  services.  We  found  large 
payments  being  made  for  what  appear  to  be 
inordinate  numbers  of  injections.  In  many 
cases  we  found  what  is  apparentlj^  over- 
visiting and  gang-visiting  of  patients  in  hos- 
pitals and  nursing  homes. 

The  staff  believes  that  the  majority  of 
physicians  on  whom  information  was  gath- 
ered provided  medically  necessary  seiwices 
for  which  they  were  entitled  to  charge  and 
be  reimbursed.  On  the  other  hand,  medi- 
care’s payments  structure  did  little  to  dis- 
courage — in  fact,  it  encouraged  — high 
fees,  and  thus  may  well  have  contributed 
to  the  very  substantial  payment  totals  to 
those  same  physicians.” 

Recently,  the  Social  Security  Administra- 
tion reported  that  about  2,500  cases  had  been 
investigated  for  fraud  or  abuse  during  the 
first  three  and  one-half  years  of  medicare. 
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It  was  emphasized  that  this  was  only  a 
minuscule  fraction  of  total  medicare  trans- 
actions. Social  Security  Commissioner  Rob- 
ert M.  Ball  said: 

“Medicare  pays  about  30  million  doctors’ 
bills  and  12  million  bills  from  institutional 
providers  of  services  each  year.  It  is  clear 
from  our  investigations  that  the  number  of 
attempts  at  fraud  or  abuse  is  relatively  very 
small.” 

About  half  of  the  cases  investigated,  he 
said,  resulted  from  clerical  errors,  misunder- 
standings or  honest  mistakes  by  physicians 
and  health  services.  To  Jan.  20,  1970,  the 
SSA  had  referred  the  cases  of  13  individuals 
and  organizations  to  the  Justice  Department 
with  recommendations  for  criminal  prosecu- 
tion for  fraud.  Two  physicians  have  been 
convicted  in  U.S.  district  courts  and  indict- 
ments have  been  returned  against  another 
five  physicians  and  one  non-physician.  An- 
other five  cases  had  been  referred  with  rec- 
ommendations that  civil  proceedings  be 
started  for  the  return  of  illegally  collected 
funds.  Early  this  year,  social  security  in- 
vestigators also  were  preparing  an  addition- 
al 35  possible  fraud  cases  for  referral  to 
the  Justice  Department. 

The  most  common  types  of  alleged  viola- 
tions reported  include  physicians  and  pro- 
viders billing  for  services  not  rendered,  ex- 
cessive charges,  alteration  of  bills,  duplicate 
billing,  misrepresentation  of  types  of  serv- 
ices or  dates  of  services,  unreported  dis- 
counts, or  kickbacks,  and  employee  em- 
bezzlement, medicare  officials  said. 

The  report’s  recommendations  were 
aimed  at  providing  “bases  for  remedying 
the  serious,  costly,  and  pervasive  problems” 
of  the  two  programs  and  make  them  “work 
more  efficiently  and  economically.”  How- 
ever, it  was  conceded  that  physicians  con- 
stitute the  cardinal  factor. 

“The  key  to  making  the  present  system 
workable  and  acceptable  is  the  physician  and 
his  medical  society,”  the  committee  staff 
said.  “We  are  persuaded  that  at  this  point 
in  time  neither  the  government  nor  its 
agents  have  the  capacity  to  effectively 
audit  medical  practice  to  assure  that  a given 


physician  functions  responsibly  in  dealing 
with  the  publicly  financed  programs. 

“While  there  is  growing  awareness  among 
many  physicians  of  the  need  for  the  pro- 
fession to  effectively  police  and  discipline 
itself,  performance  has  been  spotty  and 
isolated  so  far.  Prompt  action  is  necessary 
by  organized  medicine  (and  other  health 
professions)  to  do  what  is  required  with 
respect  to  monitoring  care  provided  and 
charges  made  for  the  care  . . . 

“However,  procedures  which  involve  peer 
review  should  not  be  undertaken  without 
precise  spelling  out  and  assurances  that 
such  review  will  be  comprehensive  and  ef- 
fective — not  paper  and  token.” 

Report  recommendations : 

— Fee  schedules  for  physicians’  services. 

■ — Generic  prescribing  of  drugs. 

— “Curb  overutilization  by  requiring  pri- 
or professional  approval  of  elective  pro- 
cedures and  expensive  courses  of  treat- 
ment. 

— Require  the  patient  to  name  a “primary 
physician”  to  end  “costly  ‘doctor  shop- 
ping’.” 

— Require  states  to  provide  medicaid  re- 
cipients with  statements  outlining  pay- 
ments made  in  their  behalf. 

— Modify  present  law  “to  make  prac- 
ticable reasonable  cost  - sharing  pay- 
ments by  the  medically  indigent.” 

— Prohibit  independent  collection  and  dis- 
count agencies  from  collecting  medicaid 
or  medicare  due  bills  that  providers 
have  sold  to  them. 

— Improve  federal  administration,  and 
establish  cooperative  arrangements  with 
and  between  states. 

— Establish  a medicaid  fraud  and  abuse 
unit  in  HEW,  and  require  states  to 
establish  similar  units. 

— Combine  the  medicare  and  medicaid  ad- 
visory councils. 
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2.  Medicaid 

The  American  Medical  Association  urged 
changes  in  proposed  federal  regulations  con- 
cerning fraud  under  the  medicaid  program. 

“While  we  do  not  condone  in  any  way 
any  fraudulent  conduct  of  physicians  in  Title 
XIX  (medicaid)  or  in  any  professional  ac- 
tivity, we  do  believe  that  physicians  will 
consider  the  new  requirements  an  unwar- 
ranted affront  to  their  integrity  in  their  par- 
ticipation in  the  progi’am,”  Dr.  Ernest  B. 
Howard,  executive  vice  president  of  the 
AIMA,  said  in  a letter  to  John  D.  Twiname, 
acting  administrator  of  the  medicaid  pro- 
gram. 

One  of  the  proposed  regulations  would  re- 
quire physicians  to  sign  form  statements 
certifying  that  their  claims  were  correct  and 
that  they  understood  fraud  could  subject 
them  to  prosecution. 

These  statements.  Dr.  Howard  said,  would 
serve  no  useful  purpose  because  physicians 
already  know  that  false  claims  could  lead  to 
prosecution.  On  the  other  hand,  the  regu- 
lation would  be  “regarded  as  offensive  by 
manj’  physicians  since  it  obviously  impugns 
their  integrity,”  the  AMA  letter  said. 

The  other  proposed  regulation  would  re- 
quire state  agencies  to  promptly  report  sus- 
pected cases  of  fraud. 

“It  is  obvious  that  serious  prejudice  may 
result  to  a physician  where  the  suspicion  of 
fraud  is  publicized,”  the  AMA  said.  “Even 
when  the  fraud  is  not  later  established,  ir- 
reparable harm  to  the  reputation  of  the 
physician  will  still  have  resulted  . . . We 
believe  it  will  be  better  procedure  not  to 
report  each,  suspected  case,  but  to  include 
in  the  report  only  those  situations  where 
the  case  has  been  concluded  and  fraud  has 
been  established.” 


3.  The  budget 

The  N^ixon  Administration  submitted  a 
fiscal  1971  budget  calling  for  federal  ex- 
penditures of  S20.6  billion  from  general 
revenues  for  health  purposes,  an  increase 
of  $1.8  billion  over  current  spending  levels. 
Medicaid  and  medicare  Part  B (physicians’ 
services)  accounted  for  much  of  the  increase. 


The  overall  medicare  budget,  including 
Part  A (hospitalization),  increased  by  $1.2 
billion  to  $8.8  billion.  Estimated  medicaid 
costs  to  the  federal  government  rose  from 
$2.6  billion  to  $3.1  billion.  However,  the 
Administration  hopes  to  cut  the  medicaid 
budget  by  $235  million  by  getting  Con- 
gress to  approve  elimination  of  federal  aid 
for  extended  cai'e  in  mental  institutions  and 
nursing  homes. 

The  budget  for  the  current  1970  fiscal 
year,  ending  next  June  30,  still  had  not  been 
approved  when  the  new  budget  was  submit- 
ted. Congress  upheld  President  Nixon’s 
veto  of  the  appropriations  for  the  depart- 
ments of  labor  and  of  health,  education  and 
welfare  on  the  ground  that  it  was  inflation- 
ary. The  main  funds  at  issue  were  educa- 
tional aid  for  the  federally  impacted  areas. 
The  Administration  and  Congressional  lead- 
ers negotiated  a compromise. 

In  the  1971  budget,  the  lid  was  kept  on 
health  research  spending  by  holding  the 
overall  increase  in  funds  requested  for  the 
X'ational  Institutes  of  Health  to  $48  million. 
Some  of  the  institutes’  programs  were  cut 
and  others  given  only  small  increases.  Can- 
cer research  was  allotted  the  largest  in- 
crease, $28  million,  pushing  the  1971  budget 
for  the  program  to  $202.3  million.  Heart 
research  and  child  health  research  were 
increased  by  $17  million  each. 

Increases  totaling  $15.4  million  were  asked 
for  alcoholism  and  drug  addiction  programs. 

The  Food  and  Drug  Administration  budget 
was  upped  by  10  per  cent,  from  $81.3  million 
to  $89.5  million.  Of  this  hike,  nearly  $2 
million  would  be  used  to  check  safety  of  food 
additives  and  $2.2  million  for  research  on 
cancer  and  birth  defects  in  animals  exposed 
to  pesticides. 

A boost  of  $12.4  million,  to  $57.4  million, 
was  requested  for  health  services  research 
and  development  projects  “directed  primar- 
ily at  containing  the  rate  of  increase  of 
medical  care  costs  and  improving  the  avail- 
ability and  utilization  of  health  care  espe- 
cially for  low  income  groups.”  The  federal 
programs  in  this  field  include;  the  develop- 
ment of  alternatives  to  long-term  stays  in 
hospitals;  experiments  with  private  insur- 
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ance  firms  to  develop  additional  policies  to 
encourage  out-of-hospital  care;  experiments 
with  comprehensive  prepayment  plans;  im- 
provement of  municipal  hospital  systems, 
and  development  of  new  types  of  health 
service  manpower. 

An  increase  of  $25  million,  to  $320  mil- 
lion, was  requested  for  health  professions 
education  and  manpower  training  programs. 

4.  The  pill 

The  pros  and  cons,  with  emphasis  on  the 
cons,  of  bii'th  control  pills  were  aired  at  a 
Senate  subcommittee  hearing. 

Most  of  the  physician  witnesses  at  four 
days  of  hearings  by  the  Senate  Antimonopoly 
Subcommittee  testified  that  not  enough  at- 
tention had  been  paid  to  side  effects.  They 
urged  that  both  physicians  and  drug  com- 
panies be  more  diligent  in  calling  patients’ 
attention  to  the  possible  dangers  in  taking 
oral  contraceptives. 

Some  of  the  witnesses  expressed  strong 
concern  or  alarm  as  to  side  effects.  Others 
defended  the  oral  contraceptives. 

Developments  related  to  the  hearings  in- 
cluded : 

— The  Food  and  Drug  Administration  re- 
vived its  birth  control  advisory  com- 
mittee which  last  fall  concluded  that  the 
benefits  of  oral  contraceptives  out- 
weighed the  possible  dangers  so  heavily 
that  they  could  be  evaluated  as  “safe.” 
Dr.  Roy  Hertz,  New  York,  N.Y.,  a criti- 
cal witness  before  the  subcommitte,  was 
named  temporary  chairman. 

— In  advising  physicians  about  the  new 
labeling,  the  new  FDA  commissioner. 
Dr.  Charles  C.  Edwards,  urged  that  pa- 
tients be  given  full  information  about 
potential  adverse  effects. 

— The  American  College  of  Obstetricians 
and  Gynecologists  said  it  “deplored  in- 
accurate or  sensational  reports  concern- 
ing the  scientific  data  on  these  drugs.” 
The  pills  were  termed  “accepted  thera- 
peutic methods.” 

— Dr.  E.  B.  Howard,  executive  vice  presi- 
dent of  AMA,  in  a televised  interview. 


urged  American  women  to  be  calm  in 
the  face  of  the  wide  publicity  about  the 
side  effects  and  follow  the  orders  of 
their  physicians. 

— The  AMA’s  Council  on  Drugs  said : 
“Oral  contraceptives  should  continue 
to  be  prescribed  by  physicians  for  pa- 
tients who  require  this  type  of  contra- 
ception. However,  we  urge  that  pa- 
tients be  advised  that  there  are  certain 
risks  involved  — the  slight  risk  of  vas- 
cular damage  and  the  theoretical  risk 
of  carcinoma.” 


Risk  of  Infection  With  Intravenous  Indwell- 
ing Catheters:  Effect  of  Application  of  An- 
tibiotic Ointment  — S.  H.  Zinner  et  al 
(Harvard  Medical  School,  Boston).  J In- 
fect Dis  120:616-619  (Nov)  1969. 

Although  the  intravenous  catheter  is  a 
useful  clinical  device,  it  has  risks.  Neomy- 
cin-polymyxin B-bacitracin  ointment  ap- 
plied every  other  day  does  not  significantly 
reduce  the  overall  rate  of  colonization  of  the 
catheter  but  may  offer  some  degree  of  pro- 
tection against  certain  organisms,  especially 
Staphylococcus  aureus  and  the  common 
gram-negative  rods.  Early  removal  is  prob- 
ably the  most  important  factor  in  reducing 
the  risk  of  infection  with  these  devices. 

Psychological  Characteristics  of  Psoriatrics 
— L.  A.  Goldsmith  (Massachusetts  General 
Hosp,  Boston).  Arch  Derm  100:674-676 
(Dec)  1969. 

Thirteen  patients  hospitalized  for  treat- 
ment of  chronic  psoriasis  were  studied  with 
objective  psychometric  tests,  including  the 
Minnesota  Multiphase  Personality  Inter- 
view (MMPI)  and  a psychiatric  interview. 
A matched  control  group  of  patients  hos- 
pitalized for  treatment  of  other  chronic  der- 
matoses was  similarly  studied.  The  psori- 
atics  had  statistically  significant  (P< 0.025) 
higher  scores  on  the  MMPI.  Denial  of  ill- 
ness was  a prominent  feature  of  the  person- 
ality of  the  psoriatics.  This  personality 
trait  may  result  in  treatment  failures  when 
using  regimens  requiring  a high  degree  of 
patient  cooperation. 
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Respiratory  Diseases 


TUBERCULOUS  PERITONITIS 

Percutaneous  biopsy  of  the  peritoneum 
was  a simple  and  quick  method  of  diag- 
nosing tuberculous  peritonitis  in  forty- 
seven  patients.  The  condition  was  suc- 
cessfully treated  with  antituberculosis 
drugs.  Addition  of  a steroid  improved 
long-term  results. 

Forty-seven  patients  with  tuberculous  peritoni- 
tis were  followed  for  periods  ranging  from  two 
to  almost  six  years.  The  purpose  was  to  ascer- 
tain how  frequently  such  patients  have  tuberculous 
foci  in  the  lung,  intestine,  or  fallopian  tube. 

It  was  also  intended  to  test  the  usefulness  of 
histologic  techniques  for  the  diagnosis  of  peri- 
toneal tuberculosis,  and  to  find  out  whether  the 
involvement  of  other  serous  membranes  such  as 
the  pleura  and  pericardium  occurred  often  in  tuber- 
culous peritonitis.  Effectiveness  of  antituberculosis 
di’ugs  and  the  role  of  adrenocorticosteroids  in  the 
treatment  of  this  condition  were  also  evaluated. 

Of  the  47  patients,  20  were  men  and  27  were 
women.  All  had  been  admitted  to  a medical  ward 
of  the  Irwin  Hospital  in  New  Delhi,  India,  between 
1968  and  1966. 

In  each  case  diagnosis  was  based  on  the  find- 
ing of  a caseating  granuloma  in  a biopsy  speci- 
men of  the  peritoneum.  Other  studies  included 
x-ray  examination  of  the  chest,  tuberculin  skin 
tests,  and,  in  the  case  of  the  women,  salpingo- 
grams. 

All  patients  had  fever  and  ascites.  Other  clin- 
ical manifestations  included  abdominal  pain,  often 
only  vaguely  described  and  vaguely  localized; 
night  sweats,  anorexia,  and  weight  loss.  Before 
admission  symptoms  had  been  present  for  from 
two  weeks  to  seven  months.  The  average  was  three 
months.  Total  white-cell  count  in  the  peripheral 
blood  was  within  normal  range  in  86  per  cent  of  the 
patients  and  mildly  elevated  in  the  remaining  14 
per  cent.  Hemoglobin  values  were  between  10.0  and 
18.0  gm  per  100  ml. 

None  of  the  patients  had  ascitic  fluid  protein  con- 
tent below  3.0  gm  per  100  ml.  The  highest  value 
was  7.5  gm  per  100  ml.  Pleocytosis  in  ascitic  fluid 
ranged  between  150  and  2800  leukocytes  per  cubic 
millimeter.  Lymphocytes  accounted  for  75  to  96 
per  cent  of  the  total  cell  count.  The  tuberculin  test 
was  positive  to  first  strength  PPD  in  all  cases. 

LUNG  FOCUS  RARE 

Only  three  of  the  patients  showed  a focus  of  in- 
fection in  the  lung  on  x-ray  film.  Barium  studies 
to  detect  intestinal  tuberculosis  showed  increased 
intestinal  motility  and  dilatation  of  segments  of 
small  bowel  in  24  (51  per  cent)  patients,  but  in 
no  patient  was  an  intrinsic  intestinal  lesion  de- 
tected. Intravenous  pyelography  did  not  reveal 
renal  abnormality  in  any  of  the  patients,  and 
salpingography  in  the  women  gave  no  evidence 
of  a lesion  in  the  fallopian  tubes.  On  direct  smear 
examination  of  ascitic  fluid,  acid-fast  bacilli  were 


found  only  once.  Cultures,  however,  were  positive 
in  39  cases. 

Because  of  the  time  necessary  to  culture  the 
bacilli,  an  evaluation  of  various  techniques  for  his- 
tologic diagnosis  was  made. 

BIOPSY  PROCEDURE 

Percutaneous  liver  biopsy  was  not  found  to  be 
helpful.  Percutaneous  biopsy  of  the  peritoneum, 
with  the  use  of  an  Abrams  needle  first  and  a Cope 
needle  later  in  the  study,  was  tried  in  all  47  pa- 
tients. A caseating  granuloma  in  the  biopsy  speci- 
men was  demonstrated  in  30  (64  per  cent)  of  the 
patients.  In  the  remaining  17  patients,  peritoneo- 
scopy was  carried  out.  With  the  addition  of  this 
procedure,  the  success  of  histologic  diagnosis  rose 
to  85  per  cent.  In  the  remaining  7 patients,  lapa- 
rotomy was  necessary  to  obtain  histologic  diagnosis. 
At  laparotomy,  the  peritoneum  was  found  to  be 
studded  with  tubercles.  There  was  thick  exudate, 
and  loops  of  bowel  were  often  badly  matted  together. 

On  x-ray  examination,  15  patients  were  found 
to  have  pleural  effusion  in  small  amounts.  A di- 
agnosis of  “cryptic  pericarditis”  was  made  in  six 
patients  on  the  basis  of  electrocardiographic  find- 
ings even  though  none  had  chest  pain,  pericardial 
friction  rub,  or  radiologically  enlarged  hearts. 

Antituberculosis  drugs  were  administered  to  all 
patients.  Streptomycin  and  isoniazide  were  first 
given.  After  three  months,  PAS  was  substituted 
for  streptomycin.  In  all,  the  antituberculosis  drugs 
were  given  for  18  months.  Altemate  patients  also 
received  prednisone,  which  was  gradually  tapered 
off  during  the  fourth  month  and  discontinued  at 
the  end  of  that  month. 

The  antituberculosis  therapy  was  highly  effec- 
tive. No  deaths  occurred  in  the  patients  treated. 
However,  intestinal  obstruction  developed  a year 
and  a half  or  more  later  in  three  of  the  24  pa- 
tients who  did  not  receive  the  steroid,  and  surgery 
was  necessary.  This  complication  was  not  seen  in 
the  patients  who  had  steroids. 

One  of  three  patients  with  “cryptic”  pericarditis 
who  did  not  receive  the  steroid  had  frank  manifesta- 
tion of  constrictive  pericarditis  and  had  to  under- 
go surgery  two  and  a half  years  later.  None  of 
three  patients  in  the  steroid-treated  “cryptic” 
group  had  constrictive  pericarditis.  Thus,  in  four 
of  the  24  patients  treated  without  steroids,  late  fi- 
brotic  complications  of  tuberculosis  developed. 

The  study  shows  that  parenchymal  pulmonary 
foci  are  uncommon  in  patients  with  tuberculous 
peritonitis,  the  rate  in  this  series  being  only  6 per 
cent.  It  therefore  seems  unreasonable  to  attribute 
tuberculous  peritonitis  to  a hematogenous  spread 
from  a concomitant  pulmonary  focus  in  the  vast 
majority  of  such  patients. 

LATENT  TUBERCULOUS  FOCUS? 

The  evidence  strongly  favors  the  hypothesis  of 
C.  M.  Nice,  Jr.,  that  tuberculous  peritonitis  is  due 
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to  the  activation  of  a long  latent  tuberculous  focus 
in  the  peritoneum,  perhaps  established  years  pre- 
viously as  a result  of  hematogenous  spread  from  a 
primary  focus  in  the  lung.  Healing  of  the  pulmon- 
ary focus  was  so  complete  that  no  x-ray  evidence 
of  a lung  lesion  was  apparent. 

In  the  present  series,  pei’cutaneous  biopsy  of  the 
peritoneum  was  a useful  method  of  arriving  at 
a quick  diagnosis.  The  success  rate  was  high. 
However,  the  possibility  of  bleeding  and  bowel 
perforation  must  be  kept  in  mind,  and  the  biopsy 
should  be  performed  only  on  patients  with  ascites. 
Patients  should  be  followed  closely  for  48  hours 


after  the  procedure.  If  a patient’s  condition  be- 
comes worse,  a diagnostic  paracentesis  must  be 
performed  rapidly  to  ascertain  whether  complica- 
tions have  developed. 

The  fact  that  no  deaths  occurred  in  the  present 
series  shows  how  effective  antituberculosis  drugs 
are  in  treating  the  condition.  The  study  also 
points  to  the  desirability  of  adding  steroids  to  the 
antituberculosis  di-ug  regimen  in  treating  tuber- 
culous peritonitis. 

— Madan,  M.  Singh.  M.D.  ; Amar  N.  Brargave.  M.D.  : and 
Kranti  P.  Jain.  M.D.  The  New  England  Journal  of  Medicine, 
November  13.  1969  {Vol.  281,  No.  20). 


While  Making  Rounds 


Quote  Unquote. 

“The  great  human  advances  have  not  been 
brought  about  by  mediocre  men  and 
women.” 

Hoover 

“A  strong  body  makes  the  mind  strong.” 
Jefferson 

“The  disease  is  often  made  worse  by  the 
remedy.” 

Gracian 

Words  We  Can  Do  Without. 

Somatization 

Personalization 

Juncture 

Our  Own  Monthly  Statistical  Report. 

Britain’s  National  Health  Service  patients 
wait  an  average  of  22  weeks  for  a ton- 
sillectomy. 

Anniversaiy  Time. 

March  30,  1842. 

Crawfor  Long  is  said  to  have  used  ether 
for  anesthesia. 

Q & A. 

Q:  “May  I ask  you  a question?” 

A:  “You  just  did.” 

Strange  Disease  Of  The  Month. 

Whistling  face  syndrome. 

Anatomy  We  Found  Interesting. 

The  zone  of  Zinn. 


Who? 

Who  coined  the  word  “hypnotism?” 

Braid. 

Curiosity  Corner. 

After  trying  and  trying: 

“The  veins  are  better  on  the  other  side.” 

Why? 

Why  do  we  call  cranial  bones  “tables?” 

Lines  To  Practice  By. 

“Old  age  is  a disease  which  we  cannot 
cure.” 

Seneca 


“Medical  scientists  are  nice  people,  but  you 
should  not  let  them  treat  you.” 

Bier 


— F.C. 


Hearing  Acuity  and  Exposure  to  Patrol  Air- 
craft Noise  — W.  R.  Pierson  and  C.  I.  Bar- 
ron (Lockheed-California  Co,  Burbank, 
Calif.)  Aerospace  Med  40:1099  - 1101 
(Oct)  1969. 

The  audiograms  of  aviators  with  long- 
time exposures  to  high-intensity,  low-fre- 
quency noise  of  maritime  patrol  aircraft  were 
compared  with  those  of  persons  not  having 
been  so  exposed.  The  results  of  the  clinical 
and  statistical  evaluations  indicated  no 
permanent  effects  on  hearing  which  might 
have  been  attributed  to  patrol  aircraft 
noise. 
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Medicinews 


AMA  appoints  Dr.  Ellis 

Dr.  Effie  0.  Ellis,  nationally  known  for 
her  work  with  the  health  and  nutritional 
problems  of  the  poor,  joined  the  American 
Medical  Association  February  1,  1970  in  an 
important  new  post. 

According  to  E.  B.  Howard,  M.D.,  AMA 
Executive  Vice  President,  Dr.  Ellis  reported 
directly  to  him  as  Special  Assistant  for 
Health  Services.  The  position  is  newly- 
created. 

Dr.  Ellis,  of  Columbus,  Ohio,  served  as 
the  Director  of  Maternal  and  Child  Health 
for  the  Ohio  State  Department  of  Health. 

Commenting  on  the  appointment.  Dr.  How- 
ard said,  “The  AMA  is  extremely  fortunate 
to  have  persuaded  Dr.  Ellis  to  accept  this 
important  new  post.  The  insight  that  she 
will  bring  to  the  activities  of  the  AMA’s 
Committee  on  Health  Care  of  the  Poor,  as 
well  as  in  many  other  areas  of  concern,  will 
be  of  vital  importance.” 

Dr.  Howard  said  Dr.  Ellis’  selection  for 
the  full-time  position  had  been  approved 
by  the  AMA  Board  of  Trustees. 

“The  AMA  has  a commitment  to  do 
everything  in  its  power  to  meet  the  health 
care  needs  of  every  American,”  Dr.  Howard 
said.  “Dr.  Ellis  will  bring  to  us  a wealth 
of  knowledge  and  experience  about  the  spe- 
cial needs  of  the  disadvantaged.” 

Dr.  Ellis  has  served  the  Federal  govern- 
ment in  a number  of  capacities,  most  re- 
cently as  chairman  of  a panel  group  at  the 
1969  White  House  Conference  on  Food  and 
Nutrition.  She  has  also  served  in  the  De- 
partment of  Health,  Education  and  Welfare 
as  its  first  Regional  Commissioner  for  Social 
and  Rehabilitation  Service,  and  Regional 
IMedical  Director  of  HEW’s  Children’s  Bu- 
reau, both  in  Midwest  Region  Five. 

Earlier,  Dr.  Ellis,  a native  of  Georgia, 
served  the  Ohio  Health  Department  as  a 
pediatrics  consultant. 

For  more  than  eight  years.  Dr.  Ellis  was 
Director  of  Medical  Education  and  house  pe- 


diatiician  at  Provident  Hospital,  in  down- 
town Baltimore,  Md.  It  was  here.  Dr.  Ellis 
said,  that  she  first  became  familiar  with 
the  specialized  health  care  needs  of  the  poor. 

She  also  serves  on  state  advisory  commit- 
tees for  crippled  children  and  school  health, 
and  is  active  in  the  Association  for  Ma- 
ternal and  Child  Health.  Family  planning  is 
one  of  her  major  concerns. 

A graduate  of  Atlanta’s  Spelman  College, 
Dr.  Ellis  has  a master’s  degree  in  biology 
from  Atlanta  University.  She  is  a gi’aduate 
of  the  University  of  Illinois  Medical  School 
and  served  her  internship  there  at  Univer- 
sity Hospital.  She  also  served  a pediatrics 
residency  at  Massachusetts  General  Hospital 
and  did  additional  pediatrics  work  at  Johns 
Hopkins  University  Medical  School. 


Fire  safety  materials  conference 

Nonflammable  and  fire-resistant  materials 
developed  as  part  of  the  nation’s  space  pro- 
gram will  be  reviewed  for  industry  and  gov- 
ernment agencies  by  the  National  Aeronau- 
tics and  Space  Administration  at  a safety 
conference  to  be  held  early  in  May  at 
NASA’s  Manned  Spacecraft  Center,  Houston. 

Many  of  these  materials  are  the  products 
of  technologies  that  resulted  from  NASA- 
sponsored  research  to  reduce  fire  hazards  in 
the  Apollo  spacecraft  following  the  launch 
pad  fire  in  which  three  astronauts  died  in 
January  1967. 

During  the  two  day  conference  NASA  en- 
gineers and  fire  safety  experts  will  describe 
the  use  of  such  materials  as  nonflammable 
paper  and  paper  laminates,  glass  fiber  Beta 
fabric,  flame  resistant  Velcro,  and  fire- 
proof and  fire  resistant  synthetics  such  as 
ATton,  Fluorel,  Teflon,  Nomex,  Kapton,  FBI 
and  others. 

One  of  them,  Fluorel,  can  be  fireproofed 
against  temperatures  up  to  2,000  degrees 
Fahrenheit  in  pure  oxygen.  It  can  be 
foamed,  molded,  or  extruded  into  structural 
shapes  or  can  be  painted  or  sprayed  on  paper, 
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fabrics,  wood,  flooring,  and  other  materials 
to  fireproof  them. 


The  child  in  the  automobile 

If  more  children  had  been  required  to  use 
properly-designed  restraining  devices  (bas- 
sinets, safety  harnesses,  lap  belts,  etc.), 
many  of  the  5,900  children  under  15  years 
of  age  who  died  in  motor  vehicle  accidents 
in  1969  would  have  lived.  (This  figure  in- 
cludes all  motor  vehicle  accidents  including 
both  child  passengers  and  pedestrians). 

Frederic  D.  Burg,  M.D.,  John  M.  Douglass, 
M.D.,  Eugene  Diamond,  M.D.,  and  Arnold  W. 
Siegel,  M.B.A.,  writing  in  the  January  issue 
of  Pediatrics,  the  official  journal  of  the 
American  Academy  of  Pediatrics,  have 
called  on  physicians  to  recognize  the  im- 
portance of  restraining  devices  that  “afford 
the  highest  degree  of  dynamic  protection,” 
for  children.  The  authors  also  urge  physi- 
cians to  know  which  restraining  device  to 
provide  for  children,  and  what  kind  of  de- 
vices to  recommend  for  children  according 
to  their  particular  weight  and  size. 

“A  properly-designed  restraining  system 
reduces  both  morbidity  and  mortality  by  re- 
ducing the  impact  force  of  body  contact  with 
vehicle  structure,”  the  authors  emphasize. 

“It  places  the  child  in  an  attitude  that 
provides  maximum  protection  at  impact,  and 
removes  the  hazard  of  the  child’s  interfer- 
ing with  the  driver  by  distracting  behavior.” 

The  authors  stress  in  their  paper  entitled : 
“Automotive  Restraint  Devices  for  the  Pedi- 
atric Patient,”  that  manufacturers  must  con- 
sider the  weight,  height,  center  of  gravity, 
buttocks-knee  length,  and  body  composition 
of  the  child  when  designing  automotive  re- 
straining systems. 

“A  device  should  be  constructed  with  re- 
gard to  all  these  factors,  so  as  to  prevent 
ejection  of  the  child  and  provide  a long, 
smooth  period  of  deceleration  during  collision 
or  sudden  braking,”  they  pointed  out. 

The  following  restraining  devices  are  rec- 
ommended for  children  according  to  their 
specific  weight  categories: 


— Children  from  birth  to  12  pounds  should 
be  transported  in  a rear-seat  bassinet 
or  car  bed  held  in  place  by  front  and 
rear-seat  safety  belts.  The  bassinet 
should  be  parallel  to  the  long  axis  of  the 
car,  with  the  infant  in  a feet-forward 
position.  A properly-constructed  infant 
carrier  may  be  used  in  the  front  seat 
of  a car  for  children  in  this  weight  cate- 
gory in  lieu  of  a rear-seat  bassinet. 

— Children  from  12  to  24  pounds  should 
be  placed  in  a properly-constructed  rear- 
seat  safety  harness  or  toddler  seat. 

— Children  from  25  to  50  pounds  should 
be  placed  in  a good  safety  child-seat. 
At  present,  the  shield-type  seat  design 
affords  superior  protection,  though  it 
has  the  major  psychological  disadvan- 
tage of  limiting  the  child’s  field  of  vi- 
sion. 

— Children  weighing  more  than  50  pounds 
should  use  the  adult  lap  belt  and,  when 
their  height  exceeds  55  inches,  the 
adult  shoulder  harness  should  also  be 
used. 

M & M 

New  regulations  to  make  sure  that  Medi- 
care and  Medicaid  do  not  recognize  inflated 
values  of  profit-making  health  facilities  in 
paying  costs  of  medical  care  for  the  aged 
were  recently  announced  by  Robert  M.  Ball, 
Commissioner  of  Social  Security. 

“This  is  part  of  the  continuing  effort  to 
eliminate  all  possible  fiscal  loopholes  — po- 
tential as  well  as  existing  — in  the  operation 
of  these  problems,”  Commissioner  Ball  said. 

The  regulations  deal  with  both  the  valua- 
tion of  depreciable  assets  and  the  rate  of  de- 
preciation the  Federal  Government  will  rec- 
ognize in  reimbursing  proprietors  for  the 
costs  of  health  care  under  Medicare  and 
Medicaid. 

One  change  would  require  that  the  own- 
er value  his  depreciable  properties  at  the 
lowest  of  three  figures:  actual  cost,  fair 
market  value  or  replacement  cost  adjusted 
for  depreciation. 

The  other  would  forbid  the  use  of  acceler- 
ated depreciation  in  the  case  of  all  new  oper- 
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ators  — and  of  new  assets  brought  into  the 
^ledicare  progi'am  by  existing  providers  of 
services. 

There  have  not.  as  yet.  been  major  abuses 
in  these  areas,  ]\Ir.  Ball  emphasized.  “Al- 
though we  have  made  eveiy  effort  under 
present  regulations  to  insure  that  valuations 
of  depreciable  assets  on  fair  market  value 
are  just  that  — not  the  result  of  a sale  at 
an  inflated  price,”  Commissioner  Ball  said, 
“the  changes  will  enable  us  to  impose  even 
firmer  controls.” 

Under  existing  regulations,  the  operator 
is  allowed  to  calculate  his  depreciation  at 
accelerated  rates.  That  is,  he  can  charge 
off  higher  costs  in  the  early  years  and  lower 
ones  in  the  later.  Over  the  long  run  these 
balance  out  and  the  cost  to  the  government 
in  reimbursement  is  not  gi'eater.  But  if  a 
facility  using  accelerated  depreciation  is 
sold  in  the  early  years,  the  government  can 
require  an  adjustment  in  the  higher  costs 
it  has  paid  for  this  period. 

Nevertheless,  increasing  and  widespread 
speculative  activity  in  these  properties 
poses  a future  threat  that  overall  fair  mar- 
ket value  may  become  inflated.  Using  actual 
replacement  costs  (less  depreciation)  as  a 
ceiling  on  valuation  should  insure  that  this 
threat  does  not  materialize  and  adversely 
affect  government  reimbursement.  Commis- 
sioner Ball  emphasized.  He  gave  this  hypo- 
thetical illustration  of  the  situation  the  new 
regulations  are  designed  to  prevent. 

A nursing  home  operator  has  S700,000  in- 
vested in  buildings  and  equipment  and  an- 
other $50,000  in  land.  On  the  $700,000  of 
depreciable  property,  he  is  now  allowed  to 
take  accelerated  depreciation  and  include 
this  in  his  costs.  Fifteen  percent  of  his  beds 
are  occupied  by  ^Medicare  patients.  A cor- 
responding share  of  his  depreciation  is  al- 
lowed in  the  base  for  the  cost  settlement 
^ledicare  makes  with  him  at  the  end  of  the 
year.  Should  he  sell  the  buildings,  equipment 
and  land  after  2 years  for  $1,000,000,  the 
revised  regulations  would  prevent  the  new 
owner  from  automatically  valuing  his  facil- 
ity at  this  amount  and  thus  qualifying  for  a 
higher  cost  base  on  which  to  calculate  his 
depreciation.  Instead,  he  would  be  required 


to  use  the  lower  figure  of  replacement  cost 
less  depreciation. 

Assuming,  in  this  case,  that  the  replace- 
ment cost  of  the  depreciable  assets  (but  not 
the  land)  has  risen  in  the  2-year  period  by 
12  percent,  the  new  o^mer’s  cost  basis  for 
purposes  of  depreciation  would  come  to 
$784,000,  less  2 years  straight-line  depre- 
ciation, based  on  a 40-year  life,  of  $39,200. 
This  would  amount  to  $734,800  rather  than 
the  $950,000  he  paid  (apart  from  land). 
With  respect  to  the  proportion  of  the  ex- 
tended care  faciliW  devoted  to  ]\Iedicare  pa- 
tients this  would  mean  a difference  in  cost 
basis  of  $32,280,  or  some  $807  a year  on  a 
40-year  depreciation  schedule. 

The  new  regulations  would  also  tighten  re- 
covery provisions  significantly  in  the  case 
of  capital  gain  on  the  sale  of  a facility.  The 
Social  Security  Administration  would  be  re- 
quired to  recover  the  difference  between  the 
amount  allowed  under  accelerated  deprecia- 
tion and  what  this  would  have  been  on  a 
straight-line  basis. 

The  regulations  would  also  extend  present 
prortsions  governing  gains  or  loses  on  sales 
of  depreciable  assets  to  apply  to  sales  that 
occur  within  a year  after  the  original  pro- 
prietor ceased  to  participate  in  the  Medicare 
progi'am. 

In  addition  the  proposed  changes  would 
tighten  the  rules  relating  to  return  on 
equity.  Under  the  law,  the  provider  is  paid 
a rate  of  return  (cun*ently  about  9 percent) 
on  his  equity  — the  amount  of  his  o^^^l,  as 
opposed  to  borrowed,  money  invested  — in 
the  proportion  that  the  facilities  are  used 
for  ]\Iedicare  basis.  This,  too,  is  limited  by 
a fair  value  base.  By  using  replacement  cost 
(if  this  is  lower)  rather  than  fair  market 
value,  the  threat  of  overall  market  value  in- 
flation is  eliminated. 

The  proposed  new  rules  are  expected  to  be 
published  in  the  Federal  Register  in  the  near 
future.  Interested  parties  will  have  30  days 
to  submit  data,  comments  and  arguments 
before  the  regulations  are  made  final. 

AMA  establishes  new  department 

The  American  ]\Iedical  Association  estab- 
lished a new  headquarters  staff  department 
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Jan.  22  to  strengthen  liaison  and  services  to 
related  medical  organizations.  It  is  the  De- 
partment of  Specialty  Society  Services,  re- 
porting directly  to  Richard  S.  Wilbur,  M.D., 
assistant  executive  vice  president.  Depart- 
ment Director  is  Theodore  R.  Chilcoat,  Jr., 
a five-year  staff  member  formerly  assigned 
to  the  AMA  Washington  Office. 

The  Department  will  serve  and  implement 
the  directives  of  the  Interspecialty  Commit- 
tee which  was  created  in  1966.  On  the  same 
date,  Jan.  22,  Ernest  B.  Howard,  i\I.D.,  AMA 
executive  vice  president,  announced  that 
Doctor  Wilbur  was  appointed  secretary  of 
the  Committee,  succeeding  Hugh  H.  Hussey, 
M.D.,  who  was  appointed  director  of  the 
AMA  Division  of  Scientific  Publications  and 
editor  of  the  Jotn-nal  of  the  American  Med- 
ical Association  Jan.  1. 

Commenting  on  the  new  appointments. 
Doctor  Howard  said,  “The  establishment  of 
this  special  department  is  an  important  step 
in  strengthening  AMA’s  relationship  with 
the  specialty  societies,  and  it  is  the  culmina- 
tion of  a long  range  progi’am  undertaken  to 
upgrade  the  services  of  the  AMA  to  the  spe- 
cialty societies. 

“After  the  founding  of  the  Interspecialty 
Committee,  the  House  of  Delegates  appoint- 
ed an  Ad  Hoc  Committee  to  Study  the 
Modus  Operandi  of  the  Sections  of  the  House 
of  Delegates.  Its  report,  prepared  under  the 
direction  of  its  chairman,  William  F.  Quinn, 
M.D.,  a Los  Angeles  surgeon,  called  for  the 
creation  of  a group  of  section  councils  to 
provide  specialty  societies  with  direct  rep- 
resentation in  the  AMA  House  of  Delegates. 
The  report  was  adopted  in  July,  1969. 

Its  specific  recommendations  were  to: 

— “Establish  a mechanism  for  stimulating 
increased  cooperation  between  the  spe- 
cialty medical  societies  and  the  AMA, 
thus  forging  a relationship  that  will 
bind  specialty  societies  and  the  AMA 
closer  together,  generating  a singleness 
of  purpose  which  will  benefit  all  of 
medicine ; 

— Give  more  satisfactory  representation 
in  the  House  of  Delegates  to  the  spe- 
cialty organizations; 


— Provide  for  an  increase  in  experience 
and  competent  manpower  to  assist  the 
Council  on  Scientific  Assembly  in  de- 
veloping the  Association’s  Annual  Con- 
vention scientific  program; 

— Generate  stimulating  and  engaging  in- 
terdisciplinary and  specialty  - oriented 
programs  which  will  command  the  in- 
terest of  greater  numbers  of  practicing 
physicians ; 

— Provide  a direct  and  continuing  liaison 
between  a section  and  its  corresponding 
specialty  societies; 

— Permit  specialty  societies  direct  access 
to  the  House  of  Delegates  through  their 
appointed  delegates,  and 

— Give  AMA  specialty  sections  recognized 
status  by  identifying  them  directly  with 
the  specialty  societies.” 

The  Department’s  responsibilities,  under 
the  direction  of  Mr.  Chilcoat  and  a staff 
aide,  are  to  assist  Doctor  Wilbur  in  his  sec- 
retarial services  to  the  AMA  Interspecialty 
Committee,  further  liaison  with  specialty 
groups,  and  advance  the  development  of  the 
section  councils  of  the  House  of  Delegates. 

Mr.  Chilcoat,  whose  new  department  is  a 
component  of  the  AMA  Office  of  the  Execu- 
tive Vice  President,  was  assistant  executive 
director  of  the  Medical  and  Chirurgical  Fac- 
ulty of  Maryland  until  his  appointment  to 
the  AMA  staff.  His  first  AMA  position  was 
as  a field  representative  for  the  states  of 
Massachusetts,  Rhode  Island,  Connecticut, 
New  Jersey  and  Delaware.  He  later  provid- 
ed AMA  liaison  with  national  specialty  so- 
cieties and  served  as  assistant  director  of 
the  AIMA  Department  of  Governmental  Re- 
lations. 


ACR:  breast  cancer 

The  Ninth  Annual  Seminar  on  Cancer  and 
Diseases  of  the  Breast  will  be  held  in  Den- 
ver, Colorado  at  the  Brown  Palace  Hotel 
from  Thursday  through  Saturday,  May  14- 
16,  1970,  according  to  Robert  L.  Egan, 
M.D.,  Program  Chairman.  Surgeons,  ra- 
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diologists,  pathologists,  teachers,  residents 
and  technologists  who  are  interested  in  di- 
agnosis and  management  of  early  breast 
cancer  are  invited  to  attend  the  seminar  and 
participate  in  the  sessions.  The  program 
will  be  sponsored  by  the  American  College 
of  Radiology'  and  the  Cancer  Control  Pro- 
gram of  the  United  States  Public  Health 
Service.  Breast  cancer  is  the  No.  1 killer 
of  women  40  to  45  years  of  age,  and  causes 
more  than  25,000  deaths  each  year  in  this 
country.  Dr.  Egan  said. 

Included  on  the  program  will  be  a presen- 
tation on  the  team  approach  in  breast  can- 
cer by  Dr.  Wendell  P.  Scott,  Chairman  of 
the  Committee  on  iMammography.  A panel 
followed  by  a discussion  of  early  breast  can- 
cer, what  it  is  to  the  surgeon,  the  radiologist, 
and  to  the  pathologist  will  be  moderated  by 
Dr.  H.  Stephen  Gallagher. 

A panel  led  by  Dr.  Jerome  A.  Urban  will 
discuss  ways  of  detei’mining  the  high  - risk 
group  of  women  who  are  most  likely  to  have 
breast  cancer.  Dr.  Andrew  H.  Dowdy  will 
head  another  panel  that  will  discuss  meth- 
ods of  screening  for  breast  cancer  and  po- 
tential modalities  for  screening.  A panel 
discussing  nipple  discharge  and  its  relation 
to  breast  diseases  will  be  headed  by  Dr.  John 
W.  Cline.  Dr.  William  L.  Ross  will  speak 
on  The  Future  of  the  Breast  Cancer  Prob- 
lem. 

Treatment  of  Early  Breast  Cancer  will  be 
discussed  by  a panel  moderated  by  Dr.  Ed- 
ward F.  Lewison.  Early  mammographic 
cancer  including  calcification  and  specimen 
radiology’,  will  be  the  subject  of  a panel  mod- 
erated by  Dr.  James  V.  Rogers.  A panel, 
moderated  by  Dr.  Thomas  Carlile,  will  bring 
out  problems  in  early  diagnosis  and  manage- 
ment of  breast  cancer. 

A faculty  of  more  than  60  physicians,  in- 
cluding pathologists,  radiologists,  and  sur- 
geons from  all  over  the  United  States,  has 
been  invited  to  participate  in  the  seminar 
program.  Physicians  and  others  interested 
in  attending  the  seminar  should  write  Dr. 
Wendell  P.  Stampfli,  Local  Arrangements 
Chairman,  c/o  St.  Luke’s  Hospital,  Denver, 
Colorado,  for  registration  materials,  as  at- 
tendance must  necessarily  be  limited. 


Occupational  health 

Gerald  D.  Dorman,  M.D.,  president  of  the 
American  Medical  Association,  has  pledged 
“more  active  implementation”  of  the  AMA’s 
goals  toward  the  improvements  of  occupa- 
tional health  and  safety. 

In  a letter  to  Sen.  Harrison  A.  Williams, 
Jr.  (D.,  N.J.),  chairman  of  the  Senate  sub- 
committee on  labor.  Dr.  Dorman  said,  “The 
witnesses  who  appeared  before  you  and  your 
subcommittee  on  behalf  of  our  Association 
. . . were  impressed  by  j’our  obvious  dedica- 
tion to  the  safety  and  health  of  workers,  a 
dedication  to  which  the  American  Medical 
Association  has  been  firmlj^  committed  for 
more  than  thirty  years.” 

The  witnesses  were  R.  Lomax  Wells,  M.D., 
and  Henry  Howe,  M.D.,  immediate  past 
chairman  and  secretary  of  the  AMA’s  Coun- 
cil on  Occupational  Health,  who  testified  in 
support  of  the  proposed  Occupational  Safety 
and  Health  Act  (S.  2788). 

The  AMA’s  Department  of  Occupational 
Health  is  now  in  the  process  of  preparing 
an  educational  campaign  for  physicians  in 
occupational  health  in  regions  of  the  coun- 
try particularly  affected  by  the  so-called 
“latent”  respiratory  diseases  — e.g.,  bys- 
sinosis,  pneumoconiosis,  and  asbestosis  — 
and  by  pesticides  in  agricultural  areas. 

Following  testimony,  the  Senate  subcom- 
mittee laid  special  emphasis  on  these  dis- 
eases. Dr.  Howe  stated  that  the  difficulty  in 
researching  the  respiratory  problems  is  that 
“the  symptoms  and  the  physical  changes  do 
not  occur  until  10  to  20  years  after  expo- 
sure,” and  are  initially  often  confused  with 
symptoms  similar  to  those  of  asthma  and 
smoking. 

Both  Dr.  DoiTCan  and  Sen.  Williams  agreed 
to  encourage  medical  research  in  these  prob- 
lem areas  and  to  persuade  employers  to  in- 
stall protective  measures  against  such  haz- 
ards. They  also  concurred  the  AMA  should 
take  a lead  in  accomplishing  these  goals. 

In  his  testimony.  Dr.  Wells  assured  the 
subcommittee  “that  the  nation’s  physicians, 
and  particularly  the  many  thousands  of  them 
who  conduct  employee  health  programs,  will 
cooperate  in  any  program  well  designed  to 
improve  the  safety  and  health  of  the  Ameri- 
can worker.” 
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Doctors  Make  News 


Doctor  Robert  Travnicek,  Wilber,  has 
been  appointed  Saline  County  Physician. 

Doctor  Armold  Lempka  was  recently  in- 
stalled President  of  the  Omaha  - Douglas 
County  Medical  Society. 

Doctor  James  Maly,  Fullerton,  was  a re- 
cent guest  speaker  at  the  annual  meeting 
of  the  Antelope  County  Extension  Service. 

Doctor  Jerry  Adler  will  join  Doctors  Lyle 
Nelson  and  Robert  Quick  in  the  Crete  Medi- 
cal Clinic  in  August. 

Doctor  Max  Raines,  North  Platte,  spoke 
on  “Sex  Education  in  the  Schools”  at  a re- 
cent meeting  of  the  District  8 Nurse  As- 
sociation. 

Doctor  Claude  H.  Organ,  Jr.,  Omaha,  has 
been  appointed  a member  of  the  lay  Board 
of  Trustees  of  Fontbonne  College  in  St. 
Louis,  Missouri. 

Doctor  Thomas  R.  Laird  has  been  ap- 
pointed director  of  Emergency  Room  Serv- 


Send For  It 

Clinical  cytopathology 

“Exfoliative  Cytology,”  a 33-page  booklet 
on  techniques  for  clinical  cytopathology, 
prepared  by  Gary  W.  Gill,  Chief  Research 
Associate  of  the  Cytopathology  Division, 
Johns  Hopkins  University  School  of  Medicine. 

Copies  may  be  obtained  without  charge 
from  Millipore  Corporation,  Bedford,  Massa- 
chusetts 01730. 


Antibiotic  susceptibility  testing  film 

A new  film  describing  the  single  disc 
method  of  antibiotic  susceptibility  testing  is 
now  available  to  microbiologists,  patholo- 
gists and  laboratory  technicians. 

Entitled  the  “Kirby  - Bauer  Single  Disc 
Method  of  Susceptibility  Testing,”  it  depicts 


ices  at  St.  Elizabeth  Community  Health 
Center  in  Lincoln. 

Doctor  Chester  H.  Farrell,  Omaha,  has 
been  elected  President  of  the  medical-dental 
staff  of  St.  Joseph  Hospital. 

Doctor  Robert  P.  Heaney,  Omaha,  was  re- 
cently presented  the  Kappa  Delta  Award  at 
the  annual  joint  meeting  of  the  Orthopedic 
Research  Society  and  the  American  Academy 
of  Orthopedic  Surgeons. 

Doctor  Colleen  Dilley,  Wisner,  is  the  re- 
cipient of  an  Honorary  Award  Certificate 
and  will  be  listed  in  the  1970  Register  of 
the  National  Register  of  Prominent  Ameri- 
cans. 

Doctor  B.  N.  Greenberg,  York,  is  one  of 
six  professional  men  selected  to  serve  on  the 
Public  Health  Service’s  National  Advisory 
Communicable  Disease  Council.  Doctor 
Greenberg  has  also  been  named  Vice  Presi- 
dent of  the  University  of  Nebraska  Board  of 
Regents. 


the  standardized  technique  developed  by 
William  M.  M.  Kirby,  M.D.,  Department  of 
Medicine,  and  John  C.  Sherris,  M.D.,  Depart- 
ment of  Microbiology,  both  at  the  Univer- 
sity of  Washington  School  of  Medicine, 
Seattle. 

The  16  mm.,  25-minute,  colored  film  fea- 
tures Dr.  Kirby  discussing  the  develop- 
mental background  of  the  method,  followed 
by  a detailed  demonstration  of  the  procedure 
filmed  in  Dr.  Sherris’  laboratory.  This 
technique  involves  the  correlation  of  the  size 
of  the  zone  of  inhibition  surrounding  the 
antibiotic  disc  with  the  relative  degree  of 
susceptibility  of  an  organism. 

“We  are  happy  to  make  this  teaching  film 
available  at  this  time,”  said  Dr.  Katharine 
Hain,  director  of  medical  services  for  Sober- 
ing Laboratories,  “because  there  is  presently 
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a great  deal  of  interest  among  laboratory 
personnel  in  standardized  methods  of  sus- 
ceptibility testing.” 

Copies  of  the  film  may  be  obtained  on  loan 
from  Schering  representatives,  locally,  or 
by  writing  directly  to:  Dr.  Katharine  H. 
Hain,  director  of  medical  services,  Schering 
Laboratories,  1011  Morris  Avenue,  Union, 
X.J.  07083. 

Schering  Laboratories  is  a division  of 
Schering  Corporation,  an  international  phar- 
maceutical company. 


Radiology  and  health 

A new  edition  of  ‘‘Radiology-  and  Health,” 
a booklet  explaining  various  phases  of  med- 
ical radiography,  has  been  published  by  the 
Du  Pont  Company. 

This  publication  provides  the  general  pub- 
lic with  a deeper  insight  into  the  role  of  the 
radiologist  and  appreciation  of  his  contribu- 
tion to  the  medical  profession. 

The  text,  with  accompanying  illustrations, 
tells  the  story  of  medical  radiology'  and  the 
doctors  who  have  made  it  their  specialty. 
It  features  a brief  history  of  radiologj*,  ex- 
plains how  x-rays  work,  describes  functions 
of  a radiologist,  his  technicians,  and  equip- 
ment used  to  perform  their  duties. 

In  addition,  “Radiology'  and  Health”  ex- 
plains manufacturing  processes  involved  in 
making  x-ray  film  as  well  as  describing  ap- 
plications of  x-rays  including  dental  and  in- 
dustrial uses. 

The  booklet  is  available  from  Du  Pont 
x-ray  technical  representatives. 


Informed  consent 

As  the  malpractice  crisis  in  the  medical 
field  focused  attention  on  what  Newsweek, 
in  its  Jan.  19th  issue,  called  “the  spreading 
doctrine  of  ‘informed  consent’,”  Aspen  Sys- 
tems Corporation  announces  the  publication 
of  an  Informed  Consent  Study.  This  study 


is  the  first  collection  of  factual  evidence  in 
published  form  concerning  actual  disclosure 
practices  among  surgeons. 

The  Informed  Consent  Study  was  made 
possible  through  the  cooperation  of  practic- 
ing surgeons  in  several  hospitals  through- 
out the  country.  Results  of  the  Study  indi- 
cate that  the  problems  and  difficulties  of 
disclosure,  as  advanced  by  surgeons,  are 
not  borne  out.  It  gives  insight  into  actual 
disclosure  procedures  now  in  use  and  docu- 
ments the  wide  variances  among  them. 

The  results  of  the  study  again  raise  the 
question,  “Is  there  a standard  for  dis- 
closure?” “Some  surgeons  mentioned  eight 
or  more  risks  or  consequences,  while  others 
mentioned  only  one.  l\Iany  surgeons  did  not 
distinguish  between  risks  and  consequences, 
and  most  focused  on  risks  rather  than  conse- 
quences. Most  surgeons  emphasized  the 
general  risks  of  surgery  rather  than  the  spe- 
cific risks  of  the  particular  procedure  . . .” 

The  forty-nine  page  book  contains  a con- 
sent form  and  a suggested  disclosure  process, 
both  used  in  the  Study,  which  may  simplify 
and  improve  the  surgeon’s  pre-operative  dis- 
cussion with  patients.  A consent  form  and 
disclosure  process  which  can  serve  as  a bul- 
wark against  unwarranted  litigation. 

The  Informed  Consent  Study  was  conduct- 
ed at  the  Graduate  School  of  Public  Health, 
University  of  Pittsburgh,  by  Nathan  Her- 
shey,  LL.B.,  Research  Professor  of  Health 
Law  and  Stanley  H.  Bushkoff,  M.D.,  Ortho- 
pedic Surgeon  in  Private  Practice  and  Clin- 
ical Instructor,  School  of  Medicine.  The  in- 
vestigation was  partially  supported  by  grants 
from  the  National  Institute  of  Health. 

Priced  at  S2.00  per  single  copy,  or  $20.00 
per  dozen,  the  Informer  Consent  Study  may 
be  ordered  from  the  publisher: 

Health  Law  Center 
Division  of 

Aspen  Systems  Corporation 
Dept.  101-51 
The  ^^'ebster  Hall 
Pittsburgh,  Pa.  15213 
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Medicare  troubles 

Four  physicians  and  one  nonphysician 
have  been  indicted  in  Tampa,  Florida,  by  a 
federal  grand  jury  for  alleged  medicare 
fraud  estimated  at  more  than  $200,000. 

Social  Security  Commissioner  Robert  M. 
Ball  said  that  “We  are  trying  in  every  way 
to  assure  tight  administration  of  the  medi- 
care program.  Built-in  safeguards  provide 
early  detection  of  attempts  at  abuse  and 
fraud,”  he  said.  “Medicare,”  the  Commis- 
sioner noted,  “pays  about  30  million  doc- 
tors’ bills  and  12  million  bills  from  institu- 
tional providers  of  seiwices  each  year.  It  is 
clear  from  our  investigations,”  he  added, 
“that  the  number  of  attempts  at  fraud  or 
abuse  is  relatively  very  small.” 

About  half  of  the  cases  investigated  by 
the  Social  Security  Administration,  he  said, 
resulted  from  clerical  errors,  misunder- 
standings or  honest  mistakes  by  physicians 
and  health  services. 

To  date,  the  Social  Security  Administra- 
tion has  referred  the  cases  of  13  individuals 
and  organizations  to  the  Justice  Department 
with  the  recommendation  for  criminal  prose- 
cution for  fraud. 

Another  five  cases  have  been  referred  with 
recommendations  that  civil  proceedings  be 
started  for  the  return  of  illegally  collected 
funds. 

Social  security  investigators  are  present- 
ly preparing  35  other  possible  fraud  cases 
for  referral  to  the  Justice  Department. 

The  most  common  types  of  alleged  viola- 
tions reported  include  physicians  and  pro- 
viders billing  for  services  not  rendered,  ex- 
cessive charges,  alteration  of  bills,  duplicate 
billing,  misrepresentation  of  types  of  serv- 
ices or  dates  of  services,  unreported  discounts 
(kickbacks)  and  employee  embezzlement. 

Children  with  asthma 

Most  children  with  asthma  can  partici- 
pate in  physical  activities  at  school,  and 


can  also  take  part  in  athletics  with  minimum 
difficulty  provided  their  asthma  is  satisfac- 
torily controlled. 

According  to  the  American  Academy  of 
Pediatrics,  the  majority  of  asthmatic  chil- 
dren in  school  can  participate  in  such  physi- 
cal education  programs  “with  proper  medical 
management.” 

In  a statement  appearing  in  the  January, 
1970  issue  of  Pediatncs,  the  official  journal 
of  the  AAP,  the  Academy’s  Committee  on 
Children  with  Handicaps  does  point  out 
however,  that  overfatigue  and  emotional  up- 
heaval in  competitive  athletic  contests  “ap- 
pear to  be  predisposing  factors  in  precipitat- 
ing asthmatic  attacks  in  some  instances.” 

The  Committee  emphasizes  that  as  a gen- 
eral rule  every  effort  should  be  made  to 
minimize  restrictions  relating  to  asthmatic 
children  participating  in  school  physical  ac- 
tivities , and  to  invoke  these  restrictions 
only  when  the  condition  of  the  child  makes 
it  necessary. 

“In  severely  asthmatic  children,  sports 
involving  body  contact  should  be  prohibited,” 
the  Academy  cautions.  “Non-contact  sports 
(such  as  tennis)  and  gj^mnastics  (such  as 
rope  climbing,  parallel  bars  and  so  forth) 
should  be  encouraged  but  should  be  evaluat- 
ed on  an  individual  basis  for  each  asthmatic 
child,  depending  upon  his  tolerance  for  dura- 
tion and  intensity  of  effort.” 

The  Committee  on  Children  with  Handi- 
caps also  indicates  that  swimming  may  be 
beneficial  for  these  children. 

In  other  recommendations,  the  Commit- 
tee suggests  that  any  decision  to  modify 
a school  athletic  progi-am  for  a child  with 
asthma  should  be  made  jointly  by  the  physi- 
cian, child,  parent  and  school.  The  Academy 
urges  caution  in  such  decisions  to  avoid 
“giving  the  child  a feeling  of  inferiority  or 
of  being  different  from  the  children.” 

The  AAP  also  calls  for  periodic  review  of 
the  health  status  of  the  asthmatic  child 
urging  that  written  records  of  annual  and 


March,  1970 


185 


periodic  health  evaluations  be  kept  on  file 
in  the  office  of  the  school  nurse  or  physi- 
cian. 

“Physicians  who  assume  the  responsibility 
for  the  medical  care  of  asthmatic  children 
can  be  of  greater  usefulness  to  their  patients 
if  they  become  familiar  with  the  character 
of  the  physical  education  and  athletic  pi’o- 
grams  in  the  schools  attended  by  them,”  the 
AAP  statement  emphasizes. 

“In  children  with  bronchial  asthma,  and 
many  other  chronic  conditions,  it  is  im- 
portant that  the  patient  and  his  family  rec- 
ognize early  during  the  course  of  the  dis- 
ease that  certain  adjustments  may  be  neces- 
sary in  the  daily  routine,”  the  AAP  Commit- 
tee on  Children  with  Handicaps  concludes  in 
its  statement. 

“However,  one  must  attain  a balance  be- 
tween the  needs  of  the  child  to  participate 
in  physical  activities  with  as  little  restric- 
tion and  emotional  crippling  as  possble,  and 
the  necessary  limitations  to  living  a full  life.” 


Medicare  payments 

The  Social  Security  Administration  has 
recommended  that  the  Justice  Department 
bring  civil  suit  against  four  extended  care 
facilities  and  a two-hospital  corporation  for 
the  return  of  wrongfully  collected  Medi- 
care payments,  Robert  ^I.  Ball,  Commission- 
er of  Social  Security,  recently  announced. 

Ball  also  noted  that  ^Medicare  payments 
to  another  13  extended  care  facilities  were 
suspended  after  a social  security  investiga- 
tion showed  that  the  institutions  had  billed 
Medicare  for  services  not  medically  neces- 
sary, and  for  services  of  questionable  re- 
habilitation or  therapy  value.  There  was 
also  billing  for  services  which  did  not  meet 
the  definition  of  skilled  care  in  the  Medicare 
law.  Ball  said. 

The  amount  of  overpayments  received  by 
the  13  institutions  is  estimated  at  $1,636,000. 
Some  of  this  money  has  already  been  repaid 
and  steps  have  been  taken  to  recoup  the 
rest.  Ball  noted. 

The  five  civil  suit  cases  were  referred  to 
the  Justice  Department  after  evidence  was 


found  that  the  institutions,  located  in  Florida, 
New  York,  Arizona,  and  Illinois,  had  collect- 
ed overpayments  for  Medicare  patients  in 
an  amount  that  could  reach  as  high  as  $2,- 
257,600,  Ball  said. 

In  a series  of  “validation”  visits  begun 
last  March,  Ball  said,  on-site  inspections  of 
institutions  participating  in  the  Medicare 
program  were  conducted  to  check  on  the 
validity  of  payments  made  by  Medicare  in- 
termediaries. 

These  program  validation  visits  were  sup- 
plemental to  the  regular  contract  perform- 
ance reviews  the  Social  Security  Administra- 
tion conducts  in  the  offices  of  the  intermedi- 
aries, such  as  Blue  Cross,  Blue  Shield,  and 
private  insurance  organizations  which  re- 
ceive and  pay  Medicare  bills  under  contract 
to  the  Social  Security  Administration. 

Commissioner  Ball  noted  that  one  out  of 
every  12  elderly  persons  discharged  from  a 
hospital,  but  still  needing  skilled  nursing 
care  on  a continuous  basis,  is  admitted  to 
an  extended  care  facility  under  Medicare. 
There  are  about  40,000  such  admissions  every 
month,  after  an  injury  or  illness  requiring 
hospitalization  for  three  days  or  more. 

The  average  Medicare  posthospital  stay  in 
an  extended  care  facility  averaged  50  days 
in  calendar  1969  and  payments  totaled  be- 
tween $400  million  and  $450  million  for  the 
year. 

To  assist  the  Medicare  contractors,  the  So- 
cial Security  Administration  has  provided 
data  that  helps  them  to  quicklj"  identify  ir- 
regular practices  and  costs. 

The  identification  of  an  institution  which 
bills  for  what  is  indicated  to  be  an  unusual 
amount  of  physical  therapy  may  reveal  that 
services  are  being  provided,  and  paid  for, 
without  regard  to  their  medical  necessity, 
and  even  their  potential  harm  to  elderly  pa- 
tients. 

An  abnormally  large  number  of  bills  for 
physician  visits  to  patients  in  extended  care 
facilities  may  uncover  a practice  of  “gang” 
visits.  The  physicians  may  be  submitting 
bills  for  visits  to  individual  patients,  but 
in  fact  reports  so  many  visits  for  a given 
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j day  that  he  could  not  have  done  more  than 
I stopped  by  the  bed. 

j The  Social  Security  Administration  has 
i also  developed  information  that  will  enable 
' the  Medicare  contractors  to  be  alerted  when 
a physician  is  receiving  payments  for  more 
services  than  he  would  likely  be  able  to  per- 
form under  nonnal  practice.  If  computer 
data  and  investigation  show  this  to  be  a 
problem,  these  organizations  enlist  the  help 
of  medical  societies  to  take  corrective  action. 

Dr.  von  Braun  NASA  planning  head 

Dr.  Wernher  von  Braun,  for  a quarter  of 
a century  a leader  in  space  rocket  develop- 
ment, will  head  the  National  Aeronautics 
and  Space  Administration’s  planning  effort 
for  future  U.S.  space  missions. 

NASA  Administrator  Dr.  Thomas  0. 
Paine  said  recently  that  Dr.  von  Braun,  Di- 
rector of  the  George  C.  Marshall  Space 
Flight  Center  in  Huntsville,  Ala.,  would  be- 
come Deputy  Associate  Administrator  for 
Planning  of  the  National  Aeronautics  and 
Space  Administration.  At  present  the  posi- 
tion is  not  filled.  He  will  be  succeeded  as 
Director  at  Huntsville  by  his  long-time  Depu- 
ty, Dr.  Eberhard  Rees. 

“It  is  essential  that  we  bring  NASA’s 
best  talents  to  bear  on  our  future  space  plan- 
ning,’’ Dr.  Paine  said.  “As  we  move  from 
the  accomplishments  of  the  1960’s  to  the 
Post-Apollo  programs  of  the  1970’s  we  must 
select  our  new  space  ventures  with  the  best 
critical  judgment  and  make  every  dollar 
count.  Dr.  Wernher  von  Braun  has  an  un- 
matched record  of  looking  to  the  future  to 
choose  the  most  promising  avenues  of  tech- 
nical advance.  He  brings  to  his  new  assign- 
ment sound  vision,  insight,  and  technical  com- 
petence and  we  are  delighted  he  has  agreed 
to  accept  this  important  post.” 

Dr.  von  Braun  was  born  in  Wirsitz,  Ger- 
many, March  23,  1912.  He  received  a bache- 
lor’s degree  at  the  University  of  Berlin  in 
1932  and  his  doctorate  in  1934. 

He  became  a United  States  citizen  April 
14,  1955. 

Dr.  von  Braun  has  been  engaged  in  rock- 
etry since  1930  when  he  joined  a group  of 


inventors  who  made  up  the  German  So- 
ciety for  Space  Travel.  In  1932  he  joined 
the  Ordnance  Department  of  the  German 
government  and  for  the  next  five  years  was 
chief  of  a small  rocket  development  station 
near  Berlin. 

He  became  technical  director  of  the  Peene- 
muende  Rocket  Center  in  1937  which  devel- 
oped the  German  V2  rocket.  In  the  closing 
months  of  World  War  II  he  led  more  than 
100  scientists  to  the  West  and  surrendered 
to  the  Allies. 

Dr.  von  Braun  and  his  colleagues  came  to 
the  United  States  in  September  1945  under 
contract  to  the  U.S.  Army  and  he  directed 
high  altitude  firings  of  the  V2  at  White 
Sands  Missile  Range.  Later  he  became 
project  director  of  guided  missile  develop- 
ment at  Fort  Bliss,  Texas,  along  with  120 
of  his  Pennemuende  associates  and  in  1950 
this  group  was  transferred  to  Huntsville. 

Among  the  U.S.  rockets  developed  by  von 
Braun  and  his  team  were  the  Redstone,  Jupi- 
ter, Juno  and  Saturn.  The  first  U.S.  satel- 
lites were  launched  by  the  Jupiter  C and 
Juno  II. 

Dr.  Rees  was  born  April  28,  1908,  in 
Trossingen,  Wuerttenberg,  Germany.  He 
received  his  technical  education  in  Stutt- 
gart and  at  the  Dresden  Institute  of  Tech- 
nology and  graduated  in  1934  with  the  de- 
gree of  master  of  science  in  mechanical  en- 
gineering. He  majored  in  thermodynamics, 
engine  design  (steam  turbine,  diesel  engine, 
etc.),  production  engineering  and  technical 
plant  management. 

From  1934  until  the  outbreak  of  World 
War  II  Dr.  Rees  was  assistant  to  the  man- 
ager of  a steel  mill  in  Leipzig,  Germany. 
During  the  war,  he  served  as  technical  plant 
manager  of  the  German  Guided  Missile  Cen- 
ter in  Pennemuende.  He  came  to  the  U.S. 
with  Dr.  von  Braun  and  has  been  asso- 
ciated with  him  since.  Dr.  Rees  became  a 
U.S.  citizen  in  1954. 


AMA  and  AVMA  on  pollution 

The  AMA  Council  on  Rural  Health  joined 
with  the  Council  on  Public  Health  of  the 
American  Veterinary  Medical  Association 
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Xov.  4,  1969,  to  issue  a joint  statement  en- 
titled “Concern  With  Pollution.”  It  called 
for  increased  participation  at  all  levels  of 
societ\'  in  programs  to  control  this  growing 
environmental  hazard.  The  statement  read, 
in  part;  “Air,  water,  and  soil  pollution  pro- 
duce health  hazards  and  implications  to  man- 
kind, the  extent  of  which  though  not  cur- 
rently documented,  appears  to  be  of  signifi- 
cant proportions.  Second  to  our  concern  for 
the  human  race  is  the  threat  to  the  ecology- 
of  animal  and  plant  life.  . . We  are  con- 
vinced that  with  adequate  research  we  can 
allow  our  technolog;^*  to  work  for  us  without 
the  pollution  by-products.  We  ask  that  this 
research  be  urgently  supported  by  all  levels 
of  society  with  necessary  funds  and  man- 
power; that  high  priority  be  assigned  at  na- 
tional, state  and  local  levels  to  logical  solu- 
tions for  the  problems  of  pollution  of  our  air, 
soil,  and  water.” 

The  statement  asks  that  organizations 
alert  and  involve  their  component  organiza- 
tions in  these  concerns  and  exert  influence 
at  federal  levels  to  promote  effective  and 
sound  programs  for  research  and  controls. 


Want  a perfect  aide? 

That,  we  can’t  promise.  We  wish  we 
could,  but  in  Double  AM  A (American  As- 
sociation of  Medical  Assistants)  we  are  try- 
ing hard  to  upgrade  our  efficiency,  our  un- 
derstanding, our  professionalism. 

Give  us  a try  I Send  your  aide  to  the  next 
meeting  if  there  is  a chapter  in  your  area. 
Whether  or  not  you  have  a local  chapter, 
send  her  to  the  state  convention  in  April. 
It  is  an  unusual  girl  who  can  attend  an 
AAMA  convention  and  not  come  back  a bet- 
ter medical  assistant. 

— Mrs.  Bonnie  Ahrens 


New  film  alerts  medical  assistants 

Wyeth  Laboratories  of  Philadelphia  has 
produced  a neM'  motion  picture  “Case  in 
Point,”  to  dramatize  the  “do’s”  and  “don’t’s” 
for  the  medical  assistant  while  receiving 
and  caring  for  patients  in  her  physician-em- 
ployer’s office. 


Designed  primarily  to  avoid  malpractice 
suits,  the  film  is  subtitled  “Medico-Legal  Re- 
sponsbilities  of  the  Medical  Assistant.”  In 
enactments  of  the  “right  and  wrong  way,” 
it  deals  with  such  problems  as  handling 
emergencies  when  the  physician  is  away, 
medication  errors,  first-aid  problems,  miss- 
ing and  stolen  prescription  blanks,  and  con- 
fidential information.  The  producers  recom- 
mend the  picture  for  both  physicians  and 
their  staffs  and  suggests  scheduling  it  for  a 
“boss’s  night”  program.  It  is  25  minutes, 
16mm,  in  sound  and  color,  and  available  on 
free  loan  from  Wyeth  Film  Library,  Box 
8299,  Philadelphia,  Pa.  19101.  “Case  in 
Point”  was  premiered  in  October,  1969,  at 
the  Honolulu  Annual  Convention  of  the 
American  Association  of  Medical  Assistants. 


Fellowship  winners 

Five  physicians  from  Canada,  Costa  Rica, 
England,  Israel,  and  New  Zealand  are  win- 
ners of  the  1970  Merck  Sharp  & Dohme  In- 
ternational Fellowships  in  Clinical  Pharma- 
cology, it  was  announced  recently  by  Dr. 
Walter  IModell,  Chairman  of  The  Merck  Com- 
pany Foundation’s  six  member  Selection 
Committee  of  distinguished  scientists. 

This  year’s  appointees  are  Victor  1\L  Cam- 
pos, M.D.,  of  Costa  Rica;  Abraham  Danon, 
M.D.,  of  Israel ; Dennis  W.  Schneck,  M.D., 
of  Canada;  Robert  N.  Smith,  M.D.,  of  Eng- 
land ; and  William  M.  Wardell,  B.M.,  B.Ch., 
Ph.D.,  of  New  Zealand.  They  were  selected 
from  over  50  applicants  from  21  countries. 

The  Fellowship  program,  begun  in  1964,  is 
designed  to  help  relieve  the  world-wide  short- 
age of  clinical  pharmacologists,  physicians 
who  have  attained  expert  knowledge  through 
specialized  study  and  who  devote  them- 
selves to  the  evaluation  of  the  usefulness 
and  safety  of  new  drugs  before  they  are 
made  generally  available  to  physicians.  The 
program  finances  up  to  two  years  of  study 
in  the  United  States  for  each  appointee.  Full 
tuition,  fees  and  basic  travel  expenses  are 
paid.  The  grants  also  provide  a basic  sti- 
pend of  $500  monthly,  plus  family  allowance 
of  $100  monthly  for  a wife  and  $50  for  one 
child  or  $100  for  two  or  more  children. 
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Because  the  purpose  of  the  grants  is  to 
spread  knowledge  of  the  science  of  clinical 
pharmacology  around  the  world,  applicants 
were  asked  to  declare  their  intent  to  de- 
vote themselves  to  a career  of  research  and 
teaching  and  to  promise  to  return  to  their 
own  countries  upon  completion  of  their 
training  in  the  United  States. 


Like  to  travel? 

Six  traveling  fellowships  to  enable  young 
American  physicians  to  study  in  Great  Bri- 
tain for  three  months  are  being  offered  this 
year  by  The  Royal  Society  of  Medicine 
Foundation,  Inc. 

The  Traveling  Fellowship  Awards  pro- 
gram, which  was  started  last  year  with  two 
$2500  grants,  gives  American  physicians 
an  opportunity  to  work  and  study  in  their 
areas  of  special  interest  with  medical  col- 
leagues in  university  hospitals  and  research 
centers  in  Great  Britain.  It  also  acquaints 
them  with  many  branches  of  medicine,  in- 
cluding industrial  medicine  and  the  deliv- 
ery of  health  care. 

Applicants  for  the  fellowships  should  be 
American  citizens  under  the  age  of  45  who 
have  completed  their  clinical  training  and 
have  had  at  least  two  years  of  research  ex- 
perience or  special  training. 

In  their  letter  of  application,  a candidate 
is  asked  to  define  the  specific  area  of  re- 
search or  study  to  be  covered  by  the  award. 
If  possible,  the  applying  physician  should 
also  indicate  the  person,  organizations  or, 
other  facilities  in  Great  Britain  with  which 
he  seeks  association. 

Applications  should  include  a curriculum 
vitae  and  bibliography  as  well  as  two  sup- 
porting letters.  They  should  be  received  by 
The  Royal  Society  of  Medicine  Foundation, 
Inc.,  20  Broad  Street,  New  York,  N.Y.  10005 
no  later  than  April  1,  1970.  Notification  of 
awards  will  be  made  by  June  1,  1970. 


Biological  Determination  of  Germicidal  Ac- 
tivity of  Sunlight  — W.  Harm  (Div  of  Bi- 


ology, Southwest  Center  for  Advanced 
Studies,  Dallas).  Radiat  Res  40:63-69 
(Oct)  1969. 

Cells  of  the  Eschenchia  coli  strains  B^-^ 
and  AB  2480,  which  are  very  sensitive  to 
254  m;u,/ultraviolet  radiation  due  to  defective 
dark  repair,  are  also  very  sensitive  to  solar 
radiation.  Lesions  resulting  from  very  short 
exposure  to  sunlight  can  be  extensively  pho- 
toreactivated  under  laboratory  conditions; 
evidently  the  dark  reaction  involved  in  pho- 
toenzymatic  repair  is  too  slow  for  achiev- 
ing, with  the  photoreactivating  wavelengths 
of  the  solar  spectrum,  any  appreciable  frac- 
tion of  the  potential  photoreactivation.  These 
observations  agree  with  earlier  results  sug- 
gesting that  inactivation  of  E coli  by  sun- 
light is  largely  a result  of  DNA  photoprod- 
ucts resembling  those  occurring  after  254 
mix  irradiation. 

Thromboembolism  and  Oral  Contraceptives: 
Epidemiologic  Case-Control  Study  — P.  E. 
Sartwell  et  al  (Dept  of  Epidemiology, 
Johns  Hopkins  Univ,  Baltimore).  Amer 
J Epidem  90 :365-380  (Nov)  1969. 

A retrospective  study  of  thromboembolism 
in  women  of  reproductive  age  in  five  Ameri- 
can cities  included  175  women  aged  15  to  44 
who  were  discharged  from  43  hospitals  after 
initial  attacks  of  idiopathic  thrombophle- 
bitis, pulmonary  embolism,  or  cerebral 
thrombosis,  or  embolism.  Idiopathic  cases 
constituted  only  a small  fraction  of  total 
thromboembolism  patients.  The  175  hos- 
pital controls  were  matched  pair-wise  with 
the  patients  on  hospital,  residence,  time  of 
hospitalization,  race,  age,  marital  status, 
parity,  and  pay  status.  Sixty-seven  patients 
and  23  controls  had  used  oral  contraceptives 
until  within  one  month  before  they  were  hos- 
pitalized ; 11  patients  and  controls  had  dis- 
continued use  earlier.  Duration  of  use  did 
not  affect  the  risk.  Relative  risk  of  throm- 
boembolism for  the  users  is  estimated  to 
be  4.4  times  that  of  nonusers.  The  risk  was 
higher  for  users  of  sequential  products.  It 
is  estimated  that  25%  of  the  cases  of  throm- 
boembolism in  this  series  were  attributable 
to  oral  contraceptives. 
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It's  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


Posey : limb  holder 

The  Posey  Company  introduces  its  most 
advanced  limb  holder  to  date.  The  self-ad- 
justing design  gives  tailored  fit  to  every 
patient.  A \"elcro  closure  secures  the  per- 
fect fit  which  never  tightens,  never  loosens. 
Long  straps  pass  through  loop  on  the  limb 
holder  and  secure  under  bed.  This  all-new 
concept  enables  your  most  active  patients  to 
be  held  comfortably  with  complete  secur- 
ity. The  Posey  deluxe  limb  holder.  Cat.  No. 
.5163-2625,  is  prived  at  $6.00  pr.  Manufac- 
tured by  the  Posey  Company,  39  South  Santa 
Anita  Avenue,  Pasadena,  California  91107. 


Medcraft  transistorized  Model  M 
EEG  uses  new  pen  system 

Medcraft  Electronic  Corporation,  Skip- 
pack,  Pa.  19474,  is  now  in  production  with 
their  newly  designed  Model  M Electroence- 
phalograph. The  Model  M is  a fully  transis- 


torized, all  solid  state  device  employing  in- 
tegrated circuits,  transistors,  diodes  and 
other  space  age  components  — completely 
eliminating  vacumm  tubes  and  choppers. 
The  eight  channel  EEG  weighs  only  63 
pounds  and  is  mounted  on  a 39  pound  sep- 
arable base.  A total  weight  of  only  102 
pounds  makes  this  a highly  portable  system. 
The  Servo  Pen  motors  used  are  of  a new 
design  position  feedback  type  which  matches 
the  incoming  signal  to  a pen  position  volt- 
age. A minute  difference  between  these 
signals  immediately  amplifies  the  full  power 
of  the  amplifier  to  maintain  the  balance. 
Full  torque  is  always  available.  The  ampli- 
fiers, power  supply,  pen  units,  paper  drive, 
auto  selector,  regulator  board,  and  pen  con- 
trol are  all  plug-in  modules  which  can  be 
changed  in  less  than  three  minutes. 

The  operating  console  is  self  - contained 
and  may  be  removed  for  installation  on  a 
bench  or  table  or  incorporated  into  an  in- 
tensive care  unit.  Additional  data  and  spe- 
cifications available  from  Medcraft  Elec- 
tronic Corporation,  Skippack,  Pa.  19474. 
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Cenco  Medical/Health  announces 
new  Ultima  105°  table 

New  standard  x-ray  system  is  sufficient 
for  the  great  majority  of  x-ray  diagnostic 
procedures.  The  table  will  tilt  from  15° 
Trendelenburg  to  90°  vertical.  A number  of 
the  system’s  features  are  unique : 

— to  avoid  unnecessary  operator  fatigue, 
the  single  leg  support  system  and  slop- 


ing front  provide  closer  access  to  pa- 
tient and  spot  device. 

— single  or  variable  speed  option  provides 
smooth  and  accurate  patient  positioning. 

— built  in  patient  step  provides  safe  and 
easy  access. 

The  associated  high  resolution  image  in- 
tensifying system  provides  for  a full  range 
of  display  requirements.  It  can  be  TV  inter- 
faced or  direct  coupled.  A glide  back  tower 
supports  the  lightweight  low  profile  image 
intensifier  without  ceiling  support.  A tilt 
up  tower  may  also  be  used.  Both  towers  are 
power  assisted  to  make  vertical  or  horizontal 
movement  practically  effortless. 

For  further  information  contact:  Cenco 
Medical/Health,  Standard  X-ray  Division, 
4401  W.  26th  Street,  Chicago,  Illinois  60623. 
Tel.:  312/277-7600. 


Wyeth:  aspirin  suppositories 

Wyeth  Laboratories  has  added  Aspirin 
Suppositories,  U.S.P.,  in  “unit  of  use” 
'packs,  to  its  line  of  REDIPAK®  unit  dose 
medications.  The  new  product  is  available, 
in  two  dosage  strengths,  300  mg.  (5  grain) 
and  600  mg.  (10  grain). 

Convenience  for  hospital  and  nursing 
home  personnel  is  an  important  feature  of 
REDIPAK  Aspirin  Suppositories,  which  are 
supplied  in  cartons  containing  25  unit-of-use 
packs.  Each  pack  is  an  individual  combina- 
tion unit  which  handily  provides  three  items 
in  one  container:  one  suppository,  one  finger 
cot,  and  one  0.5  gm.  packet  of  lubricant 
(White  Petrolatum). 

According  to  H.  L.  Ferrier,  manager  of 
hospital  sales,  the  addition  of  Aspirin  Sup- 
positories to  Wyeth’s  line  “reflects  our  con- 
tinuing desire  to  offer  the  widest  variety 
of  unit  dose  products  in  the  most  convenient 
packaging  possible.” 

In  addition  to  unit-of-use  suppository 
packs,  Wyeth’s  broad  line  of  unit  dose  medi- 
cations includes  numerous  drugs  and  dos- 
age variations  in  the  following  forms : 
REDIPAK  Strip  Pack,  REDIPACK  Liquid 
Unit  Dose,  and  TUBEX®  Sterile  Cartridge- 
Needle  Units. 
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New  membrane  cartilage  available 
from  Gelman 

A finer  Acroflow®  pleated  membrane 
cartridge  is  now  available  from  the  Gelman 
Instrument  Company.  The  new  No.  12504 
cartridge  has  a mean  flow  pore  size  of  0.2  /t 
and  will  remove  bacteria  and  submicron  par- 
ticles from  both  liquid  and  air.  Newest  in 
the  Gelman  Acroflow  product  line,  the  No. 
12504  offers  high  flow  rates,  long  filter  life, 
trouble-free  maintenance,  and  absolute  fil- 
tration with  no  media  migration.  Acroflow 
is  the  only  pleated  membrane  cartridge  avail- 
able on  the  market. 

The  new  0.2  /i,  cartridge  has  already  been 
accepted  by  pharmaceutical  companies.  De- 
mand for  the  new  filter  cartridge  is  antici- 
pated in  the  electronics  and  aerospace  indus- 
tries. 

For  further  information  on  the  No.  12504 
cartridge,  contact  Information  Department, 
Gelman  Instrument  Company,  600  South 
Wagner  Road,  Ann  Arbor,  Michigan  48106. 

Gelman  Instrument  Company  manufac- 
tures medical/laboratory,  air  sampling,  pro- 
cess filtration,  and  clean  room  equipment. 


Posey  one  arm  jacket 

The  Posey  Company  introduces  a one- 
arm  jacket  to  limit  patient’s  hand  and  arm 
movement.  A long  tunnel  sleeve  from 
shoulder  to  shoulder  comfortably  holds  pa- 
tient’s arms  in  a criss-crossed  position  in 
front  of  him.  The  waist  belt  adjusts  to  waist 
size  and  ties  to  the  bed  frame.  Shoulder 
loops  may  be  used  with  straps  provided  to 
restrict  sitting  up.  Available  in  small,  me- 
dium and  large  in  new  Breezeline  or  cotton. 
The  Breezeline  model.  Cat.  No.  5163-3211, 
is  priced  at  $21.00  and  the  cotton  model. 
Cat.  No.  5163-3231,  is  priced  at  $18.00.  The 
Posey  One  Arm  Jacket  is  manufactured  by 
the  Posey  Company,  39  South  Santa  Anita 
Avenue,  Pasadena,  California  91107. 

Pargel:  P.D. 

Parke,  Davis  & Company  has  announced 
the  introduction  of  a unit-dose  package  size 
for  the  firm’s  antidiarrheal  product  Pargel. 
The  new  form  is  designed  especially  for  use 
by  hospitals,  clinics,  institutions  and  indus- 
trial concerns. 

N.  L.  Yarbrough,  Parke-Davis  director 
of  U.S.  sales,  said  that  the  unit-dose  pack- 
age size  of  Pargel  will  be  marketed  in  36- 
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bottle  cartons  of  two  ounces  each.  Every 
fluid  ounce  of  Pargel  contains  6 gm.  of  kao- 
lin and  130  mg.  of  pectin. 

Yarbrough  added  that  Pargel  acts  as  a 
detoxicant,  absorbent  and  demulcent  in  the 


treatment  of  simple  diarrheas.  The  kaolin 
absorbs  irritating  and  toxic  substances  from 
the  intestinal  tract  and  forms  a protective 
coating  on  the  intestinal  walls,  while  pectin 
exerts  its  effect  in  the  large  intestine. 


The  Funny  Bone 


The  Chart. 

“Died  from  a fatal  embolus.” 

That’s  the  worst  kind. 

The  Article. 

“Death,  shock,  and  hemorrhage.” 

In  that  order? 

How  Much  Do  You  Weigh? 

“I  ought  to  weigh  170.” 

The  Oldest  Medical  Joke. 

“My  father  and  my  little  girl  are  both 
losing  their  teeth.  Is  this  hereditary?” 

Department  of  Definitions. 

Dead  space : cemetery. 

Slow  Death  Of  The  English  Language. 

“How  is  she  pressure-wise?” 

Pet  Peeve. 

Asterisks  (in  the  title)  that  don’t  refer  to 
anything  (no  explanatory  foot-note  at 
the  bottom  of  the  page  or  any^vhere 
else) . 

Remember? 

Zoot  suits. 


Prevention  of  Ascending,  Catheter-Induced 
Infections  of  Urinary  Tract  — R.  Lindan 
(Case  Western  Reserve  Univ  Medical 
School,  Cleveland).  J Chronic  Dis  22:321- 
330  (Nov)  1969. 

To  devise  a means  of  reducing  the  inci- 
dence and  severity  of  infections  of  the  urin- 
ary tract,  a specially  trained  catheter-care 


team  was  established.  Team  members  and 
physicians  both  used  a standard  catheteriza- 
tion technique.  Separate  instruments  were 
used  for  handling  the  swabs  and  the  cath- 
eter. The  cleansing  solution  was  benzalkon- 
ium  chloride  1:750.  An  essential  feature 
was  the  disinfection  of  the  urethral  canal  in 
women  patients,  or  the  anterior  urethra  in 
men,  before  the  catheter  was  passed.  An 
antiseptic  jelly  containing  benzalkonium 
chloride  and  polymyxin-B,  marketed  for  the 
treatment  of  urethritis,  was  used.  Irriga- 
tions of  the  urethral  catheters  were  kept  to 
a minimum.  A system  of  closed  drainage 
was  used  on  all  patients.  Ward  personnel 
and  patients  themselves  were  made  aware  of 
the  importance  of  a large  fluid  intake.  Urine 
examinations  and  cultures  were  performed 
three  times  weekly  on  specimens  from  all 
patients. 


Irradiation  24  Hours  Preoperatively  — A.  S. 
Ketcham  et  al  (National  Institutes  of 
Health,  Bethesda,  Md).  Amer  J Surg 
118:691-697  (Nov)  1969. 

Using  a single  2,000-  or  1,500-rad  dose 
24  hours  before  surgery,  there  was  a high 
incidence  of  complications.  Seventy-nine  pa- 
tients were  then  studied  in  a carefully  con- 
trolled double-blind  study  using  1,000  rads 
preoperatively.  All  lesions  were  squamous 
cell  cancers  of  the  oral  pharyngolaryngeal 
area  and  were  excised  by  standard  but  ag- 
gressive surgical  procedures.  Postoperative 
complications  were  significantly  increased  in 
patients  with  irradiation.  There  was  no  sta- 
tistically significant  decrease  in  the  local 
recurrence  rate  nor  a tendency  toward  de- 
crease in  incidence  of  metastases;  patient 
survival  was  not  prolonged. 
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Down  Memory  Lane 


1.  There  is,  strictly  speaking,  no  normal 
lung  plate. 

2.  It  has  frequently  been  noted  that  pa- 
tients suffering  from  renal  disease  show 
blood  sugar  which  is  above  the  normal  limits. 

3.  In  conclusion,  I believe  the  promis- 
cuous removal  of  the  tonsils,  especially  in 
children,  without  the  finding  of  some  as- 
sociated pathologic  condition  is  pernicious, 
and  that  all  cases  demanding  operative  inter- 
ference should  be  selected  only  after  you  are 
thoroughly  convinced  that  you  have  found 
the  condition  present  that  justifies  you  in 
removing  the  tonsils. 

4.  The  small  hospital  as  an  institution  in 
communities  remote  from  the  larger  centers 
of  population  is  with  us  and  has  come  to 
stay. 

5.  As  intelligent  advocates  of  sanitation 
and  preventive  medicine,  we  should  by  ex- 
ample lead  the  public  in  compliance  with  the 
plainly  written  legal  requirements  incident 
to  our  professional  privileges. 

6.  Reference  to  text  books  is  certainly 
permissable,  but  lengthly  quotations  sup- 
porting a proposition  usually  lessens  interest 
and  seldom  enlightens  the  listener. 

7.  In  the  first  case  several  attempts  were 
made  by  the  plaintiff  to  effect  a settlement, 
the  Doctor  being  rather  inclined  to  submit  to 
this  black-mail,  but  finally,  relying  upon  the 
advice  of  the  attorney,  refused  to  pay  one 
cent.  On  the  day  of  the  trial  the  plaintiff, 
through  his  attorney,  came  into  court  and 
dismissed  the  case. 

8.  The  Red  Cross  worked  in  twenty-five 
different  countries. 

9.  Some  surgeons  have  maintained  that 
normal  joints  will  bear  immobilization  for 
an  indefinite  time  without  becoming  anky- 
losed. 

10.  This  list  of  blunders  should  put  one 
upon  his  guard. 

Nebraska  State  Medical  Journal 
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Effects  of  Exercise  on  Recovery  From  Infec- 
tious Hepatitis  — L.  H.  Repsher,  and  R. 
K.  Freebern  (Walter  Reed  General  Hosp, 
Box  772,  Washington,  DC).  New  Eng 
J Med  281:1393-1396  (Dec  18)  1969. 

The  effect  of  strenuous  exercise  on  the  re- 
covery time  of  199  United  States  service- 
men in  Vietnam  with  infectious  hepatitis 
was  compared  to  199  patients  with  infectious 
hepatitis  treated  in  the  customary  fashion. 
The  exercise  group  was  started  on  the  pro- 
gram of  strenuous  exercise  for  approximate- 
ly three  hours  daily  at  the  time  their  symp- 
toms were  considered  to  be  slight,  irrespec- 
tive of  the  degree  of  liver  function  abnorm- 
ality. No  statistical  difference  was  found 
between  the  two  groups  when  compared 
for  the  duration  of  elevation  of  serum  bili- 
rubin or  relapse  rate.  Exercise  did  not  ad- 
versely affect  those  whose  maximum  serum 
bilirubin  was  greater  than  3.0  mg/100  cc. 
No  difference,  in  duration  of  disease  was 
found  in  those  who  were  involved  in  strenu- 
ous activity  at  the  time  of  onset  of  illness 
as  compared  to  those  involved  in  light  activ- 
ity. Strenuous  activity  does  not  adversely 
affect  the  acute  course  of  infectious  hepa- 
titis in  previously  healthy  young  males. 

Mammography  in  Management  of  Breast 
Lesions  — W.  B.  James  and  R.  W.  Irvine 
(Southem  General  Hosp,  Glasgow).  Brit 
Med  J 4:655-656  (Dec  13)  1969. 

The  clinical  and  mammography  findings  in 
101  histologically  proved  breast  lesions  in- 
dicate that  the  individual  accuracy  of  each 
method  in  diagnosing  carcinoma  is  approxi- 
mately 90%,  but  when  taken  together  an 
accuracy  of  98%  is  achieved.  Mammog- 
raphy is  a valuable  complement  to  clinical 
assessment  in  the  management  of  a lesion 
in  a large  atrophic  breast  and  can  demon- 
strate an  impalpable  carcinoma.  In  the  young 
dense  breast,  mammography  is  less  useful 
and  a negative  report  must  be  interpreted 
with  caution. 
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From  the  Editor 


AM  A elects:  private  practice 

\V.  B.  Hildebrand,  M.D.,  of  Menasha, 
Wis.,  has  been  elected  chairman  of  the  Amer- 
ican Medical  Association’s  Committee  on 
Private  Practice  during  its  organizational 
meeting  here. 

The  Committee,  a component  of  AMA’s 
Council  on  IMedical  Service,  was  created  by 
the  House  of  Delegates  at  its  recent  Clinical 
Session  in  Denver. 

A former  president  of  the  American 
Academy  of  General  Practice,  Dr.  Hilde- 
brand has  been  a member  of  the  Council 
since  1968.  He  is  also  an  AMA  Commis- 
sioner to  the  Joint  Commission  on  the  Ac- 
creditation of  Hospitals.  From  1960-64  Dr. 
Hildebrand  served  as  a member  of  AMA’s 
Commission  on  the  Cost  of  IMedical  Care. 

\hce-chairman  of  the  new  Committee  is 
Robert  E.  Tschantz,  M.D.,  of  Canton,  Ohio. 

Other  physician  members  are:  C.  Willard 
Camalier,  Jr.,  Washington,  D.C.;  Burns  A. 
Dobbins,  Fort  Lauderdale,  Fla.;  Frank  H. 
Green,  Rushville,  Ind. ; Warren  A.  Lapp, 
Brooklyn,  N.Y. ; Clinton  S.  McGill,  Port- 
land, Ore. 

Also,  John  G.  Morrison,  San  Leandro, 
Calif. ; Tom  E.  Nesbitt,  Nashville,  Tenn. ; 
Andrew  L.  Thomas,  Chicago;  George  W. 
Wood,  III,  Brewer,  Maine. 


Medicare  in  Chicago 

Doctors  who  belong  to  a Chicago  associa- 
tion of  physicians  may  be  held  individually 
responsible  for  claims  improperly  billed  to 
the  ^Medicare  program  in  an  amount  that 
may  total  over  $1  million. 

Robert  IM.  Ball,  Commissioner  of  Social 
Security,  disclosed  this  in  the  case  of  the 
Associated  Physicians  of  Cook  County  Hos- 
pital, a tax-exempt  corporation  formed  by 
supervising  physicians  at  one  of  the  na- 
tion’s largest  charity  hospitals. 

There  is  evidence,  the  Commissioner  said, 
that  the  association  improperly  submitted 


bills  in  the  names  of  individual  supervising 
physicians  for  services  actually  rendered 
only  by  interns  or  residents. 

He  said  that  in  other  cases  there  was  no 
documentation  to  support  bills  for  services 
to  patients  and  that  some  physicians  have 
told  the  Social  Security  Administration  they 
had  never  performed  any  services  for  Medi- 
care beneficiaries,  even  though  the  associa- 
tion submitted  bills  in  their  names. 

Notice  has  been  given  to  the  association 
and  to  individual  members  that,  in  the  ab- 
sence of  repayment  from  the  association’s 
assets,  the  individual  members  are  person- 
ally responsible  for  the  amounts  billed  in 
their  names. 

Commissioner  Ball  said  a check  of  bill- 
ing practices  of  other  teaching  hospitals  over 
the  last  8 months  has  uncovered  cases  of 
inadequate  documentation  resulting  in  the 
suspension  of  payments  for  some  periods  to 
200  of  the  nation’s  1,200  to  1,300  teaching 
hospitals,  both  large  and  small. 

In  all  but  90  of  these  situations,  pay- 
ments have  been  resumed  as  a result  of  cor- 
rective measures  designed  to  avoid  irregular- 
ities in  documentation  or  erroneous  billings. 

In  all  cases,  steps  are  being  taken  to  re- 
cover any  improper  payments. 

Payments  to  the  Cook  County  Hospital 
association  were  suspended  last  April,  Com- 
missioner Ball  said,  after  its  billing  meth- 
ods came  under  question  and  an  investiga- 
tion was  begun  to  determine  the  total  amount 
improperly  collected  from  the  IMedicare  pro- 
gram. 

The  estimate  of  the  overpayment  is  based 
on  records  made  available  so  far  and  com- 
pares with  a total  of  $1.6  million  for  which 
the  association  has  billed  Medicare. 

IMedicare  regulations  provide  that  pay- 
ments may  be  made  to  supervising  physician 
in  a teaching  hospital  for  the  services  he  has 
personally  rendered  to  a Medicai*e  benefi- 
ciaiy.  The  participation  by  an  intern  or 
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resident  (for  purposes  of  training)  in  the 
care  of  the  patient  does  not  prevent  pay- 
ment to  the  attending  physician  who  is  also 
a teacher.  Such  payments  may  be  made 
whether  the  beneficiary  is  the  doctor’s  pri- 
vate patient  and  is  admitted  to  the  hos- 
pital by  him  or  whether  the  patient  is  as- 
signed to  the  doctor  after  coming  to  the 
hospital  for  admission. 

In  the  Cook  County  case,  however,  in- 
terns and  residents  actually  performed  alone 
many  of  the  services  that  were  billed  to  the 
Medicare  program  in  the  names  of  supervis- 
ing physicians. 

Since  the  cost  of  that  care  is  part  of  over- 
all hospital  costs  and  is  already  paid  for  un- 
der the  Medicare  hospital  insurance  plan, 
it  cannot  be  legally  billed  again  in  the  indi- 
vidual doctor’s  name  under  the  Medicare 
doctor-bill  insurance  plan. 


More  medicare  matters 

The  Social  Security  Administration  with- 
drew certification  from  23  extended  care 
facilities  during  1969  because  they  did  not 
meet  Medicare’s  quality  standards,  Robert 
M.  Ball,  Commissioner  of  Social  Security, 
announced. 

This  brings  to  56  the  number  of  extended 
care  facilities  whose  participation  in  Medi- 
care has  been  terminated  since  the  post- 
hospital extended  care  part  of  the  program 
began  operation  in  January  1967. 

Commissioner  Ball  also  said  that  in  1969, 
460  extended  care  facilities  voluntarily 
withdrew  from  participation  in  Medicare, 
some  of  them  because  it  appeared  that  they 
could  not  upgrade  their  care  or  their  facili- 
ties to  meet  the  program’s  standards. 

As  of  December  31,  1969,  there  were 
4,850  extended  care  facilities  participating 
in  Medicare,  the  same  number  that  were 
participating  on  the  same  date  in  1968. 
Although  a total  of  483  extended  care  fa- 
cilities withdrew  from  the  program  either 
voluntarily  or  involuntarily  during  the  year, 
new  entries  compensated  for  the  with- 
drawals. 

Continuing  surveys  of  quality  standards 
are  conducted  by  State  health  departments 


under  contracts  with  the  Social  Security 
Administration.  The  findings  and  recom- 
mendations of  the  State  departments  are  re- 
poi’ted  to  the  SSA’s  Bureau  of  Health  Insur- 
ance which  has  authority  for  approving  the 
continued  participation  of  any  provider  in- 
stitution, or  the  termination  of  its  Medicare 
agreement. 

During  1969,  10,041  resurveys  of  partici- 
pating extended  care  facilities,  hospitals 
and  home  health  agencies  took  place.  Com- 
missioner Ball  reported.  States  were  reim- 
bursed $8,300,000  for  the  approximately  450 
man  years  of  professional  services  involved 
in  the  Medicare  resurveys. 

The  Medicare  intermediaries,  the  Blue 
Cross  and  private  insurance  organizations 
which  act  as  agents  of  the  government  in 
receiving  and  paying  bills  also  help  evalu- 
ate compliance  with  Medicare  standards,  ex- 
changing information  with  the  state  depart- 
ments, and  reporting  to  the  Social  Security 
Administration. 

Following  initial  certification,  extended 
care  facilities  with  no  significant  deficiencies 
are  resurveyed  every  18  months. 

Those  in  substantial  compliance  but  with 
correctible  deficiencies  are  resurveyed  more 
frequently  until  the  necessary  improvements 
are  made. 

“Only  through  this  kind  of  on-going  sur- 
veillance,” Ball  said,  “can  we  make  sure 
that  Medicare  dollars  are  going  for  high 
quality  care  — that  beneficiaries  are  receiv- 
ing the  full  value  of  the  benefits  the  law  pro- 
vides.” 


D.C.  society  discourages  smoking 

The  Medical  Society  of  the  District  of  Co- 
lumbia, in  mid-January,  1970  launched  a 
new  offensive  against  smoking.  It  called 
for  a ban  on  smoking  in  public  schools,  an 
end  to  cigarette  sales  in  hospitals,  and  for 
separate  hospital  facilities  for  patients  sen- 
sitive to  cigarette  smoke. 

The  Society  also  asked  that  physicians 
place  “No  Smoking”  signs  in  their  offices, 
that  the  government  stop  using  tax  dollars 
to  promote  the  U.S.  tobacco  industry,  and 
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that  the  Federal  Aviation  Administration 
and  Congress  approve  petitions  and  bills  for 
either  separate  smoking  compartments  or 
smoking  bans  aboard  commercial  airliners. 

Joining  the  Society  were  60  public  and 
private  organizations  comprising  the  D.C. 
Interagency  Council  on  Smoking.  In  ad- 
dition to  all  - out  educational  prom.otions, 
physicians  and  ministei’s  staffed  four  five- 
day  withdrawal  clinics. 


AM  A conference  for  medical 
executives 

The  AMA  hosted  a unique  meeting  in  Chi- 
cago January  28-29,  1970  to  strengthen 
communications  and  liaison  between  its  com- 
ponents and  related  professional  organiza- 
tions. Invited  to  the  Conference  for  Senior 
IMedical  Executives  were  249  executives  of 


state  and  county  medical  associations  and  of 
32  medical  specialty  societies. 

The  two-day  session  was  designed  to  en- 
courage the  free  exchange  of  information  be- 
tween the  AMA  administrative  staff  and  the 
registrants  on  medical  programs  and  prob- 
lems, and  to  promote  a greater  utilization  of 
AMA  services. 

Each  of  the  AMA  division  directors  pre- 
sented a summary  of  activities  performed  by 
his  staff,  and  additional  reports  were  made 
by  members  of  the  Office  of  the  Executive 
Vice  President. 

Ernest  B.  Howard,  M.D.,  AMA  executive 
vice  president,  opened  the  Conference.  After 
the  individual  presentations,  the  registrants 
participated  in  eight  different  discussion 
groups  which  focused  on  specific  programs, 
services,  and  needs  in  which  both  the  AMA 
and  the  invited  organizations  can  participate 
to  their  mutual  benefit. 


Our  Medical  Schools 


Dr.  Heaney  receives  award 

Dr.  Robert  P.  Heaney,  professor  of  medi- 
cine in  the  Creighton  University  School  of 
IMedicine,  has  been  named  recipient  of  the 
Kappa  Delta  Award  presented  at  the  an- 
nual joint  meeting  of  the  Orthopedic  Re- 
search Society  and  the  American  Academy 
of  Orthopedic  Surgeons  in  Chicago. 

Dr.  Heaney  shared  the  award  with  Dr. 
William  H.  Harris,  a member  of  the  faculty 
of  Harvard  University  School  of  Medicine. 
The  two  were  honored  as  co-authors  of  a 
paper  entitled  “GroAxdh  Hormone : The  Ef- 
fect on  Skeletal  Renewal  in  the  Adult  Dog.” 

The  Kappa  Delta  Award  is  presented  an- 
nually for  outstanding  scientific  contribu- 
tion in  the  field  of  orthopedic  surgery. 

Dr.  Heaney  also  participated  in  a sym- 
posium on  osteoporosis  at  the  meeting. 

Another  Creighton  faculty  member.  Dr. 
Paul  Saville,  professor  of  medicine,  pre- 
sented a course  on  “IMetabolic  Bone  Dis- 
ease” at  the  joint  session. 


Grant  to  U of  N medical  center 

A grant  of  $200,000  to  establish  and  op- 
erate a regional  medical  library  service  for 
seven  states  has  been  awarded  to  the  Uni- 
versity of  Nebraska  Medical  Center  by  the 
National  Library  of  Medicine  of  the  Unit- 
ed States  Public  Health  Service. 

Other  states  to  be  involved  in  the  program 
included  Missouri,  Kansas,  South  Dakota, 
Wyoming,  Colorado,  and  Utah. 

Medical  Center  President  Dr.  Cecil  L. 
Wittson  said  the  regional  library  “will  in- 
sure access  to  documents  comprising  the 
scientific  record  of  medicine  by  all  health 
workers ; will  improve  the  access  of  these 
documents  in  terms  of  ease  and  speed;  will 
avoid  duplication  of  extensive  collections, 
and  ease  competition  for  library  materials 
now  in  short  supply.” 

The  library  will  be  known  as  the  Midcon- 
tinental Regional  Medical  Library  Service. 
It  will  be  required  to  provide  seiwices  to 
other  health  science  libraries;  offer  free 
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loan  service  to  users,  and  make  available 
photo-duplicated  or  facsimile  copies  of  bio- 
medical materials  so  that  those  who  request 
them  may  retain  them,  according  to  Pro- 
fessor Bernice  M.  Hetzner,  Head  Librarian 
at  the  Medical  Center. 

Professor  Hetzner  said  a staff  consisting 
of  a director,  an  assistant  and  one  secre- 
tary will  be  recruited.  She  said  the  goal  for 
beginning  service  is  March  1. 

When  the  new  two  and  one-half  million- 
dollar  Medical  Center  library  is  completed 
in  mid-April,  the  regional  library  head- 
quarters will  be  moved  there. 

The  library  will  have  an  initial  minimum 
capacity  for  273  thousand  books  and  jour- 
nals in  the  health  sciences.  All  of  this  ma- 
terial, as  well  as  the  material  contained  in 
the  medical  libraries  of  six  other  states  in- 
volved in  the  program,  will  be  available 
to  users  throughout  the  seven-state  area. 

As  a result  of  the  co-operative  venture 
among  the  seven  states,  each  of  the  large 
medical  libraries  has  a list  of  all  periodicals 
which  exist  in  its  own  library  as  well  as  in 
the  other  large  libraries  in  the  region.  The 
alphabetical  list  of  the  periodicals  is  printed 
out  and  kept  current  by  the  Medical  Center 
computer. 

A program  will  be  developed  to  provide 
duplicate  lists  of  the  periodicals  for  place- 
ment with  medical  societies,  hospitals  and 
other  health  science-oriented  libraries  in  the 
region. 

One  of  the  first  programs  will  be  to  de- 
termine what  supplemental  medical  resource 
materials  may  be  needed  to  back  up  the  ar- 
ray of  reading  matter  currently  available  in 
the  region. 

A high-speed  teletype  communications 
network  already  links  the  medical  libraries 
in  Utah,  Colorado,  Nebraska,  Kansas  and 
Missouri  together  to  give  rapid  service  on 
the  provision  of  materials  for  physicians 
and  other  health  personnel  in  the  region. 

Professor  Hetzner  said  the  teletype  link 
has  proven  capable  of  a substantial  reduction 
in  the  time  required  for  a physician  to  re- 
ceive the  material  he  has  requested. 


Pediatric  neurology  course 

A continuing  education  course  in  pediatric 
neurology  scheduled  by  the  University  of 
Nebraska  Medical  Center  for  April  has  been 
postponed  until  November. 

Metabolic  disorders  in  children  will  be 
considered  in  a course  April  2 and  3,  1970. 

Guest  lecturers  for  this  course  include 
Dr.  R.  Rodney  Howell  of  .Johns  Hopkins 
Hospital  and  Dr.  Allan  Drash  of  the  Uni- 
versity of  Pittsburgh. 

Registration  for  this  course,  co-sponsored 
with  Creighton  University  School  of  Medi- 
cine, is  fifty  dollars.  The  first  day’s  ses- 
sions will  be  on  the  Nebraska  campus,  and 
the  second,  on  the  Creighton  campus. 


Medical  technologists 

A course  for  medical  technologists  will 
be  conducted  on  April  2 and  3,  1970.  Regis- 
trants may  attend  for  one  or  both  days  at  a 
fee  of  $25.  Sessions  will  be  in  the  Basic 
Science  Building  of  the  University  IMedical 
Center. 


Dr.  Yarington  receives  grant 

Dr.  C.  T.  Yarington,  Jr.,  chairman  of 
the  department  of  otorhinolaryngology  at 
the  University  of  Nebraska  Medical  Center 
in  Omaha,  has  been  awarded  a grant  in  a 
long-range  project  to  find  cures  for  deaf- 
ness. 

Dr.  Yarington  received  $7,950  for  the 
first  year  of  a three-year  study  of  the  rela- 
tionship between  upper  respiratory  tract 
secretions  and  middle  ear  infections  in  In- 
dian children. 

Screening  tests  will  be  conducted  on  chil- 
dren of  the  Omaha,  Winnebago  and  Sioux 
tribes  who  have  a well-documented  pro- 
longed history  of  middle  ear  infections.  The 
levels  of  immunoglobulin  in  the  secretions 
of  their  upper  respiratory  tracts  will  be  com- 
pared with  those  of  other  Indian  children 
without  an  infection  and  with  those  of  Cau- 
casian children  with  and  without  infections. 
Children  from  hospitals  on  the  Rosebud 
Sioux  Reservation,  the  Omaha  and  Winne- 
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bago  Reservations,  and  the  Department  of 
Indian  Affairs  in  Aberdeen,  South  Dakota, 
who  are  referred  to  the  Medical  Center  will 
be  studied. 

Dr.  Yarington  said  the  role  of  immuno- 
globulin deficiency  relating  to  general  up- 
per respiratory  disease  has  been  demonstrat- 
ed but  the  relationship  of  a specific  immuno- 
globulin in  nasal  and  salivary  secretions  per- 
taining to  middle  ear  infection  is  still  un- 
clear. The  value  of  establishing  this  rela- 
tionship could  be  the  first  step  toward  pre- 
vention of  upper  respiratory  tract  dis- 
orders in  the  Indian  children.  Dr.  Yarington 
said. 

The  grant  to  Dr.  Yarington  is  included 
in  more  than  $250,000  allocated  by  the  Deaf- 
ness Research  Foundation  to  otological  in- 
vestigators in  25  different  localities.  A 


The  Law 

Bill  to  aid  family  doctor  training 

A bill  authorizing  425  million  dollars  in 
federal  funds  to  support  training  programs 
for  family  doctors  and  others  in  the  field 
of  family  medicine  was  introduced  in  the 
U.S.  Senate  and  House  of  Representatives 
simultaneously  by  Sen.  Ralph  Yarborough 
D.,  Tex.)  and  Rep.  Fred  Rooney  (D.,  Pa). 

The  bill,  whose  funds  would  be  appropriat- 
ed through  1975,  provides  for  grants  to  be 
made  by  the  Secretary  of  Health,  Education 
and  Welfare  to  (1)  medical  schools;  (2) 
teaching  hospitals,  and  (3)  interns  and  resi- 
dents who  plan  to  make  family  medicine  their 
specialty. 

The  proposed  legislation  was  introduced 
on  the  first  anniversary  of  the  announce- 
ment of  the  approval  of  family  medicine  as  a 
primary  medical  specialtj".  The  specialty 
became  a fact  when  the  Council  on  Medical 
Education  of  the  American  Medical  Asso- 
ciation and  the  Advisory  Board  for  Medical 
Specialties  approved  a certifying  board  in 
family  medicine  in  1969  just  prior  to  the 
annual  Congress  on  Medical  Education  in 
Chicago. 


gift  from  the  Alfred  P.  Sloan  Foundation 
helped  make  possible  many  of  the  Founda- 
tion’s grants. 

Now  in  its  twelfth  year  of  operation,  the 
Deafness  Research  Foundation  has  been  re- 
sponsible for  having  directed  more  than 
$3,000,000  to  otological  research  and  relat- 
ed objectives. 

The  Foundation  is  a cosponsor  of  the 
Temporal  Bone  Banks  Program  for  Ear  Re- 
search. This  unique  project  has  been  de- 
scribed as  one  of  the  most  significant  steps 
ever  taken  to  advance  otological  research. 
Individuals  with  ear  disorders  bequeath 
their  inner  ear  structures  for  study,  along 
with  their  medical  and  hearing  records. 

The  medical  advisor  of  the  Foundation 
predicted  that  the  next  ten  years  hold  great 
promise  for  otological  research. 


Since  that  time  the  AMA  and  the  Ameri- 
can Academy  of  General  Practice,  the  na- 
tional association  of  family  physicians  and 
a sponsor  of  the  new  certifying  board,  have 
placed  major  emphasis  on  educational  pro- 
grams at  the  residency  level  to  begin  pre- 
paring young  doctors  for  specialty  certifica- 
tion in  this  field. 

IMeanwhile,  the  American  Board  of  Fam- 
ily Practice  will  offer  the  first  certifying 
examination  in  the  new  specialty  in  36  cen- 
ters across  the  nation  February  28  and 
March  1.  Two  thousand  practicing  family 
doctors  will  take  this  first  written  exam. 
Membership  in  the  American  Academj"  of 
General  Practice  for  at  least  six  years  was 
the  basic  qualification  for  these  doctors  to 
take  the  exam.  The  Academy  requires  mem- 
bers to  complete  150  hours  of  approved  post- 
graduate study  every  three  years. 

The  Yarborough  - Rooney  legislation  is 
designed  to  assist  medical  schools  and  teach- 
ing hospitals  to  set  up  quality  family  prac- 
tice departments  and  programs  to  produce 
highly-qualified  family  doctors  as  quickly 
as  possible.  The  shortage  of  primary  physi- 


200 


Nebraska  S.  M.  J. 


cians  has  been  widely  recognized  as  a basic 
shortcoming  in  the  American  medical  sys- 
tem. 

The  bill  defines  family  medicine  as 
“those  certain  principles  and  techniques  and 
that  certain  body  of  medical,  scientific,  ad- 
ministrative and  other  knowledge  and  train- 
ing which  specifically  equip  and  prepare  a 
physician  to  engage  in  the  practice  of  family 
medicine.”  Family  practice  then  is  defined 
as  the  “practice  of  medicine  by  a physician 
. . . who  specializes  in  providing  to  fam- 
ilies . . . comprehensive,  continuing  profes- 
sional care  and  treatment  of  the  type  neces- 
sary or  appropriate  for  the  general  health 
maintenance.” 

Among  major  provisions  of  the  bill  is  that 
an  Advisory  Council  on  Family  Medicine 
be  set  up  to  assist  the  Secretary  of  HEW 
to  award  grants.  This  council  would  re- 
view all  grant  applications  and  recommend 
approvals  to  the  Secretary.  The  council 
would  be  composed  of  (1)  four  doctors  en- 
gaged in  the  practice  of  family  medicine; 
(2)  four  doctors  engaged  in  the  teaching  of 
family  medicine,  and  (3)  four  persons  rep- 
resenting the  general  public.  The  council 
initially  would  help  the  Secretary  set  up  reg- 
ulations for  execution  of  the  legislation. 

The  bill  covers  not  only  the  operation  of 
training  programs  in  family  medicine  but 
also  construction  of  facilities  designed  to 
make  such  programs  functional.  Also  cov- 
ered are  training  programs  designed  to  pro- 
duce heads  of  departments  and  teachers  of 
family  medicine.  In  addition,  the  bill  in- 
corporates a provision  for  training  paramed- 
ical personnel  — non-M.D.  medical  personnel 
— to  work  in  the  field  of  family  medicine. 

The  appropriations  schedule  calls  for  50 
million  dollars  through  the  end  of  fiscal 

1971,  75  million  from  then  until  June  30, 

1972,  and  then  100  million  dollars  each  year 
for  the  remaining  three  years  through  June 
30,  1975. 

Medicare  and  medicaid 

The  staff  of  the  Senate  Finance  Commit- 
tee has  written  a strongly  worded  report  cov- 
ering its  study  of  Medicare  and  Medicaid. 
The  report,  to  be  officially  released  Monday, 


February  9,  is  more  than  300  pages  long  and 
recommends  a number  of  sweeping  changes 
in  the  two  programs  to  control  costs  . . . 
Blame  for  increased  medical  costs  is  placed 
on  the  providers  of  services  as  well  as  on 
the  Social  Security  Administration  for  the 
way  it  handles  Medicare  . . . Admonishing 
the  SSA,  the  staff  study  says  that  Social 
Security  has  not  followed  the  Congressional 
intent  that  Medicare  carriers  not  pay  physi- 
cians more  than  that  paid  for  the  medical 
care  of  their  own  policy  subscribers  ...  On 
physicians,  the  report  warns  that  Congress 
will  take  control  unless  the  medical  profes- 
sion does  more  to  police  itself.  “We  feel 
that  virtually  insurmountable  pressures  will 
develop  for  alternative  control  procedures 
which  may  be  arbitrary,  rigid,  and  insensi- 
tive to  the  legitimate  needs  of  both  the  pa- 
tient and  his  physician”  . . . Approving  the 
staff  work.  Senator  Long  (D)  La.,  Chairman 
of  the  Senate  Finance  Committee  and  Sen- 
ator Williams  (R)  Del.,  ranking  Republican 
member,  predicted  that  many  of  the  recom- 
mendations will  become  law  this  year  when 
Congress  revises  the  Social  Security  Law 
. . . In  objecting  to  further  tax  increases  to 
meet  the  rising  cost  of  the  program.  Sena- 
tor Long  said,  “The  worst  thing  we  can  do 
is  to  go  along  with  HEW’s  suggestion  that 
we  simply  increase  taxes”  ...  In  a related 
development.  Senators  Clinton  Anderson 
(D),  N.  Mex.,  and  George  Aiken  (R)  Vt., 
the  next  day  co-sponsored  a bill  to  make 
public  the  names  of  physicians  who  received 
more  than  $10,000  a year  in  the  Medicare 
and  Medicaid  programs  . . . Last  June,  the 
AMA  wrote  to  all  members  of  the  Senate 
Finance  Committee  saying  it  shared  with  the 
Committee  concern  for  the  mounting  costs 
of  medicare  and  medicaid  programs.  The 
Association  asked  for  the  names  of  the 
physicians  who  had  received  more  than 
$25,000  from  the  programs  so  that  it  could 
conduct  its  own  investigation  and  take,  in 
what  would  probably  prove  to  be  isolated 
cases,  whatever  action  might  be  necessary. 
The  AMA  request  was  turned  down. 

“State  of  the  union” 

President  Nixon  presented  to  the  Congress 
and  the  nation  his  1970  “State  of  the  Union” 
message.  The  President’s  remarks  were 
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couched  in  terms  of  goals  for  the  new  decade 
and  solving  the  problems  which  the  nation 
will  be  facing  during  the  70’s  . . . On  goals 
for  the  next  year,  the  President  said  that 
there  were  12  major  programs  he  wanted 
the  Congress  to  act  upon.  He  named  three 
general  areas  in  which  urgent  priorities  de- 
mand that  we  move  and  move  now  . . . The 
first,  a total  reform  of  the  welfare  system 
based  on  income  support,  job  training,  and 
work  incentives;  second  a new  “Federal- 
ism” which  would  develop  a new  relation- 
ship between  Federal,  State  and  local  gov- 
ernments. While  programs  will  be  coming 
from  Washington,  Mr.  Nixon  said  emphasis 
would  be  placed  on  implementation  at  state 
and  local  levels  so  that  all  of  the  people  will 
become  involved;  the  third,  a major  expan- 
sion of  the  range  of  opportunities  for  all 
people  including  “equal  voting  rights,  equal 
employment  opportunity  and  new  opportun- 
ities for  expanded  ownership.”  Turning  to 
a major  domestic  problem,  the  President 
cited  the  Federal  government  as  the  prime 
culprit  in  the  inflation  spiral  because  of  its 
unbalanced  budgets  and  deficit  spending.  He 
warned  that  many  programs  which  are  popu- 
lar will  be  cut  back  because  of  their  infla- 
tionary effect  on  the  economy. 

Environmental  Health  and  Resources : 
Looking  to  the  years  ahead,  Nixon  said  that 
the  major  domestic  concern  will  be  our  en- 
vironment and  that  strong  efforts  must  be 
made  to  protect  and  improve  air,  land,  and 
water  resources.  He  told  the  assembled 
House  and  Senate  that  he  will  propose  a 
long  range  program  to  up-grade  our  environ- 
ment which  will  be  the  most  comprehensive 
and  costly  of  all  proposals  so  far.  He  said 
he  will  ask  for  $10  billion  for  “clean  water” 
to  provide  major  waste  treatment  plants 
wherever  needed  . . . On  air  pollution  control 
the  President  said  there  would  be  increased 
activities  in  designs  for  combustion  engines 
and  clean  burning  fuels  and  that  he  would 
ask  for  stronger  enforcement  provisions, 
saying  that  air,  water  and  land  will  be  treat- 
ed as  “scarce  resources”  rather  than  free 
commodities  . . . The  President  concluded 
his  message  with  a call  to  all  the  people  to 
become  involved  in  environmental  improve- 
ment so  that  the  program  which  he  is  pro- 
posing will  be  effective  . . . Although  the 


subject  of  health  was  mentioned  only  once 
by  the  President,  he  is  expected  to  present 
to  the  Congress  his  health  goals  before 
long. 


Drug^  bill  clears  senate 

By  a vote  of  82  to  0,  the  Senate  has  ap- 
proved S.  3246,  the  Controlled  Dangerous 
Substance  Act  of  1969,  which  places  in  the 
Office  of  the  Attorney  General  the  authority 
for  the  control  of  dangerous  substances  and 
for  the  enforcement  of  existing  narcotic  con- 
trol laws  . . . During  Senate  debate,  a pri- 
mary concern  was  the  “no-knock”  provi- 
sion which  allows  an  enforcement  officer  to 
enter  a house  without  knocking  or  identify- 
ing himself  if  he  believes  that  his  life  is 
in  danger  or  that  there  are  drugs  in  the 
house  that  could  be  easily  disposed  of  or 
destroyed  in  the  time  it  would  take  for 
him  to  make  his  identity  and  purpose  known. 
However,  the  officer  would  have  to  obtain 
a judicial  warrant  which  specifically  author- 
izes the  exercise  of  the  no-knock  provi- 
sion . . . Another  major  issue  was  raised  by 
Senator  Hughes  (D)  Iowa,  who  said  much 
of  the  power  given  to  the  Attorney  General 
by  the  bill  should  be  vested  in  HEW  . . . 
Testifying  last  Fall  in  similar  bills,  S.  2637 
and  S.  1895,  the  AM  A objected  to  provi- 
sions which  called  for  licensing  and  registra- 
tion of  physicians,  and  record  keeping  by 
physicians  in  certain  circumstances.  AMA 
witness  Henry  Brill,  M.D.,  also  opposed  to 
giving  to  the  Attorney  General  the  right  to 
determine  the  classification  of  dangerous 
drugs  and  to  conduct  research  and  education- 
al programs,  saying  that  these  should  be 
the  function  of  HEW. 


In  related  developments 

Senator  Hughes  has  announced  that  his 
Subcommittee  on  Alcoholism  and  Drug  Ad- 
diction of  the  Senate  Labor  and  Public  Wel- 
fare Committee  will  consider,  in  April,  a 
variety  of  bills  concerned  with  general  drug 
addiction,  research,  treatment  and  rehabilita- 
tion of  drug  addicts.  Hughes  expects  that 
his  Subcommittee  will  then  write  its  own 
bill  . . . House  Interstate  and  Foreign  Com- 
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merce’s  Subcommittee  on  Public  Health  and 
Welfare  has  announced  that  it  will  begin 
hearings  soon  on  the  drug  abuse  bills  that 
are  presently  pending  before  the  Committee. 
The  primary  bills  to  be  considered  are  H.R. 
11701,  the  Comprehensive  Drug  Abuse  Con- 
trol Act,  and  H.R.  13743,  the  Controlled  De- 
pressant and  Stimulant  Drugs  Act,  both 
of  which  were  introduced  by  Committee 
Chairman  Staggers  (D)  West  Virginia. 


FDA  commissioner  testifies 

Charles  C.  Edwards,  M.D.,  the  new  Com- 
missioner of  the  Food  and  Drug  Administra- 
tion, appeared  before  the  Subcommittee  on 
Public  Health  and  Welfare  of  the  House 
Interstate  and  Foreign  Commerce  Commit- 
tee to  discuss  the  reorganization  of  the 
FDA.  Doctor  Edwards  reported  that  the 
FDA  has  followed  the  major  recommenda- 
tions contained  in  the  study  report  prepared 
by  Deputy  Under  Secretary  of  HEW  Malek 
. . . The  new  FDA  Chief  said  that  he  has: 
pinpointed  responsibility  and  authority  ac- 
cording to  each  product  or  problem  areas ; 
initiated  programs  to  develop  improved 
management  planning  and  control;  and  es- 
tablished a “critical  problem”  reporting  sys- 
tem designed  to  minimize  the  number  of 
crises  that  reach  top  management  with  little 
warning. 


HEW  bill  vetoed 

President  Nixon,  in  his  veto  of  H.R.  13111, 
the  Labor-HEW  Appropriations  Bill  for 
1970,  charged  that:  The  bill  was  inflation- 
ary; contained  $1.3  billion  more  than  he 
had  requested ; contained  mandatory  provi- 
sions for  funds  for  programs  which  were 
not  of  the  highest  level  of  priority ; and  that 
it  was  too  late  in  the  fiscal  year  for  the  pro- 
posed level  of  educational  funding  to  be 
effective  since  the  school  year  was  more 
than  half  over  ...  On  the  previous  day,  the 
House  had  passed  the  Senate  amendment 
earmarking  funds  for  the  Office  of  Eco- 


nomic Opportunity  for  alcoholism,  drug  ad- 
dict treatment,  and  for  family  planning  pro- 
grams. These  provisions  were  specifically 
mentioned  in  the  President’s  veto  message 
with  Mr.  Nixon  commenting  that  funds 
should  not  be  specifically  required  to  go  to 
a particular  program  this  late  in  the  year. 
The  President  stated  that  he  wanted  more 
flexibility  in  OEO  in  the  use  of  funds  for 
specific  programs  . . . The  President  indi- 
cated that  he  would  sign  a bill  with  sub- 
stantially the  same  appropriations  if  it  gave 
him  the  discretionary  authority  to  deter- 
mine where  the  money  would  go  and  in  what 
amounts  it  would  be  allocated  . . . The  same 
day,  the  veto  was  sustained  when  the  House 
preponents  of  the  bill  could  only  muster  226 
votes,  a little  more  than  half  the  House,  with 
191  members  of  the  House  voting  for  the 
President’s  position,  the  Labor  - HEW  bill 
went  back  to  the  House  Appropriations  Com- 
mittee for  a rewrite  job. 


In  brief 

The  Senate  Labor  and  Public  Welfare 
Committee  expects  to  make  its  report  on 
S.  2182,  which  extends  and  expands  the  Hill- 
Burton  program  for  construction  and  mod- 
ernization of  hospitals  and  other  medical  fa- 
cilities . . . Also,  a Conference  Committee  is 
expected  to  begin  consideration  of  S.  2809, 
Grants  to  Schools  of  Public  Health,  and 
S.  2523,  the  Community  Mental  Health 
Centers.  Both  bills  contain  a substantial 
increase  in  appropriations  . . . The  House 
Ways  and  Means  Committee  continued  its 
Executive  Sessions  on  the  various  Social 
Security  amendments  now  pending  before 
it  . . . This  week,  the  Subcommittee  on  Vet- 
erans’ Affairs  of  the  Senate  Labor  and 
Public  Welfare  Committee  concluded  its 
hearings  on  medical  care  in  VA  facilities  for 
Vietnam  veterans  . . . Then  the  House  Inter- 
state and  Foreign  Commerce’s  Subcommit- 
tee on  Labor  and  Public  Welfare  held  hear- 
ings on  H.R.  10138  and  S.  2452  which  would 
equalize  the  retirement  benefits  of  officers 
in  the  Public  Health  Services  with  officers 
in  the  other  uniformed  services,  including 
the  Armed  Forces. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
March  7 — Broken  Bow,  Elk’s  Lodge 

March  14  — McCook,  St.  Catherine’s  Hos- 
pital 

April  4 — Alliance,  Central  School  Build- 
ing 

April  18  — Ainsworth,  Elementary  School 
Building 


RURAL  HEALTH  — 23rd  National  Confer- 
ence, sponsored  by  the  AMA  Council  on 
Rural  Health;  at  the  Pfister  Hotel  and 
Tower,  Milwaukee,  Wisconsin,  April  9-10, 
1970. 


AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  Nebraska  Chapter  — 
Fourth  annual  state  convention  and  edu- 
cational seminar.  New  Tower  Motel,  Oma- 
ha, Nebraska,  April  10,  11  and  12,  1970. 
Write  to:  Theola  Thornton,  President,  110 
22nd  Drive,  Norfolk,  Nebraska  68701;  or 
to  Barbara  Guhl,  Convention  Chairman, 
3032  Fowler,  Omaha,  Nebraska. 


22ND  ANNUAL  MIDWEST  CANCER 
CONFERENCE  — Sponsored  by  the  Kan- 
sas Division,  American  Cancer  Society, 
April  10-11,  1970,  Broadview  Hotel,  Wich- 
ita, Kansas;  free  registration;  AAGP 
credit.  The  address  of  the  Kansas  Divi- 
sion of  the  ACS  is:  824  Tyler  Street,  To- 
peka, Kansas  66612. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 102  Annual  Session,  April  27-29, 
1970,  Hotel  Cornhusker,  Lincoln,  Ne- 
braska. 


THIRD  NATIONAL  VOLUNTARY 
HEALTH  CONFERENCE  — Sponsored 


by  the  AMA  Council  on  Voluntary  Health 
Agencies,  May  7-8,  1970,  Statler  - Hilton 
Hotel,  Washington,  D.C.  Conference 
theme  — Health  Team  Relationships : 
Professional  Associations ; Governmental 
Agencies,  and  Voluntary  Organizations. 
Write  to:  3rd  National  Voluntary  Health 
Conference,  Department  of  Health  Educa- 
tion, Communications  Division,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 


AMERICAN  MEDICAL  ASSOCIATION  — 
119th  Annual  Convention,  June  21-25, 
1970,  Chicago,  Illinois. 


NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 
day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Informa- 
tion from  program  coordinator:  R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 


TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 
tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chairman. 


AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  AALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 
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Letters  to  the  Editor 


To  the  Editor: 

The  American  EEG  Society  announces 
that  the  1970  meeting  will  be  held  in  Wash- 
ington, D.C.  at  the  Shoreham  Hotel.  The 
Scientific  Session  is  to  be  held  on  the  17, 
18  and  19  of  September,  1970.  Members,  as 
well  as  nonmembers,  are  invited  to  submit 
abstracts  for  the  presentation  at  the  meet- 
ing by  June  1,  1970.  The  abstracts  should 
be  submitted  to:  Dr.  Reginald  Bickford,  De- 
partment of  Neurosciences,  University  of 
California,  LaJolla,  California  92037. 

Thank  you  for  your  consideration  of  this 
request. 

Sincerely, 

Philip  T.  White,  M.D., 

Secretary. 


3.  Make  membership  the  priority  project 
in  your  state. 

4.  Draw  members-at-large  into  the  Aux- 
iliary fold.  After  contacting  each 
member-at-large  for  dues,  write  a 
personal  note  to  determine  her  inter- 
terests.  Introduce  her  at  the  State 
Convention,  try  to  find  a state  job 
for  her. 

5.  Sell  the  Auxiliary.  Know  our  goals 
and  ideals. 

6.  Be  knowledgeable  concerning  mem- 
bership. Know  how  dues  are  spent 
both  on  national  and  state  levels. 

7.  Remember  that  happy,  cordial  rela- 
tionships among  members  and  offi- 
cers are  vitally  important. 

Doris  Cole 


1.  North  Central  regional  work- 
shop membership  chairman’s  report 

My  first  visit  to  an  Auxiliary  Workshop 
was  on  October  20  and  21,  1969  in  Kansas 
City,  Missouri.  It  was  an  exciting  trip, 
right  from  the  eighteen  minute  flight  out  of 
Lincoln  until  the  final  roundtable  discussion. 

My  role  at  the  workshop  was  to  repre- 
sent the  Nebraska  Auxiliary  at  the  mem- 
bership sessions.  These  meetings  were  ex- 
tremely informal.  Each  chairman  introduced 
herself  and  told  about  problems  or  ideas  in 
recruiting  and  keeping  Auxiliary  members 
in  her  home  state. 

Suggestions  from  the  workshop  which 
seemed  pertinent  to  Nebraska  membership 
are  listed  below: 

1.  Membership  Chairmen  should  work 
more  closely  with  the  State  Treasur- 
ers. 

2.  Write  regular  articles  for  the  News- 
letter or  the  State  Medical  Journal. 


2.  Rural  health  committee 

“Interested,  Informed,  Involved.”  This 
is  a portion  of  the  theme  our  President, 
Marilyn  Mclntire  has  chosen  for  the  year. 
This  is  what  the  Rural  Health  Committee  is 
attempting  to  correlate.  We  are  interested 
in  all  phases  of  medicine,  but  especially  those 
pertaining  to  Community  Health.  We  are 
informing  ourselves  with  the  programs  of 
the  Auxiliary  and  are  trying  to  become  in- 
volved in  particular  with  the  “Emergency 
Medical  Service  Program”  sponsored  by  the 
AMA  and  by  the  Nebraska  State  Medical 
Association.  Health  tips  given  on  the  local 
radio  stations  concerning  AMA  emergency 
medical  identification  cards  have  been  well 
received  and  many  inquiries  have  been  made. 

As  a group,  the  Auxiliary  has  endorsed 
the  Medic- Alert  Foundation,  Turlock,  Cali- 
fornia. This  is  a private  organization  serv- 
ing the  nation,  providing  24  hour  service  for 
anyone  needing  emergency  assistance. 

On  a statewide  basis,  we  are  attempting 
to  have  available  to  the  public,  free  of 
charge,  a plastic  identification  card.  This 
card  will  be  distributed  through  a doctor’s 
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office,  and  will  be  filled  out  by  the  doctor 
and  the  patient,  and  will  list  any  emergency 
medical  information.  We  are  negotiating 
with  Blue  Cross-Blue  Shield  in  this  connec- 
tion, and  hope  to  have  some  concrete  plans 
for  this  card  by  spring. 

The  Rural  Health  chairman  and  the  Aux- 
iliary president  were  asked  to  attend  a Great 
Plains  Comprehensive  Health  planning  ses- 
sion last  spring  at  the  University  of  Ne- 
braska Center.  We  found  this  meeting  to  be 
most  informative. 

The  Rural  Health  Committee  has  also  been 
supporting  the  “Homemakers  Unlimited” 
coach  by  assisting  the  University  of  Nebras- 
ka Home  Economics  department  with  their 
advance  publicity.  We  alert  the  doctors  and 
their  wives  when  the  coach  will  be  in  their 
community.  The  Home  Economics  depart- 
ment has  prepared  a new  film  about  the 
“Homemakers  Unlimited”  coach.  This  film 
was  shown  at  the  AMA  national  convention 
last  June,  and  also  at  the  Fall  board  meet- 
ing. 

As  in  the  past,  we  will  continue  to  work 
with  the  Rural  Medical  Service  Committee. 

Mrs.  Charles  Ashby,  Chairman 


Welcome  New  Members 

Lyle  W.  Nilson,  M.D. 

5519  Military  Avenue 
Omaha,  Nebraska  68104 

James  Schwedhelm,  M.D. 

1300  Nebraska 
Norfolk,  Nebraska  68701 

J.  A.  Federle,  M.D. 

Arapahoe,  Nebraska  68922 

Russell  E.  Beran,  M.D. 

3610  Dodge 

Omaha,  Nebraska  68131 

William  C.  Melcher,  M.D. 

701  Doctors  Building 
Omaha,  Nebraska  68131 

R.  W.  Olnhausen,  M.D. 

3610  Dodge 

Omaha,  Nebraska  68131 


Uremia,  Deafness,  and  Paralysis  Due  to  Ir- 
rigating Antibiotic  Solutions — J.  E.  Davia, 
A.  W.  Siemsen,  and  R.  W.  Anderson  (Val- 
ley Forge  General  Hosp,  Phoenixville,  Pa). 
Arch  Intern  Med  125:135-139  (Jan)  1970. 

Prophylactic  and  therapeutic  irrigation  of 
body  tissues  with  antibiotic-containing  solu- 
tions is  in  widespread  practice.  The  peri- 
toneal cavity,  pleural  cavity,  and  orthopedic 
wounds  are  the  most  frequent  sites  of  anti- 
biotic instillation.  A recent  study  has  indi- 
cated that  no  benefit  is  obtained  from  anti- 
biotic irrigation  of  orthopedic  wounds.  The 
toxic  manifestations  in  two  patients  whose 
orthopedic  wounds  were  irrigated  with  a so- 
lution containing  polymyxin  B sulfate,  neo- 
mycin sulfate,  and  bacitracin,  and  one  pa- 
tient whose  wound  was  irrigated  with  a solu- 
tion containing  only  neomycin  are  presented. 
All  three  patients  had  reversible  acute  renal 
failure  and  all  became  clinically  deaf.  In 
addition,  one  patient  had  toxic  effects  to 
the  nerves  and  muscles  as  manifested  by 
postoperative  muscular  weakness  and  apnea. 
Hemodialysis  was  used  in  these  patients  in 
the  treatment  of  the  toxic  effects  from 
these  particular  agents. 


Six  Years’  Experience  With  Herpes  Simplex 
Virus  in  Children’s  Home  — T.  C.  Cesario 
et  al  (2002  W 39th  St,  Kansas  City,  Kan). 
Amer  J Epidem  90:416-422  (Nov)  1969. 

A six-year  study  of  the  epidemiology  of 
virus  infections  in  a children’s  home  revealed 
32.1%  of  the  children  shed  hei-pes  simplex 
virus  at  least  once.  Episodes  of  non-primary 
shedding  occurred  at  intervals  varying  from 
2 to  40  months,  lasted  as  long  as  five  months, 
and  rarely  led  to  rises  in  the  neutralizing 
antibody  titer.  Herpes  labialis  was  an  infre- 
quent physical  finding  despite  frequent  iso- 
lation of  the  virus.  In  only  35%  of  the  cases 
could  illness  be  implicated  as  activating  her- 
pes simplex  virus.  Fifty-one  percent  of  the 
children  entering  the  home  had  neutralizing 
antibodies  for  herpes  simplex  virus;  only 
eight  of  70  initially  seronegative  children 
experienced  primary  infections  while  in  the 
home. 
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Clinical  Appraisal  of  Adequacy  of  Brain  Cir- 
culation During  Anesthesia  With  Particu- 
lar Reference  to  Carotid  Thromboendar- 
terectomy  — L.  C.  Jenkins  and  W.  B. 
Chung  (Univ  of  British  Columbia,  Van- 
couver). Canad  Anaesth  Soc  J 16:461- 
476  (Nov)  1969. 

Studies  in  30  patients  having  carotid 
thromboendai'terectomy  demonstrated  the 
validity  of  using  internal  jugular  venous 
oxygen  tension  as  a measure  of  cerebral 
blood  flow  (CBF)  in  these  clinical  situations. 
No  significant  differences  were  found  to  re- 
sult from  three  types  of  anesthetic  agents 
used:  cyclopropane,  nitrous  oxide  and  halo- 
thane,  and  halothane  and  oxygen.  There 
were  no  differences  in  samples  obtained  dur- 
ing the  use  of  a temporary  internal  carotid 
shunt;  the  shunt  provided  blood  flow  suffi- 
cient to  maintain  cerebral  circulation.  It 
appeared  essential  that  the  conduct  of  anes-  1 
thesia  with  the  agent  provide  stability.  ! 
Monitoring  of  the  electrocardiogram,  central 
venous  pressure,  and  arterial  blood  pressure 
provided  a ready  assessment  of  cardiovas- 
cular stability.  Continuous  EEC  monitoring 
had  limited  usefulness  as  an  index  of  this  i 
stability  and  in  assessing  adequacy  of  CBF.  | 


“Isn’t  that  cute,  Doctor?  He  thinks  every 
time  you  see  him  you  want  to  examine  his 
tongue.” 


EDUCATIONAL  TELEVISION 
VIEWERS 

Be  Sure  To  Watch 
“SONS  and  DAUGHTERS” 

A series  of  five  color  television  programs 
designed  to  assist  families  in  accepting  the 
responsibility  of  sex  education  in  the  home. 

Entire  series  will  be  broadcast  in  program 
sequence  at  9:30  p.m.,  March  2,  3,  4,  5,  6. 
Series  will  repeat  beginning  March  8 with 
each  program  being  broadcast  three  times 
during  the  week  at  4:30  p.m.  Sunday,  7:00 
p.m.  Tuesday,  and  9:30  p.m.  Thursday. 

Sponsored  by: 

Nebraska  State  Medical  Association 
and 

Woman’s  Auxiliary 
and  the 

Nebraska  Inter-Agency  Health 
Planning  Council,  Inc. 
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REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  ■ Office  Forms 
Quality  Printing  at  the  Right  Price 
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Physicians'  Classified 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following:  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1315  Sharp  Building:, 
Lincoln,  Nebraska  68508. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


WANTED  — General  Practitioner  to  join 
busy  40  year  old  practice  in  Lincoln.  For 
health  reasons  a locum  tenens,  an  associate 
and,  or  the  eventual  sale  of  the  practice  are 
possible.  Contact  Box  21,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebr.  68508. 


FOR  SALE  — A Majestic  Electro  Coagu- 
lation and  cutting  apparatus  in  excellent  con- 
dition. Made  by  the  Burdig  Company  and 
distributed  by  the  American  College  of  Sur- 
geons. Contact  Box  22,  Nebraska  State  Medi- 
cal Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska 68508. 
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Medical  Protective  Company  6 

Merck,  Sharp  & Dohme 18,  19,  20 
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National  Drug  Company 7,  8,  23 

News  Printing  Company  25 
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Parke-Davis  & Company 13,  190-D 
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G.  D.  Searle  & Company 190-B,  190-C 
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Travel  Unlimited  12 


GENERAL  PRACTICE  — Active,  busy  solo 
general  practice.  Office  and  equipment  sec- 
ond to  none.  Outstanding  community  of  6,000 
with  wheat  and  oil  economy.  Local  45-bed 
hospital,  latest  equipment.  Hunting,  fishing, 
boating  and  country  club  facilities  within  a 
few  minutes  of  our  front  door.  Home  avail- 
able if  desired.  Am  leaving  June  1 for  a resi- 
dency in  psychiatry  and  must  sell  my  practice. 
Please  write  or  call  collect.  Phone  308-235- 
2212.  R.  C.  Calkins,  M.D.,  320  South  Chest- 
nut, Kimball,  Nebraska  69145. 

WANTED  — Internist  or  General  Practi- 
tioner for  staff  position  in  201  bed  Medical 
Service  of  University  affiliated  VA  Hospital. 
Excellent  fringe  benefits  and  retirement  pro- 
gram. Nondiscrimination  in  employment.  Con- 
genial colleagues.  Pleasant  working  conditions. 
Air-conditioned  hospital.  License  in  any  State 
required.  Regular  hours.  For  further  infoi-- 
mation  contact  Elwood  Buchman,  M.D.,  Chief, 
Medical  Service,  VA  Hospital,  Des  Moines, 
Iowa  50309.  Phone  515-255-2173,  Ext.  250. 
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THE  MOVING  FINGER 

I’d  rather  have  fingers  than  toes,  said  Mr. 
Burgess,  and  who  will  quarrel  with  him? 
They  are  all  digits,  and  while  Houdini  could 
tie  knots  with  his  toes,  fingers  are,  to  make 
a pun,  handier.  But  identifying  fingers  is 
harder  than  counting  teeth,  even  though  we 
still  have  all  our  digits,  but  not  all  our 
teeth. 

To  begin  at  the  beginning,  as  the  King 
said,  there’s  right  and  there’s  left,  and  we 
have  seen  the  finger  move  from  side  to 
side  as  we  turned  the  pages  of  the  chart. 
But  perfect  confusion  can  result  from  num- 
bering and  naming  our  five  fingers.  There’s 
the  thumb,  which  is  supposed  to  be  the 
first  finger,  but  we  know  another  source- 
book  that  says  that  a finger  is  any  hand- 
digit, especially  one  other  than  the  thumb. 
Next  comes  the  index  finger,  also  called  the 
pointing  finger  and  the  forefinger,  and 
sometimes  called  the  second  finger,  only 
sometimes  it’s  called  the  first.  There’s  no 
mistaking  the  middle  finger,  which  is  usual- 
ly number  three,  and  we  have  seen  it  re- 
ferred to  on  a chart  as  the  long  finger. 
Ring  finger  and  little  finger  are  perfectly 
good  names  and  everybody  knows  what  they 
mean.  And  fifth  can  only  mean  one  finger. 

But  what’s  the  first  finger,  and  which  is 
the  fourth?  If  one  thinks  a hand  has  a 
thumb  and  four  fingers  and  another  thinks 
of  five  fingers,  the  patient,  the  doctor,  and 
the  lawyer  may  be  in  trouble. 

The  French  word  for  thumb  is  pouce,  and 
pouce  also  means  inch  in  France,  and  you 
can  see  why.  A thumb  is  an  inch  wide, 
which  is  good  to  know  when  you  don’t  have 
a yardstick.  Doctors  have  used  finger- 
breadths  for  inches  for  years,  and  a finger- 
length  has  been  defined  as  four  and  a half 
inches,  but  that  seems  too  long. 

While  one  through  five  seems  a simple 
way  out  of  our  problem,  we  do  not  all  agree, 
and  so  we  suggest  that  we  stop  counting  our 
fingers  and  use  only  their  names.  Just  say 
thumb;  and  index,  middle,  ring,  and  little 
fingers.  You  can  still  count  with  your  fin- 
gers. But  give  them  names.  Like  pinkie. 

— F.C. 


AT  HOME  ON  THE  RANGE 

We  found  ourselves  collecting  normal 
values  for  things  in  the  body,  and  unfor- 
tunately you  have  to  know,  or  be  able  to 
find,  two  numbers  for  every  test,  the  low 
and  the  high  normal,  or  the  range  of  normal 
values.  Averages,  medians,  modes,  and 
means  are  not  enough,  and  even  one  value 
representing  the  high  normal  will  not  do. 
The  range  is  held  in  high  esteem  by  bio- 
statisticians ; they  worry  if  it’s  too  high 
and  they  worry  if  it’s  too  low. 

So  we  went  through  dozens  of  blood  and 
urine  tests,  and  we  divided  the  high  normal 
by  the  low  for  each,  which  gave  us  an  ex- 
pression of  the  range.  If  the  normal  set  of 
values  for  a substance  is  80  to  120  for  any 
units,  1.5  is  the  ratio,  and  is  an  expres- 
sion of  the  range.  Then  we  added  the 
ratios  for  all  the  tests  and  divided  by  the 
number  of  tests,  and  this  is  what  we  found. 

We  had  60  blood  tests,  and  the  average 
range-width,  or  ratio  of  high  normal  to  low 
normal,  was  2.25.  It  was  lowest  for  the  pH 
(1.014)  and  highest  for  SCOT  or  SGPT: 
7.5  to  8,  depending  on  your  authority. 

There  were  17  urine  tests,  and  the  average 
range-width,  or  range-ratio,  was  3.03;  per- 
haps blood  is  a more  exact  fluid  than  urine. 
The  low  was  1.02,  for  specific  gravity,  and 
the  high  was  5,  for  FSH.  Adding  blood  and 
urine  tests,  we  get  an  average  range  (we  like 
to  call  it  our  very  own  index)  of  2.43. 

We  might  call  this  our  range  of  ranges, 
and  we  can  only  suspect  that  it  means  that 
things  vary  in  the  body,  in  blood  and  urine, 
anyway,  from  one  to  two.  Or  only  a little 
more. 

—F.C. 


MATERNAL  MORTALITY 

We  have  published,  with  a great  deal  of 
pleasure,  the  annual  reports  of  the  Maternal- 
Child  Health  Committee  of  the  Nebraska 
State  Medical  Association  since  1966,  and 
we  are  pleased  to  include  the  1968  report 
in  this  issue  of  the  Journal.  These  articles 
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have  a special  value  for  Nebraska  and  are 
of  national  importance.  Dissemination  of 
medical  intelligence  of  this  kind  is  one  of 
the  many  important  functions  of  a state 
medical  journal,  and  enhances  its  value. 

This  article  represents  cooperation  be- 
tween our  two  medical  schools,  and  with  the 
state  medical  association  and  the  specialty 
society.  And  it  is  well  written.  We  were 
particularly  happy  to  accept  it  for  publica- 
tion, and  we  said  so.  Even  if  you  are  not  an 
obstetrician  or  a pediatrician,  read  it.  You’ll 
like  it. 

— F.C. 


Long-Term  Survival  After  Ventricular  Fi- 
brillation Complicating  Acute  Myocardial 
Infarction  — D.  M.  Lawrie  (Royal  East 
Sussex  Hosp,  Hastings,  England).  Lancet 
2:1085-1087  (Nov  22)  1969. 

Fifty-three  patients  leaving  hospital  after 
an  episode  of  ventncular  fibrillation  (VF) 
complicating  acute  myocardial  infarction 
were  followed  up  for  six  months  and  41  of 
them  were  followed  up  for  over  one  year. 
The  mortality  rate,  work  record,  and  clinical 
status  of  these  patients  indicated  that  the 
episode  of  W did  not  adversely  affect  the 
long-term  prognosis.  Patients  surviving  pri- 
mary did  especially  well.  The  first-year 
mortality  rate  for  this  group  was  7 % . After 
one  year  92%  of  men  patients  surviving 
primary  \’F  were  able  to  return  to  work 
and  67%  had  returned  to  the  same  job. 

Effects  of  Prolonged  Positive  Pressure  Ven- 
tilation in  Infancy  — N.  D.  Barnes  et  al 
(D.  Hull,  Institute  of  Child  Health,  Lon- 
don). Lancet  2:1096-  1099  (Nov  22) 
1969. 

Six  infants  with  various  causes  for  their 
initial  respiratory  failure  required  artifical 
ventilation  for  more  than  six  months.  They 
each  developed  overinflated  lungs  with 
similar  radiological  changes,  high  airways 
resistance,  normal  or  high  static  lung  com- 
pliance and  yet  low  dynamic  lung  compliance. 
These  changes  were  probably  due  to  the  posi- 
tive pressure  ventilation. 


Evaluation  of  Nipple  Discharge  in  Benign 
and  Malignant  Diseases  — W.  W.  Funder- 
burk and  B.  SjT)hax  (Howard  Univ  School 
of  Medicine,  Washington,  DC) . Cancer  24 : 
1290-1296  (Dec)  1969. 

The  evaluation  of  nipple  discharges  un- 
related to  gestation  should  proceed  in  an 
orderly  fashion.  Evaluation  of  257  ducts 
from  182  patients  suggests  that  location 
of  the  lesion  can  be  assured  with  or  with- 
out a palpable  mass  by  using  contrast  mam- 
mography. Serous  and  bloody  discharges  are 
the  most  important  types  of  secretions. 
Eleven  of  the  papillaiy  lesions  and  cancers 
presented  this  fluid;  four  papillomas  had 
clear  secretions.  Nonspontaneous  discharges 
of  all  types  were  followed  and  exploration 
delayed  until  either  a mass,  positive  Pap 
smear,  or  result  of  contrast  mammogram  is 
evident.  Even  though  cancer  is  suspect  in 
patients  after  the  age  of  40,  papillomas  are 
the  most  frequent  lesion  encountered  in  the 
fourth  and  fifth  decades.  In  this  series,  in 
the  sixth  decade,  cancer  comprised  50%  of 
all  lesions  causing  nipple  discharge.  Need- 
less mastectomy  can  be  avoided  in  patients 
without  a palpable  mass  by  locating  and  re- 
moving the  duct  of  discharge  and  basing 
surgical  treatment  on  the  microscopic  re- 
port. 

Roles  of  Mammography  in  Early  Detection 
of  Breast  Cancer  — R.  L.  Egan  (Emoiy 
Univ  School  of  Medicine,  Atlanta).  Can- 
cer 24:1197-1200  (Dec)  1969. 

The  roles  of  mammography  in  earlj"  detec- 
tion of  breast  cancer  are  many,  both  direct 
and  indirect.  Mammography  appeals  to  the 
patient,  is  the  only  procedure  that  consistent- 
ly detects  breast  cancer  prior  to  signs  and 
symptoms,  and  has  proved  a most  valuable 
adjunctive  diagnostic  procedure  in  the  man- 
agement of  the  patient  with  breast  disease. 
It  continues  to  stimulate  the  team  approach 
of  the  surgeon,  radiologist,  and  pathologist 
with  increased  interest  in  breast  cancer. 
Better  treatment  planning,  increased  knowl- 
edge about  breast  diseases  — benign,  malig- 
nant, and  premalignant  — and  resultant  bet- 
ter patient  care  are  emerging.  IMammog- 
raphy  is  adding  to  the  control  of  breast  can- 
cer. 
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ORIGINAL  ARTICLES 


Genetic  Counseling  (A  Scientific  Exhibit)* 


Introduction 

There  is  a worldwide  need  for 
genetic  counseling  which 
should  be  an  integral  part  of 
any  medical  approach  when  hereditary  fac- 
tors are  either  suspected  or  actually  proven. 
In  1964,  the  World  Health  Organization  Ex- 
pert Committee  on  Human  Genetics^  recom- 
mended increased  training  of  medical  per- 
sonnel in  medical  genetics,  with  particular 
emphasis  on  genetic  counseling.  Again  in 
19682  it  was  emphasized  that  “education  of 
the  general  practitioner  in  medical  genetics 
is  most  important.  Teaching  should  be  giv- 
en at  both  the  preclinical  and  clinical  levels 
of  medical  education.  It  is  equally  important 
that  medical  genetics  be  dealt  with  in  post- 
graduate education  in  refresher  courses.” 

Genetic  specialty  clinics  are  not  the  an- 
swer. Specifically,  there  are  too  few  of  these 
clinics  to  meet  the  pressing  demands  for 
counseling.  Furthermore,  we  firmly  be- 
lieve that  the  responsibility  for  genetic 
counseling  can  be  best  fulfilled  by  the  fam- 
ily doctor;  he  is  often  the  family’s  closest 
confidant  and  is  usually  the  individual  most 
familiar  with  the  manifestations  of  a par- 
ticular genetic  disease  in  a particular  fam- 
ily. Since  our  approach  to  genetic  counsel- 
ing entails  diagnosis  of  the  patient  and  of 
his  relatives  at  genetic  risk,  therapy,  and 
prognosis,  the  continuity  of  the  overall  plan 
will  be  best  assured  when  the  family  doctor 
provides  this  important  service. 

The  purpose  of  this  exhibit  is  to  present 
a variety  of  commonly  seen  genetic  coun- 
seling problems,  the  handling  and  disposi- 
tion of  which  should  naturally  fall  within 
the  responsibilities  of  the  family  physi- 
cian.®-^® 

Section  1:  History 

Section  1 depicts  the  history  of  genetics, 
beginning  in  Biblical  times  and  lists  scien- 
tific contributions  which  help  to  form  the 
basis  of  medical  genetics  and  which  have 
been  applied  in  modern  times  to  genetic 
counseling.  We  have  not  listed  present 
workers  in  the  fields  (Figs.  1 and  2).  We 


HENRY  T.  LYNCH,  M.D. 
Associate  Professor  and  Chairman, 
Department  of  Preventive  Medicine 
and  Public  Health 

GABRIEL  M.  MULCAHY,  M.D. 
Associate  Professor, 
Department  of  Pathology 

ANNE  J.  KRUSH,  M.S. 
Assistant  Professor. 
Department  of  Preventive  Medicine 
and  Public  Health 


call  particular  attention  to  the  citation  of 
hemophilia  in  Figure  1.  An  early  account 
of  genetic  counseling  for  this  disease  is 
found  in  the  Babylonian  Talmud,  in  the 
second  century,  in  the  writings  of  Rabbi 
Judah,  when  he  stated,  “If  she  circumcised 
her  first  child  and  he  died  (as  a result  of 
bleeding  from  the  operation),  and  a second 
one  also  died  (similarly),  she  must  not  cir- 
cumcise her  third  child.”  Subsequent  Rab- 
binic Responsa  differed  only  in  interpreta- 
tion of  the  number  of  repetitive  events,  i.e., 
deaths  following  circumcision,  which  would 
confirm  a pattern  and  thus  remove  the 
deaths  from  the  realm  of  mere  chance.  A 
clinical  example  of  counseling  of  a hemo- 
philic family  from  our  files  will  be  pre- 
sented below. 

Section  2:  Mendelian  Inheritance 

This  section  illustrates  several  examples 
of  classical  Mendelian  inheritance  with  gen- 
etic counseling  implications.  These  include 
mandibulofacial  dysostosis  (inherited  as  an 
autosomal  dominant),  xeroderma  pigmen- 
tosum (inherited  as  an  autosomal  recessive), 
hemophilia  (inherited  as  a sex-linked  reces- 
sive, to  be  discussed  below),  and  vitamin  D- 
resistant  rickets  (inherited  as  a sex-linked 
dominant). 

Hemophilia 

fSex- Linked  Recessive) 

Severe  guilt  in  this  family  was  linked  to 
overprotectiveness  by  mothers  with  hostility 

♦This  exhibit  was  presented  at  the  Annual  Meetings  of  the 
American  Medical  Associatoin,  July  13-17,  1969,  New  York 
City,  New  York, 
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Figure  1.  “Family  Tree  of  Medical  Genetics.”  Events  in  the  history  of  medicine 
and  genetics  which  have  laid  the  groundwork  for  modern  medical  genetic  counseling. 


POPULATION  GENETICS 


BIOCHEMICAL  GENETICS 


PHAKMAOOGENETICS 


>-  MEDICAL  GENETICS 


RADIATION  GENETICS 


IMMUNOGENETICS 


CYTOGENETICS 


GENETIC  COUNSELING 

Figure  2.  Interaction  of  specialty  areas  of  medical  genetics  which  collectively 
important  implications  for  genetic  counseling. 
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and  rejection  by  some  of  the  husbands  who 
married  into  a hemophilia  family.  Affected 
children  rebelled  and  “flirted”  with  danger 
to  combat  overprotective  parents. 

Misconceptions  centered  about  “skipping 
generations”  through  unaffected  but  “car- 
rier” females. 

Genetic  counseling  permitted  catharsis 
with  surfacing  of  anxieties  and  subsequent 
alleviation  of  “blame”  for  this  disease.  The 
counselor  fostered  development  of  under- 
standing of  underlying  rebelliousness  of  chil- 
dren and  the  need  for  normal  childhood 
activities. 

A detailed  explanation  was  given  of  the 
significance  of  the  carrier  state  in  women 
with  disclosure  of  risk  of  hemophilia  to  50 
percent  of  male  progeny  and  of  carrier 
state  to  50  percent  of  female  progeny  of 
carrier  mothers. 


Section  3:  Cytogenetics 

This  section  includes  illustrations  of  sev- 
eral cytogenetic  anomalies  including  Down’s 
syndrome,  Cri-du-chat  syndrome,  Turner’s 
syndrome,  and  D-trisomy  (Fig.  3),  to  be  dis- 
cussed below. 

Clinical  Indications  for  Chromosomal 
Analysis 

1.  Infants  and  children  with  mental  re- 
tardation or  congenital  anomalies,  con- 
sistent with  altered  chromosomal  num- 
ber, structure,  or  suspected  chromo- 
somal mosaicism. 

2.  Sterility  and  infertility  problems. 

3.  Differential  diagnosis  of  intersex. 

4.  Psychiatric  symptoms  with  medico- 
legal implications  in  males  (XYY). 

5.  Problems  involving  translocation  chro- 
mosomes and  familial  occurrences  of 
congenital  abnormalities  and/or  men- 
tal retardation. 


ii  H 
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Figure  3.  Baby  with  D-trisomy  syndrome  showing  multiple  congenital  anomalies  with  kaiyotype  showing  extra 
chromosome  in  one  of  the  members  of  the  13-15  groups. 
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6.  Repeated  abortions. 

7.  Assessment  of  chromosomal  damage 
due  to  virus,  x-ray,  or  chemicals. 

8.  Hematologj’  problems,  as  Philadelphia 
chromosome  in  chronic  myelogenous 
leukemia. 

9.  Rare  conditions  such  as  Bloom’s  syn- 
drome and  Fanconi’s  anemia,  in  which 
chromosomal  breakage  may  occur. 

Cytogenetic  studies  are  helpful  when  dis- 
cernible chromosomal  abnormalities  of  num- 
ber or  structure  are  present.  In  most  gen- 
etic diseases,  however,  although  mutations 
at  the  level  of  the  gene  no  doubt  occur, 
these  are  far  too  subtle  for  direct  visual  de- 
tection with  current  techniques  of  chromo- 
somal analysis. 

In  genetic  counseling  we  use  karyotypes 
as  an  additional  instructional  tool  for  our 
patients  so  that  they  may  better  compre- 
hend the  biological  significance  of  the 
chromosomal  abnormalities.  This  often 
minimizes  attendant  guilt  feelings. 

Table  1 lists  some  of  the  major  disorders 
of  abnormal  chromosomal  constitution,  and 
gives  a synopsis  of  their  significance  to 
both  the  affected  individual  and  his  family. 
The  following  discussion  provides  clinical 


details  concerning  one  of  these  cytogenetic 
disorders,  D-trisomy. 

D-Trisomy 

In  D-trisomy,  a chromosome  in  the  13-15 
group  is  triply  rather  than  doubly  repre- 
sented, as  a result  of  nondisjunction  in  par- 
ental gametogenesis.  Manifestations  of  this 
syndrome  include : microcephaly  and  defects 
of  the  skull,  microphthalmia,  low  set  or  mal- 
formed ears,  hemangiomas  over  the  body, 
micrognathia,  midline  cleft  of  lip  and  palate, 
congenital  cardiac  and  renal  lesions,  hypo- 
tonia, Polydactyly,  syndactyly,  retroflexed 
thumbs,  “rocker  bottom”  feet,  abnormal 
dermatoglyphic  patterns,  severe  mental  re- 
tardation, and  apneic  seizures.  Gross  cere- 
bral defects,  particularly  arhinencephalia, 
are  present,  perhaps  accounting  for  this 
syndrome  sometimes  being  confused  with 
anencephaly  (unassociated  with  a chromo- 
somal defect).  Infants  do  not  usually  sur- 
vive beyond  the  first  year  of  life. 

Section  U-  Special  Problems  in  Genetic 
Counseling 

Some  of  the  problems  posed  by  the  pres- 
ence of  hereditary  diseases  within  a kindred 
include : 


Table  1 

SOME  DISORDERS  OF  ABNORMAL  CHROMOSOMAL  CONSTITUTION 


Condition  Significance  to  Individual 

Down’s  syndrome Mental  retardation.  Associated 

congenital  anomalies.  High 
risk  of  leukemia. 


D trisomy 


E trisomy 

Cri-du-chat  syndrome 

(partial  deletion  of  short 
arm  of  B group  chromosome) 

Klinefelter’s  syndrome(XXY)__ 


Turner’s  syndrome  (XO) 


Death  usually  occurs  in  neo- 
natal period. 

Death  in  infancy  is  expected. 

Mental  retardation.  Usually 
early  death. 

Alteration  in  habitus  (eunuchoid- 
ism); mentality  normal  or  sub- 
normal. Sterility. 

Congenital  abnormalities,  infan- 
tile genitalia,  short  stature, 
sterility;  favorable  response 
to  estrogen. 


Triple  X syndrome  (XXX). Mental  retardation  common. 

May  have  sterility  problem. 

XYY  syndrome Possible  relationship  to  aggres- 

sive criminal  behavior.  Full 
significance  of  karyotype  un- 
certain. 


Significance  to  Family 

1.  Sporadic,  related  to  advanced 
maternal  age. 

2.  Familial,  some  due  to  trans- 
location chomosome  in  cells  of 
parent. 

Generally  sporadic. 

Generally  sporadic. 

Generally  sporadic. 


Generally  sporadic. 


Generally  sporadic.  May  be  a 
familial  auto-immune  factor. 


Generally  sporadic. 
Generally  sporadic. 
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1.  Early  hereditary  death  as  occurred  in 
3 siblings  with  cystinosis. 

2.  Empirical  risk  problems,  i.e.,  diseases 
with  an  increased  incidence  in  families,  but 
Avhich  do  not  follow  simple  Mendelian  in- 
heritance patterns.  For  instance,  in  breast 
cancer  the  risk  for  women  in  the  general 
population  is  approximately  5 percent.  If  a 
first  degree  relative  has  breast  cancer,  how- 
ever, the  risk  is  three-fold  greater  (approxi- 
mately 17  percent). 

3.  Scapegoating  and  community  rejec- 
tion — often  suffered  by  patients  with  gro- 
tesque phenotypes.  Depicted  is  a family 
with  myotonia  dystrophica  whose  affected 
members  were  prejudged  as  being  “stupid, 
sleepy,  and  disinterested”  in  social  activ- 
ities, when  in  fact  the  stigmata  of  this  dis- 
ease, ptosis,  facial  drooping,  and  profound 
muscle  weakness,  were  responsible  for  con- 
veying this  impression. 

4.  Medicolegal  problems  in  teratology. 
Congenital  abnormalities  discovered  at  birth 
cause  anguish  and  may  occasionally  arouse 
hostility  toward  the  physician,  who  may  be 
accused  of  being  “responsible”  because  of 
alleged  neglect,  sometimes  leading  to  a mal- 
practice suit.  Studies  must  involve  a care- 
ful survey  for  drugs,  viruses,  spirochetes, 
protozoa,  anoxia,  and  other  environmental 
teratogens  during  embryogenesis,  as  well  as 
cytogenetic  and  genetic  abnormalities. 

5.  Adoption  problems.  A married  couple 
incapable  of  conception  may  wish  to  con- 
sider adoption.  Studies  have  shown  that 
adopted  children  usually  adjust  as  well  so- 
cially and  emotionally  as  children  born  to 
natural  parents.  Collaboration  of  physician, 
social  agency,  and  attorney  is  the  preferred 
practice  in  adoptions. Interests  of  the 
child  are  paramount.  Therefore,  the  physi- 
cian should  discourage  “black  market” 
adoptions  (an  unauthorized  agency  selling 
the  child  to  adopting  parents)  and  independ- 
ent placements  (“gray  market”). 

6.  Amniocentesis  and  prenatal  diagno- 
sis. 

a.  Rh  incompatibility  — spectrophoto- 
metric  measurements  of  pigment  in 
amniotic  fluid  tend  to  indicate  the 
status  of  the  fetus. 


b.  Sex  determination  — Presence  (fe- 
male) or  absence  (male)  of  sex  chro- 
matin (Barr)  bodies  enables  one  to 
make  a prediction  of  fetal  sex. 

c.  Cytogenetic  abnormalities  — such  as 
Down’s  syndrome,  which  is  more  like- 
ly to  be  diagnosed  with  advanced  ma- 
ternal age.  Some  have  performed 
therapeutic  abortions  on  the  basis  of 
chromosomal  analysis  of  amniotic 
cells.  This  is  highly  controversial,  of 
course,  dependent  as  it  is  on  the  ethi- 
cal and  religious  views  of  the  indi- 
vidual concerned,  and  applicable 
statutes.  Parents  should  be  advised 
to  consult  the  clergyman  of  their 
choice  when  faced  with  this  type  of 
decision. 

d.  Biochemical  studies  — Amniotic  cells 
may  be  cultured  in  search  of  such 
aberrations  as  metachromasia  which 
is  associated  with  the  mucopolysac- 
charidoses and  cystic  fibrosis ; enzyme 
deficiencies,  such  as  galactosemia,  and 
homocystinuria ; and  cytoplasmic  in- 
clusions such  as  are  found  in  Chediak- 
Higashi  syndrome. 

7.  Reassurance  is  an  exceedingly  impor- 
tant phase  of  genetic  counseling.  It  is  es- 
sential to  ascertain  whether  a particular  dis- 
ease is  inherited  or  acquired.  This  problem 
may  sometimes  be  resolved  through  careful 
ascertainment  of  family  history  since  cer- 
tain acquired  diseases  may  mimic  heredi- 
tary disorders  (phenocopy).  Occasionally 
the  phenocopy  may  be  more  serious  than  the 
true  hereditary  form.  An  example  is  the 
Pelger-Huet  anomaly,  which  is  inherited  as 
an  autosomal  dominant  and  is  characterized 
by  faulty  segmentation  and  condensation  of 
granulocytic  leukocytes.  There  is  an  ac- 
quired nongenetic  phenocopy  of  this  defect 
which  occurs  in  such  myelopathies  as  acute 
leukemia,  chronic  myelogenous  leukemia, 
and  myeloid  metaplasia. 

Case  History:  A physician  undeinvent  pe- 
riodic screening  physical  and  laboratory  ex- 
aminations offered  to  all  physicians  at  an- 
nual medical  meetings.  His  peripheral  blood 
smears  were  “normal”  until  his  most  recent 
examination  when  a diagnosis  of  Pelger- 
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Huet  anomaly  was  made.  Knowing  only 
that  the  acquired  form  was  associated  with 
hematopoietic  malignancies,  he  became 
alarmed  and  sought  the  counsel  of  a hema- 
tologist colleague  who  informed  him  that 
there  is  a genetic  form  which  is  benign, 
and  that  this  should  be  searched  for  to  pre- 
clude the  more  ominous  preleukemic  state. 
The  defect  was  subsequently  identified  in  the 
proband’s  sibling  and  four  of  this  sib’s  chil- 
dren, as  well  as  in  two  of  his  own  four  chil- 
dren. Thus  the  patient  was  reassured  that 
his  was  the  benign  or  hereditary  form  of 
the  Pelger-Huet  anomaly  (Fig.  4).  (Ac- 
knowledgment is  extended  to  Harry  Hynes, 
M.D.,  and  Michael  Hogan,  B.A.,  for  provid- 
ing the  above  history). 

Section  5:  Preventive  Medicine  and 

Genetic  Counseling 

1.  Xeroderma  pigmentosum  (xdp).  Since 


preventive  measures  for  xdp  involve  avoid- 
ance of  exposure  to  sun,  genetic  counseling 
must  be  concerned  with  the  practical  and 
psychological  aspects  of  coping  with  this 
problem.  Instilling  a positive  attitude  to- 
ward self-care  and  self-protection  is  manda- 
tory. Provision  of  protected  areas  for  play 
and  encouragement  of  participation  in  eve- 
ning and  indoor  sports  are  also  important. 

2.  Familial  polyposis  coli  is  inherited  in 
an  autosomal  dominant  manner.  Forty  per- 
cent of  affected  patients  have  cancer  when 
the  diagnosis  is  first  made.  Soberingly,  vir- 
tually a 100  percent  cure  could  be  accom- 
plished if  colectomy  were  performed  early 
in  life  prior  to  cancer  transformation. 

3.  Bronchogenic  carcinoma.  There  is  an 
increased  risk  of  this  disease  in  cigarette 
smokers,  but  the  risk  becomes  far  greater 
in  those  individuals  with  a first  degree  rela- 
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F'lKure  4.  Pedigree  of  family  with  the  hereditary  form  of  the  Pelger-Huet  anomaly  showing  classical  autosomal 
dominant  inheritance. 


214 


Nebraska  S.  M.  J 


tive  who  has  a diagnosis  of  lung  cancer. 
Their  risk  is  14-fold  greater  than  for  smok- 
ers in  the  general  population. 

4.  Diabetes  mellitus.  This  is  a genetic 
disease,  though  the  mode  of  inheritance  is 
not  clear.  Genetic  counseling  is  directed 
toward  relatives  at  risk  who  are  advised 
to  control  obesity,  restrict  saturated  fats  in 
their  diet,  and  undergo  periodic  evaluation 
of  blood  sugar  level. 

5.  Rh  factor  and  hemolytic  disease  of  the 
newborn.  Control  of  hemolytic  disease  of 
the  newborn  due  to  an  Rh  problem  can  be 
achieved  through  administration  of  anti-Rho 
(Anti  D)  Immunoglobulin  G (RhoGAM)  to 
Rh  negative  mothers  within  72  hours  follow- 
ing each  delivery  of  an  Rh  positive  infant 
and  each  miscarriage.  This  will  prevent 
the  mother  from  forming  Rh  antibodies  to 
those  Rh  positive  rbc’s  that  might  have 
crossed  the  placenta.  Therefore,  hemolytic 
disease  of  the  newborn  can  be  prevented  in 
subsequent  pregnancies.  If  the  mother  is 
already  sensitized  to  the  Rh  factor,  admin- 
istration of  anti-Rho  is  of  no  value  and  on 
that  account,  other  measures,  such  as  intra- 
uterine transfusion  and  exchange  transfu- 
sion, are  indicated  in  treatment  of  the  af- 
fected infant. 

Section  6:  Summary 

1.  Approximately  one  third  of  all  diseases 
have  a genetic  etiology. 

2.  Genetic  counseling  is  an  integral  part 
of  the  total  management  of  patients  and 
their  families  with  known  or  suspected  gen- 
etic disease. 

3.  Not  only  because  of  an  acute  short- 
age of  professional  genetic  counselors,  but 
also  because  of  his  knowledge  of  the  medi- 
cal history  of  family  complexes,  the  family 
physician  must  assume  the  responsibility  for 
genetic  counseling. 

4.  The  person  seeking  advice  should  re- 
ceive a clear  estimate  of  the  risk  of  heredi- 
tary transmission  of  the  disease.  If  possible, 
the  risk  estimate  should  be  given  by  the 
family  physician  who  is  in  constant  touch 
with  the  family  and  its  problems;  he  can 
often  give  helpful  guidance  that  takes  into 
account  many  personal  and  social  factors  in 


addition  to  purely  genetic  considerations. 
He  should  be  alert  to  the  emotional  prob- 
lems that  may  be  troubling  his  patients. 

5.  More  counseling  services  should  be 
established,  especially  in  regions  where  in- 
fectious disease  and  nutritional  disorders  are 
being  brought  under  control  and  understand- 
ing of  the  relative  importance  of  hereditary 
disorders  is  increasing,  and  in  areas  where 
genetic  disorders  have  always  constituted  a 
serious  public  health  problem. 

6.  This  exhibit  focuses  upon  the  medical 
milieu  in  which  genetic  counseling  serves. 
Genetic  counseling  is  based  on  relatively 
few  genetic  principles;  it  demands  compas- 
sionate concern  and  an  empathetic  listen- 
ing ear. 

We  express  appreciation  to  Lillian  Lock- 
hart, M.D.,  and  Charles  C.  Thomas,  Publish- 
er, for  permission  to  use  some  of  the  illus- 
trative material  above,  taken  from  the  book. 
Dynamic  Genetic  Counseling  for  Clinicians, 
edited  by  Henry  T.  Lynch,  M.D. 

References 

1.  Human  Genetics  and  Public  Health,  Expert 
Committee  on  Human  Genetics,  No.  282,  WHO 
Techn  Rep  Ser,  1964. 

2.  Genetic  Counseling:  Third  Report  of  the  WHO 
Expert  Committee  on  Human  Genetics,  No.  416, 
WHO  Techn  Rep  Ser,  1969. 

3.  Lynch,  H.  T.:  Dynamic  Genetic  Counseling 

for  Clinicians,  New  York,  Charles  C.  Thomas,  1969, 
pp.  354. 

4.  Smith,  G.  S.;  Lynch,  H.  T.,  and  McNutt,  C. 
W.;  The  “whole  family”  concept  in  clinical  gen- 
etics. Amer  J Dis  Child  107 :67-76,  1964. 

5.  Lynch,  H.  T.;  Krush,  T.  P.;  Krush,  A.  J., 

and  Tips,  R.  L.:  Psychodynamics  of  early  heredi- 

tary deaths.  Amer  J Dis  Child  108:605-610,  1964. 

6.  Lynch,  H.  T. ; Krush,  T.  P.;  Krush,  A.  J.,  and 

Tips,  R.  L. : Psychological  variations  in  patients 

with  gonadal  dysgenesis  (Turner’s  syndrome):  re- 
port of  two  cases  — role  of  the  medical  genetics 
counselor.  J Lancet  86:340-344,  1966. 

7.  Lynch,  H.  T.;  Tips,  R.  L.,  and  Krush,  A.  J.: 
Psychodynamics  in  a chronic  debilitating  heredi- 
tary disease:  myotonia  dystrophica.  Arch  Gen 
Psychiat  14:153-157,  1966. 

8.  Lynch,  H.  T.;  Tips,  R.  L.;  Krush,  A.  J.,  and 

Magnuson,  C.  W.:  Family  centered  genetic  coun- 

seling and  the  medical  genetics  clinic.  Nebraska 
Med  J 50:155-159,  1965. 

9.  Lynch,  H.  T.;  Anderson,  D.  E.;  Kiush,  A.  J., 

and  Mukerjee,  D.:  Cancer,  hereditary,  and  gen- 

etic counseling:  xeroderma  pigmentosum.  Cancer 
20:1796-1801  (October)  1967. 

10.  Lynch,  H.  T.:  Practical  aspects  of  the  fam- 

ily history,  genetics  and  genetic  counseling:  cancer. 
Nebraska  Med  J 53:6-11  (January)  1968. 

11.  Lynch,  H.  T.,  and  Krush,  A.  J.:  Heredity, 

emotions  and  cancer  control.  Postgrad  Med  43:134- 
138  (February)  1968. 

12.  Lynch,  H.  T.,  and  Krush,  A.  J.:  Genetic 


April,  1970 


215 


counseling  and  cancer:  implications  for  cancer  con- 
trol. Southern  Med  J 61:265-269  (March)  1968. 

13.  Krush,  A.  J.;  Krush,  T.  P.,  and  Lynch,  H.  T.: 
Psycho-social  factors  in  a family  with  a disfigur- 


ing genetic  fault  Psychosomatics  6:391-396,  1965. 

14.  Adoption  of  Children,  Committee  on  Adop- 
tion, American  Academy  of  Pediatrics,  Evanston, 
Illinois,  1967. 


216 


Nebraska  S.  M.  J. 


Case  Report  of  Pneumatosis  Cystoides 
Intestinalis  and  Syringocystadenomata 
Associated  with  Asymptomatic 
Pneumoperitoneum  and  Jejunal 
Diverticulosis 


This  78  year  old  white  male  of 
Czechoslovokian  birth  was  ad- 
mitted to  Nemaha  County  Hos- 
pital, Auburn,  Nebraska,  July  18,  1968,  for 
removal  of  a fungating  skin  lesion  on  the 
anterior  surface  of  the  right  thigh,  three 
centimeters  above  the  patella.  The  lesion 
had  been  gradually  increasing  in  size  for  the 
past  ten  years. 

Past  history  and  family  history  were 
negative.  History  by  systems  were  negative 
except  for  the  skin  lesion  mentioned  above, 
and  in  the  gastrointestinal  history  he  stated 
that  he  occasionally  had  moderate  abdominal 
distress  in  the  afternoons  which  was  relieved 
by  lying  down  for  about  thirty  minutes.  He 
denied  any  food  intolerance.  Bowel  habits 
were  normal,  and  there  was  no  history  of 
bloody  or  discolored  bowel  movements. 

Physical  examination  was  essentially 
negative  except  for  a fungating  skin  le- 
sion three  centimeters  in  diameter  locat- 
ed on  the  anterior  surface  of  the  right 
thigh,  three  centimeters  above  the  pa- 
tella. 

Abdominal  examination ; Bowel 
sounds  normal.  No  muscle  guard.  No 
rebound  tenderness.  No  masses  palp- 
able. 

Under  general  anesthesia  the  skin  lesion 
was  removed  surgically,  using  a transverse 
incision.  The  skin  was  closed,  and  the  pa- 
tient left  the  operating  room  in  good  condi- 
tion. 

A routine  chest  x-ray  was  taken  the  next 
day  which  showed  air  under  the  diaphragm. 
The  patient  ate  well  and  was  up  and  around 
and  afebrile. 


PAUL  M.  SCOTT,  M.D. 
Auburn,  Nebraska 


The  patient  remained  in  the  hospital  for 
three  weeks,  afebrile,  ambulatory,  and  rela- 
tively asymptomatic.  The  operative  site  on 
his  leg  healed  satisfactorily.  X-rays  of  the 
abdomen  and  chest  were  repeated  on  August 
1,  1968,  and  August  5,  1968.  KUB  films 
showed  multilocular  cysts  in  the  midabdomen. 
Upper  and  lower  GI  studies  showed  massive 
pneumoperitoneum,  a small  sliding  esophageal 
hiatus  hernia,  moderate  diverticulitis  of  the 
small  bowel,  and  normal  large  bowel.  There 
were  no  signs  of  barium  leaking  into  the 
peritoneal  cavity. 

The  patient  was  dismissed  August  10,  1968, 
asymptomatic ; the  site  of  the  excision  on  his 
leg  was  well  healed.  He  returned  to  his  home 
and  occupation  as  a tailor,  and  was  instruct- 
ed to  report  to  the  clinic  for  regular  check- 
ups. 

He  was  relatively  asymptomatic,  complain- 
ing only  of  occasional  abdominal  distress 
after  noon  meals  which  was  relieved  by  lying 
down.  On  November  23,  1968,  approximate- 
ly four  and  one  half  months  after  his  first 
admission,  he  was  re-admitted  to  Nemaha 
County  Hospital  complaining  of  sudden  on- 
set of  nausea,  vomiting,  abdominal  pain,  and 
distention  six  hours  before  admission. 

Physical  examination  was  unchanged,  ex- 
cept for  (1)  distended  tympanic  abdomen, 
(2)  rebound  tenderness,  (3)  absence  of 
bowel  sounds. 

The  abdomen  was  opened  under  general 
anesthesia. 
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A pneumoperitoneum  was  present.  The 
proximal  three  or  four  feet  of  the  jejunum 
was  involved  by  diverticulosis.  One  of  these 
diverticula  had  perforated.  The  site  of  per- 
foration was  approximately  two  feet  distal  to 
the  ligament  of  Treitz.  These  diverticula 
were  huge,  some  measuring  up  to  two  inches 
in  diameter.  There  was  diffuse  peritonitis. 
The  terminal  ileum  was  involved  vdth  multi- 
ple air  cysts,  which  measured  one  quarter  to 
one  half  inch  in  diameter.  These  were  sub- 
serosal,  and  protruded  just  slightly  above 
the  level  of  the  surface.  The  segment  of  in- 
volved ilium  was  literally  covered  with  these 
little  air  cysts.  The  other  intra-abdominal 
viscera  appeared  to  be  normal. 

Procedure : 

A resection  of  the  jejunum,  three  feet  long, 
involved  by  diverticulosis  was  performed,  in- 
cluding the  one  which  had  perforated.  The 
proximal  line  of  resection  was  about  eight 
inches  from  the  ligament  of  Treitz.  A single 
layer  of  interrupted  #0000  silk  anastomosis 
was  performed,  and  the  rent  in  the  mesen- 
tery was  closed. 

Postoperative  diagnosis  was  jejunal  di- 
verticulosis with  perforated  jejunal  diverti- 
culum, chronic  pneumoperitoneum  secondary 
to  pneumatosis  cystoides  intestinalis  of  the 
ileum. 

Recovery  was  uneventful.  The  patient  was 
back  to  work  in  two  weeks  and  has  been 
asymptomatic  since  that  time.  Repeated  ab- 
dominal x-rays  showed  no  air  under  the  dia- 
phragm. 

Discussion : 

The  fact  that  one  patient  presented  these 
two  relatively  rare  pathological  conditions 
combined  with  asymptomatic  pneumoperi- 
toneum raises  the  question  of  any  possible 
association. 

Uncomplicated  and  asymptomatic  cases  of 
pneumoperitoneum  have  been  reported.  Mc- 
Glone'*  reviewed  the  literature  in  1966,  and 
stated  that  ten  percent  of  the  cases  were  not 
classified  as  postoperative  or  ruptured  viscus. 
He  reported  a case  of  his  own,  in  which  he 
was  able  to  demonstrate  a bronchopleural 
fistula  by  bronchogram.  There  was  no  evi- 


dence of  pneumatosis  cystoides  or  jejunal 
diverticulosis  as  in  our  case. 

Nansoni®  1953  and  Herrington^  1967  each 
reported  a case  of  asymptomatic  pneumoperi- 
toneum due  to  jejunal  diverticula  similar  to 
this  case,  but  did  not  have  pneumatosis  cys- 
toides. 

Other  cases  of  spontaneous  asymptomatic 
pneumoperitoneum  were  reported  by  Mason^^ 
(1946),  Ayersio  (1950),  and  Durant®  (1958), 
none  of  which  demonstrated  any  other  patho- 
logical complication. 

Pneumatosis  cystoides  intestinalis,  a rare 
entity  in  itself,  was  reviewed  by  Faggella^® 
in  1960.  He  presented  two  cases,  a two 
month  old  infant  and  an  88  year  old  man, 
both  proven  by  autopsy.  He  reviewed  47 
pediatric  cases,  45  of  which  were  fatal.  The 
most  common  complaints  were  associated 
with  the  GI  tract,  diarrhea  being  the  most 
prevalent. 

Kushlan^’^  (1962)  reported  a case  in  a 51 
year  old  male  which  was  diagnosed  by  x-ray. 
There  was  no  evidence  of  pneumoperitoneum 
or  jejunal  diverticulosis.  He  was  given  anti- 
spasmodics  and  low  residue  diet.  GI  x-rays 
taken  nine  months  later  were  entirely  nor- 
mal. 

Ramos^®  (1957)  reported  a case  which  was 
treated  surgically  because  of  roentgenological 
findings  suggestive  of  carcinoma.  There 
were  no  jejunal  diverticula  or  pneumoperi- 
toneum. 

Meiklei®  (1965)  reported  a case  involving 
the  colon  which  was  treated  surgically  be- 
cause of  obstruction  and  perforation. 

Romeo^®  (1967)  reviewed  the  literature 
and  presented  a case  found  at  autopsy.  He 
concluded  that  “the  disease  may  be  a single 
entity  with  diverse  etiologies,  the  specific 
cause  producing  the  characteristics  and  loca- 
tion of  the  cysts  in  the  intestines.”  He  fur- 
ther stated  that  tension  pneumoperitoneum 
as  found  in  our  case  is  a rare  complication. 

Kossi®  (1952)  presented  a case  with  ne- 
cropsy findings,  and  reviewed  the  literature 
up  to  that  time.  There  were  213  cases  re- 
corded, 58  percent  of  which  were  associated 
with  lesions  of  the  pyloric  area.  None  of  the 
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cases  reviewed  by  Koss  and  other  authors 
since  that  time  have  mentioned  a co-existing 
syringocystadenoma  of  long  duration  as  de- 
scribed in  our  case,  nor  does  a survey  of  the 
literature  or  syringocystadenoma  present  any 
cases  of  co-existance. 

Summary : 

A 78  year  old  white  male  was  admitted  for 
removal  of  syringocystadenoma  of  the  leg 
under  general  anesthesia.  A routine  chest 
x-ray  taken  the  next  day  showed  gross  pneu- 
moperitoneum. GI  x-ray  studies  showed 
pneumatosis  cystoides  intestinalis  and  je- 
junal diverticula.  Four  and  one  half  months 
later,  an  emergency  laparotomy  confirmed 
the  diagnosis,  plus  an  acute  peritonitis 
caused  by  perforation  of  a jejunal  diverticu- 
lum. A bowel  resection  was  performed,  and 
the  patient  had  an  uneventful  recovery. 

Conclusion : 

After  reviewing  the  literature  on  syringo- 
cystadenomata, the  author  can  find  no  cases 
of  association  with  pneumatosis  cystoides 
intestinalis.  It  is  felt  that  this  one  case 
is  a coincidence,  and  the  likelihood  of  its 
recurrence  is  rare. 
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Midfacial  Trauma* 


Midfacial  trauma  is  an  ever- 
increasing  problem  in  our  mod- 
ern mobile  society.  In  order  to 
review  the  principles  of  treatment  of  mid- 
facial trauma,  50  selected  cases  handled  by 
the  Ear,  Nose  and  Tliroat  Service  at  Bishop 
Clarkson  IMemorial  Hospital,  over  the  past 
18  months,  have  been  reviewed. 

Table  1 

TYPES  OF  FRACTURE 
Comminuted  nasal  fractures 


(smash  fractures)  8 

Zygomatic  arch  fractures 4 

Multiple  facial  fractures 34 

Orbital  blowout  fractures  7 


Surprising  is  the  fact  that  fist-fights,  or 
at  least  personal  combat,  still  is  the  leading 
cause  of  facial  injury.  The  more  severe  in- 
juries, however,  are  almost  exclusively  the 
result  of  auto  accidents. 

Table  2 

CAUSE  OF  INJURY 


Man  to  man  combat 18 

Auto  accidents 14 

Athletic  injuries 8 

Industrial  injuries 6 

Miscellaneous  injuries 4 


Comparison  of  sex  and  age  statistics  vividly 
point  out  that  the  young  male  is  far  and 
away  the  most  susceptible  to  injury. 

Table  3 

AGE  INCIDENCE 


10  to  20  year  old 21  injuries 

20  to  30  year  old 17  injuries 

30  to  40  year  old 9 injuries 

40  to  60  year  old 3 injuries 


There  were.  44  males  and  6 females.  With 
one  exception,  the  female  injuries  were  all 
caused  by  auto  accidents,  and  while  there 
were  fewer  girls  injured  the  injuries  they 
sustained  were  more  severe  than  those  sus- 
tained by  the  men.  This  demonstrates  the 
added  danger  of  the  front  passenger  seat 
in  automobiles. 

Nasal  Fractures 

The  most  common  facial  injury  is  the  frac- 
tured nose.  In  fact,  the  nasal  fracture  is 
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second  only  to  the  clavicle  and  wrist  as  the 
most  frequently  broken  bone.  Due  to  its 
very  prominent  position  and  relatively 
fragile  architecture,  the  nose  is  particularly 
susceptible  to  injury.  All  severe  blows  to 
the  nose  should  be  suspected  to  have  caused 
fractures  or  dislocations.  Early  tieatment  is 
relatively  easy,  and  usually  satisfactory.  De- 
layed treatment  is  difficult,  and  good  re- 
sults some  times  impossible  to  attain. 

The  tw'o  main  anatomical  structures  to  con- 
sider in  repairing  nasal  fractures  are  the 
bony  pyramid  and  the  septum.  Frequently, 
if  one  of  these  stimctures  is  injured,  both 
are  injured,  but  either  can  be  damaged  in- 
dependently of  the  other.  Since  nasal  frac- 
tures are  always  caused  by  external  force, 
the  fractured  bone  must  be  impacted  into 
the  nose  or  at  least  moved  in  a lateral  direc- 
tion. Since  there  is  no  muscular  pull  on  the 
nasal  bone,  the  bony  fragments  are  usually 
easily  molded  into  place.  This  is  easily  done 
after  anesthetizing  the  nasal  mucosa  and 
then  manipulating  the  bony  fragments  back 
into  place.  Simple  external  splinting  and 
internal  packing  is  all  that  is  needed  to  hold 
the  nose  in  position.  Considerably  more  dif- 
ficult is  the  handling  of  the  fractured  or 
dislocated  septum.  The  first  problem  is  to 
determine  whether  or  not  the  septal  dislo- 
cation is  recent  or  of  long  standing.  A 
freshly  dislocated  septum  can  usually  be 
molded  back  into  its  normal  position.  An 
old  dislocation  can  only  be  corrected  by  open 
reduction  and  nasal  septal  reconstruction. 

One  other  pitfall  that  must  be  carefully 
watched  for  in  nasal  injuries  is  the  septal 
hematoma.  An  unrecognized  hematoma  will 
become  infected  and  cause  necrosis  of  septal 
cartilage  and  a secondary  saddling  of  the 
nasal  dorsum. 

*Read  before  Department  of  Continuing  Education  Course: 
Otolar>ngolog>'  for  General  Physicians,  May  16,  1969,  Omaha, 
Nebraska. 

tAssistant  Profes.sor  of  Otolarj-ngology,  University  of  Ne- 
braska College  of  Medicine. 
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Zygomatic  Arch  Fractures 

The  zygomatic  arch,  because  of  its  promi- 
nent location  and  lack  of  soft  tissue  protec- 
tion, is  the  second  most  frequently  injured 
midfacial  bone.  In  our  own  series,  the  most 
frequent  cause  of  zygomatic  arch  fractures 
was  a well  directed  fist.  The  only  other 
cause  of  zygomatic  fracture,  in  this  series, 
was  due  to  a golf  ball  striking  the  arch.  This 
happened  to  a girl,  and  was  the  only  athletic 
injury  in  our  series  sustained  by  a woman, 
and  was  also  the  only  female  injured  not  in- 
volved in  an  automobile  accident.  Zygomatic 
arch  fractures  also  are  always  impacted 
fractures,  since  the  force  of  fracture  is  an 
external  blow.  The  symptoms  of  a zygo- 
matic arch  fracture  are  pain  in  the  area  of 
the  fracture  and  inability  to  close  the  mouth 
due  to  obstruction  of  the  coronoid  process 
of  the  mandible  as  it  attempts  to  slide  be- 
neath the  zygomatic  arch.  This  bone,  since 
it  is  an  arch,  must  be  fractuied  m at  least 
two  places,  and  almost  always  will  be  frac- 
tured in  three  places. 

There  are  three  approaches  to  the  zygo- 
matic arch  for  reduction  of  the  fracture. 
The  one  most  commonly  employed  in  our 
service  is  an  incision  in  the  canine  fossa, 
burrowing  through  the  soft  tissue  of  the 
face  beneath  the  fractured  zygoma,  then 
elevating  the  zygoma  back  into  position  with 
a heavy  angulated  elevator.  This  almost  al- 
ways produces  a satisfactory  result;  it  is 
seldom  necessary  to  use  internal  or  external 
splinting  in  a zygomatic  arch,  and  in  this 
particular  series,  has  never  been  found 
necessary.  Another  approach  that  can  be 
used  is  a Gillies  or  hairline  incision.  A 
2 cm  incision  is  made  just  posterior  to  the 
temporal  hair  line,  then  burrowing  beneath 
the  temporalis  fascia,  the  blunt  elevator  is 
secured  beneath  the  fractured  zygoma  and 
the  bone  elevated. 

The  third  and  least  acceptable  method  is 
to  grasp  the  arch  with  a large  towel  clip 
and  pull  it  back  into  position.  A method 
has  been  described  for  fixing  a fractured 
zygomatic  arch  in  a difficult  case  and  this 
is  simply  to  pack  a Penrose  drain  beneath 
the  zygoma  after  it  has  been  positioned. 
This  is  rarely  necessary. 


Malar  Compound  Fractures 

Fractures  of  the  malar  bone  are  also  fre- 
quent in  automobile  accidents  and  hand-to- 
hand  combat.  These  usually  are  referred 
to  as  malar  compound  fractures  and  include 
separation  of  the  fronto-zygomatic  process, 
fracture  through  the  zygoma  and  fracture 
through  the  face  of  the  maxilla.  These  frac- 
tures always  have  three  points  of  fracture. 
The  fractured  bone  will  always  be  impacted, 
and  frequently  also  will  be  rotated.  The 
common  findings  in  this  fracture  are  a step- 
like deformity  of  the  infraorbital  rim,  anes- 
thesia over  the  cheek,  and  occasionally  mal- 
occlusion, if  the  fracture  extends  through 
the  superior  aveolus.  Diplopia  and  restric- 
tion of  the  lateral  or  inferior  rectus  muscles 
are  not  uncommon  in  this  type  of  fracture. 

We  have  had  our  greatest  success  by  ap- 
proaching these  fractures  first,  through  a 
Caldwell  Luc  incision  for  exploration  of  the 
malar  bone  and  floor  of  the  orbit.  Frequent- 
ly, if  the  fracture  is  not  badly  rotated,  the 
fracture  component  can  be  manipulated  into 
place  through  the  Caldwell  Luc  incision  and 
no  other  manipulation  is  necessary.  How- 
ever, in  most  cases,  a lateral  brow  incision 
is  also  made.  If  the  zygomaticofi’ontal  su- 
ture line  is  separated,  these  must  be  fixed 
with  internal  wiring.  Occasionally,  an  infra- 
orbital incision  is  required.  This  is  made  ap- 
proximately 1 cm  below  the  margin  of  the 
lower  eyelid,  then  is  carried  stepwise 
through  the  orbicularis  occuli  to  the  bony  rim 
of  the  orbit.  Through  this  approach,  frac- 
tures of  the  rim  can  also  be  wired  if  neces- 
sary. 

LaForte  Fractures 

Automobile  injuries  and  industrial  in- 
juries frequently  produce  multiple  facial 
fractures.  This  usually  includes  the  nose, 
the  malar  compound,  frequently  the  zygoma, 
and  oftentimes  the  mandible.  These  frac- 
tures have  been  commonly  classified  by  the 
method  of  LaForte.  A LaForte  I is  a frac- 
ture horizontally  through  the  malar  bone  on 
each  side,  producing  a floating  alveolar  com- 
ponent. This  fracture  occurs  transversely 
through  the  maxilla,  above  the  level  of  the 
teeth.  The  fractured  segment  contains  the 
alveolar  process,  portions  of  the  walls  of  the 
maxillary  sinus,  the  palate,  and  lower  por- 
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tions  of  the  pterygoid  process  of  the  sphe- 
noid bone. 

LaForte  II  fractures  of  the  maxilla  are 
caused  by  blows  to  the  upper  maxillary  re- 
gion which  produce  fractures  of  the  nasal 
bones  and  of  the  frontal  process  of  the 
maxilla.  The  fractures  then  pass  laterally 
through  the  lacrimal  bones,  through  the  in- 
fenor  rim  of  the  orbit,  through  the  floor 
of  the  orbit  and  near  or  through  the  zygo- 
matic maxillary  suture.  The  fracture  con- 
tinues backward  along  the  lateral  wall  of  the 
maxilla,  through  the  pterygoid  plates  and 
into  the  pterygo-maxillary  fossa.  This  frac- 
ture, because  of  general  shape,  has  been 
termed  the  pyramidal  fracture.  In  severe 
injuries  with  comminution,  there  may  be 
great  displacement  with  damage  to  the  eth- 
moidal and  lateral  regions  with  a sideward 
spreading  which  produces  a widening  of  the 
interorbital  space. 

LaForte  III  or  craniofacial  disjunction  oc- 
curs when  the  traumatic  force  is  sufficient 
to  cause  complete  separation  of  the  facial 
bones  from  their  cranial  attachments.  The 
fracture  usually  occurs  through  the  zygo- 
maticofrontal  maxillofrontal  and  nasofrontal 
sutures,  through  the  floor  of  the  orbits  and 
through  the  ethmoid  and  sphenoid  with  com- 
plete separation  of  all  of  the  structures  of 
the  middle  facial  skeleton  from  their  attach- 
ments. In  some  of  these  fractures,  the 
maxilla  may  remain  attached  to  its  nasal 
and  zygomatic  articulations  but  the  entire 
middle  third  of  the  face  may  be  detached 
completely  from  the  skull  and  be  suspended 
only  by  soft  tissue.  Such  injuries  are  almost 
always  associated  with  multiple  fractures 
of  the  facial  bones.  The  most  important 
consideration  in  repairing  any  of  these  se- 
rious maxillary  fractures  is  the  dental  oc- 
clusion. Our  foremost  thought  in  repair- 
ing these  fractures  must  be  realignment  of 
the  occlusal  surfaces  of  the  teeth.  If  this 
is  not  accomplished,  the  patient  will  have 
considerable  defonnity  and  discomfort  for- 
ever after,  due  to  malocclusion  of  his  teeth. 

Many  methods  of  repairing  and  fixing 
these  fractures  have  been  devised  through 
the  years.  In  the  past,  external  fixation 
with  various  types  of  headcaps  and  out- 
rigger devices  have  been  popular.  Most  of 


these  fractures  are  now  repaired  by  internal 
wiring.  This  produces  excellent  results  in 
the  majority  of  cases,  reduces  the  mor- 
bidity, and  also  reduces  the  recovery  time 
for  the  patient.  Including  maxillary  frac- 
tures, the  first  consideration  must  always 
be  directed  toward  establishment  of  satis- 
factory airway  and  control  of  hemorrhage. 

With  comminution  and  displacement  of 
fractured  segments  of  the  maxilla,  the  air- 
way may  be  impaired  or  completely  blocked 
by  fragments  of  bone,  displaced  soft  tissues, 
or  hematoma.  If  simple  measures  fail  to 
provide  an  adequate  airway,  there  should  be 
no  hesitancy  in  performing  a tracheostomy. 
Hemorrhage  in  facial  injuries  is  frequently 
very  serious,  due  to  the  relatively  super- 
ficial position  of  the  greater  palatine  ves- 
sels or  the  internal  maxillary  artery.  Bleed- 
ing usually  can  be  controlled  by  pressure 
dressing,  packing  of  the  wounds,  or  pos- 
terior pharyngeal  tamponade.  If  these 
measures  fail,  ligation  of  the  external  coro- 
tid  artery  should  be  done. 

Management  of  the  LaForte  I,  transverse 
horizontal  maxillary  fracture,  was  usually 
handled  in  our  series  by  application  of  upper 
and  lower  arch  bars,  internal  fixation  of  the 
fracture  sites  by  sling-wires  from  the  arch 
of  the  zygoma  to  the  arch  bar.  The  arch 
bars  are  then  held  together  with  latex  bands. 
Usually  four  to  six  weeks  is  adequate,  and 
repair  in  this  manner  in  all  cases  was  satis- 
factory and  free  of  complications. 

The  edentulous  patient  can  be  handled  in 
a similar  manner.  If  he  has  dentures,  they 
can  be  wired  in  place  and  treated  exactly  as 
if  the  patient  had  a good  set  of  teeth.  If 
he  does  not  have  dentures,  direct  wiring 
between  the  fractured  process  and  the 
sound  portion  of  the  maxilla  can  be  carried 
out.  Pyramidal  type  fracture,  LaForte  II, 
is  handled  in  somewhat  the  same  manner  by 
utilizing  arch  bars.  We  prefer  to  use  Eric 
arch  bars,  ligated  to  each  tooth,  with  the 
exception  of  central  incisors,  with  #26  stain- 
less steel  wire.  Care  must  be  taken  that 
the  ligating  wire  is  suspended  or  seated 
carefully  around  the  base  of  each  tooth. 
This  is  followed  by  lateral  brow  incisions  on 
either  side  with  internal  wiring  of  the  fronto- 
zygomatic  suture  line.  Then  suspension 


222 


Nebraska  S.  M.  J. 


wires  are  slung  from  the  orbital  rim  to  the 
arch  bar,  the  pyramidal  fracture  can  be 
securely  immobilized  in  this  manner. 

The  postoperative  routine  is  simple.  The 
patient  is  kept  on  a liquid  diet.  Although  he 
is  not  completely  comfortable  with  his  jaws 
wired,  there  is  no  marked  pain  involved,  and 
usually  mild  analgesics  are  all  that  is  neces- 
sary in  the  first  few  days  following  surgery. 
The  rubber  bands  are  removed  from  the  arch 
bars  in  approximately  four  to  six  weeks,  and 
the  patient  is  then  tried  for  two  days  on  a 
soft  diet.  If  there  are  no  difficulties  in 
chewing,  the  arch  bars  and  suspension  wires 
are  removed  approximately  three  weeks 
later. 

In  seven  of  our  cases,  there  were  also  as- 
sociated blowout  fractures.  We  also  have 
had  seven  isolated  blowout  fractures  dur- 
ing the  past  18  months.  Our  approach  to 
these  blowout  fractures  has  been  through 
a Caldwell  Luc  incision,  and  occasionally 
through  infraorbital  rim  incisions.  We  rou- 
tinely do  a Caldwell  Luc  approach  and  open 
the  maxillary  sinus  so  that  we  readily  admit 
the  tip  of  a palpating  finger.  The  floor  of 
the  orbit  can  then  be  palpated.  If  there  is 
bony  dehiscense  and  herniation  of  orbital 
contents,  this  usually  can  be  reduced.  If 
the  fracture  is  particularly  large,  or  if  there 
are  missing  pieces  of  bone,  it  is  necessary 
to  do  an  infraorbital  rim  incision  and  fill 
the  defect  with  a graft.  We  prefer  to  use 
bone  taken  from  the  face  of  the  maxilla  if 
possible.  If  enough  bone  cannot  be  ob- 
tained in  this  manner,  we  use  supramid 
sheeting.  This  has  proven  to  be  most  satis- 
factory in  all  cases.  We  feel  it  is  most  im- 
portant, when  dealing  with  orbital  fractures, 
whether  it  is  a rim  fracture  or  floor  frac- 
ture, to  work  in  close  cooperation  with  our 
ophthalmological  colleagues.  This  routine 
has  been  followed  in  all  of  our  cases  and, 
in  spite  of  this,  our  highest  incidence  of 
complications,  following  all  facial  fractures, 
has  been  ocular  complications.  The  follow- 
ing table  lists  all  complications  that  we  have 
noted  in  the  50  reported  cases;  the  great- 
est complication  is  diplopia  and  enophthal- 


mus.  Fortunately,  these  have  not  been  se- 
vere in  any  except  one  case.  This  was  a 
blowout  fracture  of  some  two  years  duration. 
The  inferior  rectus  muscle  had  been  badly 
incarcerated,  and  by  the  time  of  repair  was 
markedly  atrophic  and  fibrotic. 

COMPLICATIONS: 


Diplopia 4 

Enophthalmus  2 

Ptosis,  upper  lid 1 

Postoperative  hemorrhage 1 

Stenosis  of  an  ear  canal 1 

Facial  asymmetry 1 

Mal-occlusion  1 


The  complication  listed  as  stenosis  of  the 
external  ear  canal  is  the  most  interesting 
case.  This  was  a man  with  severe  multiple 
facial  fractures  incurred  in  an  automobile 
accident.  As  a part  of  the  injury,  the  small 
latch  that  locks  the  triangular  front  car 
window  pierced  his  face  just  anterior  to  the 
parotid  gland,  went  through  the  ear  canal 
and  made  its  exit  in  the  postauricular  sulcus. 
A large  portion  of  the  cartilaginous  canal 
was  torn  away  by  the  injury.  During  the 
healing  phase  the  canal  stenosed.  We  opened 
it  secondarily  and  had  a large  hollow  ear 
mold  made  which  extended  well  through  the 
injured  portion  of  the  canal.  He  has  now 
worn  this  for  approximately  one  year.  The 
canal  is  well  epithelized ; however,  if  he  goes 
without  the  mold  for  more  than  four  or  five 
days  the  canal  becomes  stenosed.  His  hear- 
ing remains  excellent  as  long  as  he  wears 
the  mold. 

Summary 

Fifty  cases  of  midfacial  fractures  have 
been  reviewed,  and  a general  discussion  of 
the  cause  and  treatment  of  these  fractures 
is  presented. 

The  general  principles  of  management  are 
discussed,  and  a simple,  reliable,  and  satis- 
factory method  for  the  treatment  of  mid- 
facial fractures  is  presented. 

The  complications  encountered  in  this 
series  of  patients  is  also  discussed. 
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Toxic  Megacolon 


The  entity  of  toxic  megacolon, 
i.e.,  acute  dilatation  of  the 
colon  complicating  ulcerative 
colitis,  presents  more  problems  for  physi- 
cians as  it  is  being  recognized  more  frequent- 
ly. There  is  a long  bibliography  of  medical 
and  surgical  journals  in  English  and  foreign 
languages  which  alerts  physicians  to  this 
problem,  relating  the  clinical  features,  meth- 
ods of  medical  and  surgical  therapy,  and  the 
results  of  such  therapy  in  this  dread  condi- 
tion marked  by  a dilated  atonic  colon  and 
systemic  toxicity.  The  purpose  of  this 
article  is  to  review  the  probable  etiological 
factors  related  to  toxic  megacolon  in  ulcera- 
tive colitis,  with  appropriate  comment 
drawn  from  review  or  observation  of  some 
40  cases  of  toxic  megacolon.  The  mortality 
rate  in  a reviewed  series  of  37  cases  was 
11%  with  medical  therapy  alone  and  36% 
with  surgical  therapy  in  medical  failure  pa- 
tients.^ Toxic  megacolon  recurred  in  33% 
of  those  cases  that  responded  to  initial  medi- 
cal therapy.  Because  of  the  severe  morbid- 
ity that  toxic  megacolon  imposes  on  the  pa- 
tient’s illness  with  ulcerative  colitis,  and  the 
ultimate  poor  prognosis,  prevention  of  this 
entity  should  be  the  first  line  of  defense. 
It  is  hoped  that  by  alerting  physicians  to 
possible  etiological  factors  and  early  clinical 
signs,  the  occurrence  of  this  complication 
and  the  problems  that  it  portends  will  be 
reduced. 

In  a series  of  37  cases  of  toxic  megacolon 
seen  or  reviewed  from  the  University  of 
Pennsylvania  Graduate  Hospital  occurring 
between  January  1943  and  December  1964, 
this  entity  was  found  in  5%  of  629  cases 
of  ulcerative  colitis.^  It  occurred  in  both 
sexes,  at  ages  ranging  from  14  years  to  77 
years,  and  with  any  of  the  three  clinical 
stages  of  ulcerative  colitis,  i.e.,  the  acute 
fulminating  type,  the  acute  relapse  in  the 
remitting-relapsing  type,  and  the  fulminat- 
ing exacerbation  of  the  chronic  continuous 
form.  Although  toxic  megacolon  has  been 
found  to  occur  most  commonly  with  the  non- 
specific form  of  ulcerative  colitis  in  any 
anatomical  localization  other  than  strictly 
rectosigmoid  or  rectal  involvement  alone,  it 
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can  also  complicate  the  granulomatous  form 
of  ileocolitis^  or  even  amebic  colitis.®-^  Un- 
fortunately, there  is  no  common  denominator 
in  anj"  of  these  aforementioned  factors  to 
relate  them  to  the  pathogenesis  of  toxic 
megacolon  in  inflammatory  disease  of  the 
colon. 

Pathogenesis 

A single  mechanism  for  the  extreme  dila- 
tation of  the  colon  has  not  been  delineated, 
but  the  initial  step  is  probably  found  in  the 
severe  inflammatory  process  involving  the 
colonic  wall  (Figure  1).  In  17  pathological 
specimens  obtained  at  time  of  colectomy,  a 
common  pathological  change  was  found. 
This  significant  finding  was  the  extension 
of  the  same  “vasoproliferative”  inflamma- 
tory reaction,  commonly  seen  destroying  the 
mucosa  in  ordinary  ulcerative  colitis,  into 
the  muscularis  coat  of  the  dilated  segment 
of  the  toxic  megacolon  specimens. ^ The  in- 
ner muscular  coat  was  nearly  destroyed  in 
many  cases,  and  the  inflammatory  process 
often  extended  to  involve  the  longitudinal 
muscle,  the  ganglion  cells,  and  the  serosa 
layer.  Although  ganglion  cell  destruction 
was  earlier  felt  to  be  the  etiologj^  of  toxic 
megacolon,®  more  recent  pathological  studies 
have  failed  to  confirm  this  supposition.  It 
is  now  suggested  that  the  marked  dilata- 
tion of  the  colon  is  preceded  by  the  destruc- 
tion and  subsequent  weakening  of  the  cir- 
cular muscle  by  the  inflammatory  “vaso- 
proliferative” changes.  Musculature  tone 
and  peristalsis  cannot  be  maintained  in  the 
absence  of  adequate  functioning  muscle. 
The  weakened  peristaltic  force  of  such  de- 
stroyed muscle  is  apparently  insufficient  to 
move  dilatant  gas  and  fecal  content.  Sim- 
ilar inflammatory  destruction  of  the  mus- 
cular coat  has  been  found  in  cases  of  ulcer- 
ative colitis  not  complicated  with  toxic 
megacolon : and  therefore  such  pathological 
changes  can  only  serve  as  the  initial  step 
in  the  pathogenesis  of  this  entity. 
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Figure 
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other  etiological  considerations  have  in- 
cluded hypokalemia  interf erring  with  mus- 
cular tone  and  function.®  A serum  potassium 
level  below  3.0  mEq/1  was  found  in  only  5 
of  37  cases  in  the  personally  reviewed  cases, 
and  in  only  6 of  83  cases  collected  from  the 
literature.^ 

Frank  distal  pathological  obstruction  has 
not  been  demonstrated  to  account  for  the 
impairment  of  gas  and  fecal  progress 
through  the  colon  in  toxic  megacolon;  how- 
ever, the  high  position  of  the  hepatic  and 
splenic  flexures  (“hammock  suspension”) 
may  serve  as  points  of  relative  anatomic  ob- 
struction and  account  for  the  prevalence  of 
colonic  dilatation  of  the  transverse  colon  in 
toxic  megacolon.  This  localization  may  be 
akin  to  the  “splenic  flexure  syndrome.” 

“Pharmacologic  obstruction”  rather  than 
anatomic  probably  plays  a greater  part  in 
the  pathogenesis  of  this  entity.  The  role  of 
drugs  in  precipitating  toxic  megacolon  has 
been  suspect  in  those  patients  given  large 
doses  of  anticholinergics  and  opiates  in  an 
attempt  to  control  the  diarrhea  and  pain  of 
ulcerative  colitis."  It  is  difficult  to  correlate 
the  frequency  of  paralysis  of  the  colon  with 
the  dose  of  anticholinergics  in  the  case  of 
toxic  megacolon;  however,  it  is  easy  to 
relate  the  experience  with  these  drugs  in  in- 
hibiting peristalsis  of  the  gut.®  Recently, 
Garrett  and  associates  at  the  Mayo  Clinic 
reported  that  17  of  18  cases  of  toxic  mega- 
colon observed  by  them  had  received  in- 
creased narcotic  therapy  in  the  72-hour 
period  before  the  onset  of  this  complication.® 
In  studying  the  effect  of  tincture  of  opium 
on  pelvic  and  colonic  motility,  little  change 
was  found  in  drug  stimulated  pressure  over 
base-line  recordings  in  normal  individuals; 
however,  patients  with  ulcerative  colitis  had 
increased  types  I,  II,  and  III  waves  after 
being  given  tincture  of  opium.  It  is  possible 
that  such  increases  in  distal  pelvic  colonic 
motility  in  ulcerative  colitis  patients  given 
narcotics  increases  the  distal  colonic  resist- 
ance, and  inhibits  colonic  content  propulsion 
by  loss  of  the  normal  aboral  colonic  pres- 
sure gradient.  This  could  result  in  a rising 
intraluminal  pressure  of  the  proximal  colon 
and  distention  of  the  weakened  and  paralyzed 
colon.  Inquiry  concerning  the  effect  of 
Lomotil®  in  ulcerative  colitis  has  not  elicited 


a published  case  of  toxic  megacolon  compli- 
cating ulcerative  colitis  when  this  drug  was 
used. 

Dilatant  materials  in  the  colon  include  nor- 
mal fecal  content,  blood,  inflammatory  debris, 
and  gas  of  aerophagic  origin.  Excessive  air 
swallowing  was  suspected  in  58%  of  the  re- 
viewed cases ; and  some  degree  of  small  bowel 
distention  was  not  unusual. ^ Hydrophilic 
agents  maj"  also  increase  the  fecal  bolus,  and 
impact  in  the  presence  of  feeble  colonic 
transport. 

A more  important  distending  factor  is  the 
barium  enema  examination."^  Eleven  of  34 
patients  were  found  to  have  had  the  onset 
of  toxic  megacolon  within  24  to  48  hours 
after  a barium  enema  study.  One  patient 
complained  of  pain  on  distention  of  the  colon 
at  time  of  a barium  enema,  and  developed 
toxic  megacolon  within  hours.  The  disrup- 
tive distending  pressures  of  a barium  enema 
can  be  easily  fitted  into  the  scheme  of  the 
pathogenesis  of  toxic  megacolon. 

Toxic  megacolon  was  recognized  before  the 
advent  of  ACTH  and  adrenocorticosteroid 
therapy.  Furthermore,  the  entity  still  com- 
plicates those  patients  with  ulcerative  colitis 
who  have  not  had  corticosteroid  therapy.  In 
32  cases,  15  had  been  given  ACTH  or  adreno- 
corticosteroids  before  the  onset  of  toxic 
megacolon;  however,  the  dosage  or  duration 
of  the  therapy  bore  no  relationship  to  the 
development  of  this  clinical  problem. ^ Al- 
though steroids  did  not  prevent  the  occur- 
rence or  cause  toxic  megacolon,  there  was 
a higher  incidence  of  complicating  perfora- 
tions in  the  steroid  treated  patients.  On  the 
other  hand,  there  was  a lower  mortality 
rate  in  those  patients  treated  with  adreno- 
corticosteroids.  Similar  to  ACTH  and 
adrenocorticosteroid  therapy,  no  direct  rela- 
tionship to  the  occurrence  of  toxic  mega- 
colon in  cases  of  ulcerative  colitis  could  be 
related  to  the  use  of  sulfa  or  antibiotic 
agents,  since  most  severe  cases  of  ulcerative 
colitis  received  some  foi*m  of  this  therapy. 

Practical  Applications 

Using  the  foregoing  knowledge  and  sup- 
position concerning  the  pathogenesis  of 
toxic  megacolon  in  ulcerative  colitis,  the 
following  factors  are  suggested  for  the  p^re- 
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vention  of  this  entity:  (1)  Be  aware  that 
toxic  megacolon  can  suddenly  complicate 
any  case  of  inflammatory  colonic  disease  at 
any  time  in  its  clinical  course,  without  re- 
gard to  the  preceding  duration  of  the  dis- 
ease. It  can  occur  in  any  age  group.  It  can 
occur  with  any  anatomical  configuration  of 
inflammatory  large  bowel  disease,  except  for 
localized  distal  disease.  (2)  Suspect  the 
occurrence  of  the  entity  bj"  sudden  worsen- 
ing of  the  patient’s  condition  (fever,  leuko- 
cytosis, mental  aberration),  with  distention 
of  the  abdomen,  reduction  of  bowel  sounds, 
and  frequently  with  reduction  of  the  num- 
ber of  stools.  Suspicion  of  the  onset  of 
toxic  megacolon  is  enough  to  alert  the  clini- 
cian to  institution  of  a medical  program  to 
prevent  progression  of  this  complication 
(see  below).  (3)  Use  anticholinergics  and 
opiates  sparingly,  realizing  that  the  diar- 
rhea and  pain  of  ulcerative  colitis  is  a mani- 
festation of  the  inflammatory  process  in  the 
colonic  wall,  and  that  paralysis  of  the  gut 
can  occur  with  the  use  of  these  medications. 
Azulfidine  and  adrenocorticosteroids  by 
mouth  or  ACTH  parenterally  are  the  best 
anti-inflammatory  agents  now  available  for 
noninfectious  inflammatory  disease  of  the 
bowel.  (4)  The  diagnosis  of  ulcerative 
colitis  can  usually  be  established  by  histor- 
ical factors  and  sigmoidoscopy.  A barium 
enema  adds  little  therapeutic  or  prognostic 
information  in  evaluation  of  the  acutely  ill 
patient.  A flat  plate  of  the  abdomen  fre- 
quently will  give  enough  radiogi’aphic  evi- 
dence of  the  presence  and  localization  of  the 
disease  so  that  the  barium  enema  is  not  only 
unnecessary  but  also  dangerous  as  a pre- 
cipitating factor  of  toxic  megacolon. ” 

Therapeutic  Guidelines 

If  toxic  megacolon  is  impending  or  has  en- 
sued, then  the  following  protocol  is  suggest- 
ed for  the  care  of  the  patient 

Intensive  Medical  Care 

1.  Close  supervision  with  combined  medi- 
cal-surgical consultation, 

a.  Frequent  abdominal  examination 
and  auscultation  for  signs  of  per- 
foration or  ileus.  N.B. : Patients 
on  steroids  frequently  perforate 
with  minimal  or  no  signs  of  peri- 
toneal soiling. 


b.  Daily  abdominal  films  for  colonic 
and  small  bowel  size  and  evidence 
of  free  air  in  the  peritoneum.  Dis- 
tention of  the  colon  over  6 cm  indi- 
cates pathologic  dilatation. 12  Pres- 
ence of  small  bowel  distention  with- 
out colonic  distention  indicates  an 
ileus  or  obstruction  in  the  right 
colon. 

c.  Frequent  hematologic  and  chemical 
determinations  to  adjust  fluid,  elec- 
trolyte, and  blood  replacement. 

2.  The  patient  should  be  kept  NPO  to  re- 
duce dilatant  gas  and  fecal  residue. 
Avoid  oxygen  via  pharyngeal  catheter, 
which  induces  aerophagia. 

3.  Nasogastric  or  small  bowel  intubation 
with  suction  if  significant  gastric  or 
small  bowel  gas  is  present. 

4.  Maintenance  of  fluid  and  electrolyte  bal- 
ance: 

a.  Dextrose  and  water  for  caloric  re- 
placement and  maintenance  of  wa- 
ter balance. 

b.  Appropriate  electrolyte  replacement 
with  additional  potassium  and  bi- 
carbonate replacement  frequently 
indicated. 

c.  Appropriate  vitamin  supplementa- 
tion. 

5.  Blood  or  albumin  transfusions  to  cor- 
rect anemia  and  hypoproteinemia,  and 
to  maintain  blood  volumes. 

6.  Systemic  antibiotics,  broad-spectrum  in 
scope,  in  view  of  the  flora  of  the  colon. 
Although  penicillin  and  streptomycin 
were  predominantly  used  in  the  re- 
viewed cases,  newer  antibiotics  may 
well  afford  a broader  and  better  anti- 
biotic protection. 

7.  Avoid  over-sedation  so  as  to  be  able 
to  evaluate  patient’s  status. 

8.  Avoid  anticholinergics  and  opiates,  or 
use  only  small  doses  on  p.r.n.  orders 
under  close  supervision.  A heating  pad 
is  sometimes  helpful  to  reduce  abdom- 
inal cramping  discomfort  in  these  peo- 
ple. 

9.  Keeping  the  “double  edge  sword’’  effect 
of  adrenocorticosteroids  in  mind,  the 
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following  general  principles  are  sug- 
gested for  their  use: 

a.  If  on  steroids,  and  toxic  megacolon 
develops : 

(1)  No  danger  of  perforation  by 
examination  or  x-ray,  con- 
tinue with  increased  steroids 
or  change  to  ACTH. 

(2)  If  perforation  occurs,  cover 
with  adrenocorticosteroids  in 
the  preoperative  and  postop- 
erative period. 

D.  If  not  on  steroids  and  toxic  mega- 
colon develops: 

(1)  No  danger  of  perforation, 
then  start  ACTH. 

(2)  Penetrating  ulcers  by  flat 
plate  of  the  abdomen,  avoid 
corticosteroids  or  ACTH. 

(3)  Perforation  impending  by  x- 
ray  or  examination,  avoid 
adrenocorticosteroids  or 
ACTH. 

(4)  If  perforation  occurs,  use  ste- 
roids as  adjunct  in  operative 
and  postoperative  periods. 

c.  Regardless  of  previous  steroid 
treatment,  adrenocorticosteroids 
should  be  considered  in  all  surgical 
cases.  In  reviewed  cases  there  was 
only  one  postoperative  death  in  pa- 
tients on  steroids,  whereas  six  pa- 
tients who  were  not  on  steroids  died 
postoperatively.i 

Indications  for  Surgery 
With  regard  to  the  indications  for  sur- 
gery, there  is  a need  for  team  work  between 
the  physician  and  a qualified  surgical  con- 
sultant. It  is  felt  that  surgery  is  not  neces- 
sary for  all  cases  since  remissions  do  occur 
with  medical  therapy ; however,  close  ob- 
servation will  permit  optimum  timing  of 
surgical  intervention  as  the  result  of  a com- 
bined medical-surgical  team  decision.  Indi- 
cations for  surgery,  as  determined  by  serial 
observations  by  this  team  management,  in- 
clude: 

1.  Free  perforation  (frequently  with  mini- 
mal signs  while  on  steroids). 


2.  Suspected  impending  perforation. 

a.  Increased  colonic  dilatation  over  24 
to  48  hours. 

b.  Localized  tenderness. 

c.  Loss  of  audible  peristaltic  sounds. 

d.  Leukemoid  white  blood  cell  count. 

3.  Abrupt  deterioration  in  clinical  condi- 
tion — mental  changes,  fever  spike. 

4.  Failure  to  respond  to  intensive  medical 
measures  — no  decrease  in  fever,  no 
decrease  in  white  count,  no  increase  in 
bowel  sounds,  and  no  decrease  in  dis- 
tention over  a period  of  3 to  5 days, 
during  which  time  a full  medical  pro- 
gram is  employed. 

5.  Recurrent  toxic  megacolon. 

Comment 

The  entity  of  toxic  megacolon  is  briefly 
reviewed  with  particular  emphasis  on  patho- 
genetic factors  and  their  application  in  the 
prevention  and  treatment  of  this  dreaded 
complication  of  inflammatory  disease  of  the 
colon.  A series  of  problems  is  presented  to 
the  physician  in  the  management  of  the  case 
once  toxic  megacolon  does  occur.  Medical  vs 
surgical  therapy  is  the  first  question;  and 
it  is  generally  agreed  that  a trial  of  intensive 
medical  therapy  is  indicated  in  those  cases 
who  do  not  have  immediate  complications  of 
perforation  or  life  threatening  hemorrhage. 
The  problem  of  adrenocorticosteroid  or  ACTH 
therapy,  with  their  anti-inflammatory  but 
masking  effects,  is  answered  by  the  use  of 
these  medications  under  the  strict  aforemen- 
tioned criteria.  Lastly,  the  timing  and 
choice  of  surgical  intervention  is  dictated  by 
failure  to  respond  to  medical  therapy,  or  oc- 
currence of  further  complications.  The  sur- 
gical procedure  should  be  tailored  to  the  pa- 
tient’s condition,  and  to  the  extent  and  na- 
ture of  the  inflammatory  disease  of  the 
bowel.  A primary  total  colectomy  and  ile- 
ostomy is  the  ultimate  goal  in  cases  of  toxic 
megacolon ; however,  shorter  drainage  proce- 
dures may  be  necessary  as  an  initial  step.^'* 
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Hyperfibrinolysis  in  Cirrhosis 


IN  1914,  Goodpasture  reported 
a study  of  four  patients  with 
hepatic  cirrhosisd  Clots 
formed  in  blood  drawn  from  these  individu- 
als were  noted  to  undergo  spontaneous  lysis 
more  rapidly  than  those  from  normal  sub- 
jects. Subsequently,  Ratnoff^  and  others®-® 
have  confirmed  and  extended  study  of  this 
phenomenon.  Fletcher  and  associates'^  found 
that  induced  hyperfibrinolysis  was  of  great- 
er degree  and  of  longer  duration  in  cirrhotics 
than  in  normal  controls.  They  postulated 
that  this  resulted  from  failure  of  hepatic 
clearance  mechanisms  for  plasminogen  ac- 
tivator. 

Coagulation  defects  developing  in  patients 
with  advanced  hepatocellular  disease  are 
usually  multifactorial  in  nature  and  often 
poorly  defined.  It  is  common  experience 
that  cirrhotic  patients  who  develop  gastro- 
intestinal bleeding  may  incur  a severe 
hemorrhagic  diathesis,  particularly  after 
surgical  procedures  or  the  institution  of 
blood  transfusion.  Most  patients  with  ad- 
vanced cirrhosis  have  defects  of  factors  II, 
V,  VII,  IX,  and  X,  and  the  relative  im- 
portance of  hyperfibrinolysis  in  such  indi- 
viduals has  not  been  fully  defined. 

The  aim  of  this  study  was  to  evaluate  the 
plasminogen-plasmin  system  in  cirrhotic 
patients,  both  with  and  without  gastro- 
intestinal bleeding.  Normal  subjects  and 
noncirrhotic  patients  with  gastrointestinal 
bleeding  were  also  studied.  Hyperfibrin- 
olysis w'as  nearly  twice  as  frequent  in  bleed- 
ing cirrhotics  as  in  their  nonbleeding  coun- 
terparts. 

Materials  and  Methods 

A total  of  9.5  patients  was  studied,  24  of 
whom  were  without  evident  disease  and 
who  served  as  controls.  All  were  admitted 
to  the  Veterans  Administration  or  Doug- 
las County  Hospitals,  Omaha,  Nebraska,  for 
acute  gastrointestinal  bleeding,  Laennec’s 
cirrhosis,  or  a combination  of  the  two. 

Hepatic  disease  related  to  alcohol  inges- 
tion was  present  in  56  patients,  18  of  whom 
were  bleeding.  Fifteen  patients  without 
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hepatic  dysfunction  were  bleeding  from  gas- 
tritis or  peptic  ulcer. 

Oxalated  or  citrated  whole  blood  was 
collected  by  venipuncture.  This  sample  was 
mixed  gently  by  inversion  with  parafilm 
covering  the  test  tube,  and  immediately 
placed  in  ice.  Two  1.2  ml  aliquots  were 
removed  from  this  sample  and  added  to 
dilute  acetic  acid  as  described  later  in  the 
euglobulin  lysis  time  test.  The  remainder 
of  the  whole  blood  sample  was  then  centri- 
fuged at  5,000-8,000  g at  4°C.  Plasma  was 
removed  and  transferred  to  a test  tube  in  ice 
to  be  used  for  other  tests. 

Serial  Thrombin  Time:  The  serial  throm- 
bin time  was  performed  as  previously  de- 
cribed®-®  with  slight  modification.  Plasma 
was  distributed  in  0.2  ml  aliquots  into  each 
of  five  (12  X 75  mm)  test  tubes.  The  rack 
of  tubes  was  placed  in  a water  bath  at  37 °C 
and  tested  in  sequence  at  0,  10,  20,  30,  and 
40  minutes.  Topical  thrombin  (Parke- 
Davis)  50  NIH  units/ml  reconstituted  in 
saline  phosphate  buffer  (pH  7.5)  w'as  pre- 
pared, and  0.2  ml  of  this  solution  was  added 
to  the  incubating  test  tubes  at  each  given 
time  interval.  The  tube  was  then  tilted 
gently  through  an  arc  of  approximately  80° 
from  vertical  to  horizontal  and  back,  at 
least  40  times/min.  The  time  required  for 
a coagulum  to  form  was  recorded  with  a stop 
watch.  If  no  coagulum  formed  within  120 
seconds,  the  test  was  discontinued  and  the 
result  recorded  as  greater  than  120  sec- 
onds. In  no  normal  subject  was  the  throm- 
bin time  greater  than  11  seconds  at  40  min- 
ute incubation. 
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Fibrinogen:  The  initial  value  of  the 

serial  thrombin  time  was  used  as  a qualita- 
tive measure  of  plasma  fibrinogen.  If  this 
value  is  normal,  plasma  fibrinogen  concen- 
tration is  assumed  to  be  normal.  This  test 
may  be  prolonged  by  hypofibrinogenemia, 
excess  circulating  plasmin,  or  fibrinogen  de- 
gradation products.  If  it  is  normal  and 
euglobulin  lysis  time  is  normal,  fibrinogen 
concentration  is  assumed  to  be  low.  If  both 
thrombin  time  and  euglobulin  lysis  time  are 
abnormal,  fibrinogen  may  be  low,  there  may 
be  excess  circulating  activator,  excess  plas- 
min, or  fibrinogen  degradation  products 
may  be  present.  If  euglobulin  lysis  time  is 
corrected  by  EACA,  activator  concentration 
is  increased,  and  hypofibrinogenemia  is 
either  functional  and/or  absolute.  If  eu- 
globulin lysis  time  is  not  corrected  by 
EACA,  a hyperplasminemic  state  probably 
exists,  accounting  for  hypofibrinogenemia. 
The  euglobulin  lysis  time  was  corrected  by 
EACA  in  all  but  three  of  our  patients. 

Euglobulin  Lysis  Time:  The  euglobulin 

lysis  time,  as  described  by  Johnson  et  ah® 
is  an  assay  of  fibrinolytic  activity  in  plasma. 
Freshly  drawn  oxalated  or  citrated  whole 
blood  (1.2  ml)  is  added  to  12.5  ml  of  distilled 
water  containing  0.22  ml  of  1.0%  acetic 
acid.  The  tubes  are  left  in  ice  for  at  least 
7 minutes  and  then  spun  at  5,000  to  8,000 
g at  4°C  for  10  minutes.  The  supernatant 
is  decanted  thoroughly,  and  the  euglobulin 
precipitate  is  dissolved  in  0.7  ml  of  phos- 
phate-buffered saline  (pH  7.5).  One  half 
ml  of  the  reconstituted  euglobulin  fraction 
is  transferred  to  a 12  x 75  mm  test  tube 
and  clotted  with  0.05  ml  (2  NIH  units)  top- 
ical thrombin  (Parke-Davis).  The  tube  in 
the  water  bath  is  examined  for  lysis  every 
15  minutes.  Similar  clots  are  made  using 


0.6  ml  of  phosphate-buffered  saline  and  0.1 
ml  .0028  M epsilon-aminocaproic  acid  solu- 
tion to  dissolve  the  euglobulin  fraction. 

In  systems  containing  activator  or  plas- 
min, the  clots  formed  will  be  seen  to  lyse 
in  less  than  90  minutes.  If  lysis  is  inhibited 
by  epsilon-aminocaproic  acid,  the  fibrino- 
lytic activity  is  assumed  to  be  due  to  the 
presence  of  circulating  activator.  If  lysis 
is  uninhibited  by  epsilon-aminocaproic  acid, 
fibrinolysis  is  caused  primarily  by  plasmin. 
Normally,  lysis  of  a whole  blood  euglobulin 
clot  requires  at  least  90  minutes.  The  ad- 
dition of  epsilon-aminocaproic  acid  as  de- 
scribed above  increases  this  value  to  210 
minutes  or  greater. 

One  Stage  Prothrombin  Time:  The  tech- 
nique described  by  Biggs  and  MacFarlane^i 
was  used,  utilizing  commercial  thrombo- 
plastin reagent  (Hyland). 

Partial  Thromboplastin  Time:  Koalin- 

activated  partial  thromboplastin  time^^  ^as 
performed  using  commercial  reagents  (Hy- 
land). 

Platelet  Count:  Platelets  were  counted 

by  phase  contrast  microscopy  using  stand- 
ard techniques. 

Results 

Ninety-five  patients  were  studied,  and  the 
data  are  summarized  in  Table  1.  All  pa- 
tients with  gastrointestinal  bleeding  had  re- 
ceived one  or  more  units  of  whole  blood 
at  the  time  of  investigation. 

Fifteen  patients  with  gastrointestinal 
bleeding  and  no  clinical  evidence  of  hepatic 
dysfunction  were  studied.  The  site  of  blood 
loss  in  these  individuals  was  either  peptic 
ulceration  or  gastritis.  In  one  of  these 


Table  1 

NUMBER  AND  TYPE  OF  COAGULATION  ABNORMALITY  IN  BLEEDING, 
CIRRHOSIS  AND  CIRRHOSIS  PLUS  BLEEDING 


Serial 

Pro- 

Partial 

Euglobulin 

Thrombin 

thrombin 

Thrombo- 

Lysis  Time 

Time 

Time 

plastin 

Diagnosis 

Patients 

<;^  90  Min 

> 13  Sec.* 

> 15  Sec. 

Time  45  S« 

Normals 

24 

0 

0 

0 

0 

UGI  bleeding  without  cirrhosis  _ 

. 15 

1 

0 

0 

0 

Cirrhosis  without  bleeding 

_ 38 

13  (34%) 

13  (34%) 

6 (16%) 

9 (24%) 

Cirrhosis  with  UGI  bleeding  __ 

_ 18 

13  (72%) 

14  (78%) 

17  (94%) 

10  (55%) 

Total  No. 

. 95 

• — After  40  minutes  incubation. 
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individuals,  the  euglobulin  lysis  time  was 
75  minutes  and  was  corrected  by  EACA. 
The  serial  thrombin  time  was  normal  in  all 
of  these  patients. 

Thirty-eight  nonbleeding  cirrhotics  were 
evaluated.  The  diagnosis  of  cirrhosis  was 
documented  by  autopsy  or  liver  biopsy  in 
35  patients,  and  in  the  l emainder  it  was  sub- 
stantiated by  grossly  abnormal  liver  function 
tests  and  typical  clinical  stigmata  of  de- 
ranged hepatic  function.  Abnormalities  of 
Euglobulin  lysis  time  or  serial  thrombin 
time  were  noted  in  50%  of  this  group  of 
patients.  Twenty-four  % had  abnormalities 
of  either  the  partial  thromboplastin  time  or 
one  stage  prothrombin  time.  Thirty-four 
(90%)  had  normal  baseline  thrombin  time, 
and  thus  normal  plasma  fibrinogen. 

Abnormalities  of  coagulation  tests  were 
much  more  frequent  in  those  18  cirrhotic 
patients  with  gastrointestinal  bleeding.  In 
each  case,  cirrhosis  was  documented  by  pre- 
vious biopsy  or  autopsy.  Eighty-nine  % 
of  these  individuals  had  evidence  of  hyper- 
fibrinolysis and  95%  had  prolonged  one- 
stage  prothrombin  time  or  partial  thrombo- 
plastin time.  Five  of  this  group  (28%)  had 
normal  fibrinogen  levels. 

Progressive  prolongation  of  the  throm- 
bin time  following  incubation  of  plasma 
implies  the  presence  of  proteolytic  activity. 
It  may  be  seen  in  Table  2 that  this  occurs 
to  a small  extent  in  normal  plasma.  The 
gradual  lengthening  of  the  thrombin  time 
is  first-order  and  the  slope  depends  on  the 
rate  of  destruction  of  fibrinogen.  For  con- 
venience, we  have  compared  the  initial  values 
and  those  after  40  minutes  incubation. 
These  values  and  the  euglobulin  lysis  time 
for  each  patient,  are  listed  in  Tables  3 and  4. 

Both  progressive  prolongation  of  serial 
thrombin  time  and  abnormal  euglobulin 


lysis  time  indicate  the  presence  of  fibrin- 
olysis. The  serial  thrombin  time  is  a sen- 
sitive index  of  fibrinolytic  activity  and 
seems  to  be  dependent  on  a net  excess  of 

Table  3 

THROMBIN  TIMES  AND  EUGLOBULIN 
LYSIS  TIMES  IN  NON-BLEEDING 
CIRRHOTICS 

Thrombin  Time  Euglobulin  Lysis 


(Sec) 

Time 

(Min) 

0 

40 

Without 

With 

Patient 

Minutest 

Minutest 

EACA* 

EACA* 

1 

4 

4 

90 

210 

2 

5 

6 

90 

210 

3 _ 

5 

6 

90 

210 

4 

_ 5 

6 

90 

210 

5 

7 

8 

90 

210 

6 ___ 

4 

5 

90 

210 

7 __ 

5 

17 

90 

210 

8 

5 

7 

45 

210 

9 

- - 6 

16 

90 

210 

10 

11 

16 

** 

11 

4 

6 

75 

210 

12 

5 

7 

90 

210 

13 

4 

5 

90 

210 

14 

_ 5 

7 

75 

210 

15  _ 

5 

6 

90 

210 

16  -- 

6 

6 

90 

210 

17  _ 

6 

6 

90 

210 

18  - 

7 

8 

90 

210 

19 

22 

48 

45 

210 

20 

5 

7 

90 

210 

21 

_ 6 

11 

60 

165 

22 

4 

5 

90 

210 

23 

4 

5 

90 

210 

24 

5 

5 

75 

210 

25 

_ 4 

5 

90 

210 

26 

5 

6 

90 

210 

27 

5 

7 

60 

195 

28  _ 

6 

14 

30 

105 

29 

6 

16 

90 

210 

30  _ 

8 

18 

90 

210 

31 

7 

14 

90 

210 

32 

6 

24 

60 

210 

33 

6 

24 

90 

210 

34 

_ 7 

30 

60 

180 

35 

6 

19 

90 

210 

36  -- 

7 

20 

35 

110 

37 

4 

8 

90 

210 

38 

8 

10 

70 

180 

* — Epsilon-aminocaproic  acid, 
t — Times  of  incubation. 

** — No  clot. 


Table  2 


COMPARISON  OF  MEAN  THROMBIN  TIMES  AT  0 MINUTES 
AND  40  MINUTES  INCUBATION 


GI  Bleeding 
Without 

Normals  Cirrhosis 

0 Minutes  4.5  ± 1.0*  4.7  rt  1.2 

40  Minutes  7.4  ± 3.2  7.2  ± 3.4 


* Mean  thrombin  time  (Sec)  ^ S.D. 


Non- 

Bleeding  Bleeding 

Cirrhotics  Cirrhotics 


6.1  ± 3.0  13.1  ± 12.8 

11.5  ± 8.9  34.3  ± 35.0 
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Table  4 

THROMBIN  TIMES  AND  EUGLOBULIN  LYSIS 
TIMES  IN  CIRRHOTICS  WITH  GASTRO- 
INTESTINAL BLEEDING 


Thrombin  Time  Euglobulin  Lysis 


(Sec) 

Time 

(Min) 

0 

40 

Without 

With 

Patient 

Minutest  Minutest 

EACA* 

EACA* 

1 

27 

60 

15 

45 

2 

11 

17 

90 

210 

3 

8 

12 

75 

210 

4 

5 

8 

90 

210 

5 __ 

10 

21 

60 

60 

6 

__  11 

13 

75 

210 

7 

7 

8 

60 

150 

8 

8 

14 

90 

210 

9 

6 

16 

60 

210 

10 

6 

25 

90 

210 

11 

8 

26 

50 

150 

12 

8 

40 

45 

190 

13 

13 

26 

30 

180 

14 

12 

120 

30 

130 

15 

17 

50 

35 

105 

16 

— - 13 

36 

50 

210 

17 

60 

120 

15 

150 

18 

5 

6 

90 

210 

* — Epsilon  aminocaproic  acid, 
t — Times  of  incubation. 


plasmin  for  a given  concentration  of  fibrino- 
gen. The  whole  blood  euglobulin  lysis  time 
is  based  on  the  precipitation  of  the  euglobu- 
lin fraction  from  whole  blood  which  con- 
tains fibrinogen  and  plasminogen  as  well  as 
activator  or  plasmin  from  plasma  and  red 
cell  stroma.  The  major  fibrinolytic  inhibi- 
tors are  either  labile  at  the  pH  of  the  test 
or  remain  in  the  supernatant  fluid.  The 
presence  of  activator  or  plasmin  is  qualita- 
tively differentiated  by  the  addition  of  ep- 
silon-aminocaproic  acid,  an  activator  inhibi- 
tor. If  an  abnormal  euglobulin  lysis  time  is 
normalized  by  EACA,  the  fibrinolytic  ac- 
tivity is  due  to  plasminogen  activation  in 
vitro  due  to  elevated  plasma  activator  levels. 
If  the  euglobulin  lysis  time  is  not  normal- 
ized by  EACA,  a hyperplasminemic  state 
exists.  In  all  but  three  of  our  cirrhotic  pa- 
tients, abnormalities  of  the  euglobulin  lysis 
time  were  either  corrected  completely  or 
strikingly  improved  by  EACA  (Tables  3 
and  4). 

The  mean  values  for  the  serial  thrombin 
times  at  0 and  40  minutes  incubation  are 
shown  in  Table  2.  There  is  no  statistically 
significant  difference  between  the  mean 
values  at  0 and  40  minutes  for  normals, 
noncirrhotic  patients  with  gastrointestinal 


bleeding  or  cirrhotics  who  were  not  bleed- 
ing. Only  four  of  the  cirrhotics  who  were 
not  bleeding  had  baseline  thrombin  times 
greater  than  seven  seconds.  In  contrast, 
13  (34%)  had  thrombin  times  greater  than 

13  seconds  at  40  minutes  incubation  indicat- 
ing increased  activator  levels.  Six  of  this 
group  had  normal  serial  thrombin  time  and 
abnormal  euglobulin  lysis  time,  all  corrected 
by  EACA.  A total  of  19  (50%)  of  this 
group  had  abnormalities  of  serial  thrombin 
time  and/or  euglobulin  lysis  time  (Table 
3). 

In  a single  nonbleeding  cirrhotic  with 
abnormal  serial  thrombin  time,  no  clot  was 
observed  upon  addition  of  thrombin  to  the 
euglobulin  solution.  His  prothrombin  and 
partial  thromboplastin  times  were  20  and 
105  seconds  respectively.  We  believe  he 
probably  had  low-grade  intravascular  coagu- 
lation. He  improved  spontaneously  without 
therapy. 

Of  the  18  cirrhotics  with  gastrointestinal 
bleeding,  13  had  abnormal  baseline  throm- 
bin times  (Table  4).  In  11  of  these  13  pa- 
tients, euglobulin  lysis  time  was  abnormal, 
and  was  partially  or  completely  corrected 
by  EACA  in  all  but  one.  After  40  minutes 
incubation,  thrombin  time  was  abnormal  in 

14  patients  (78%).  Sixteen  of  the  18  pa- 
tients in  this  group  (89%)  had  abnormal- 
ities of  serial  thrombin  time  and/or  euglobu- 
lin lysis  time  (Table  4). 

The  standard  deviation  for  the  40  minutes 
thrombin  time  was  relatively  large  for  the 
nonbleeding  cirrhotics.  This  was  caused  by 
four  patients  with  times  of  48,  30,  24,  and 
24  seconds,  while  the  remainder  were  20 
seconds  or  less.  In  the  bleeding  cirrhotics, 
there  was  a large  range  for  both  0 and  40 
minutes  incubation  thrombin  time,  the  for- 
merly being  5 to  60  seconds  and  the  latter 
being  8 to  120  seconds.  Despite  the  large 
standard  deviations,  the  difference  between 
the  thrombin  times  of  the  bleeding  and  non- 
bleeding cirrhotics  was  highly  significant 
(p<0.01)  at  both  0 and  40  minutes  incu- 
bation. 

Comment 

Those  patients  with  bleeding  not  associat- 
ed with  deranged  hepatic  function  exhibited 
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no  abnormalities  of  the  coagulation  system 
with  the  exception  of  one  individual  whose 
euglobulin  lysis  time  was  slightly  short- 
ened (75  minutes)  and  was  corrected  by 
EACA.  His  serial  thrombin  time  was  nor- 
mal. Stress  activates  the  plasmin-plasmino- 
gen  system,  and  consequently  the  stress  of 
gastrointestinal  bleeding  of  such  severity 
as  to  necessitate  blood  transfusion  may  pos- 
sibly result  in  a hyperfibrinolytic  state.  In 
this  relatively  small  number  of  patients,  we 
found  no  evidence  of  such  a complicating 
event  in  those  patients  with  normal  hepatic 
function. 

The  clinical  severity  of  hepatic  cirrhosis 
may  be  difficult  to  assess,  and  one  might 
conclude  that  a cirrhotic  patient  who  is 
bleeding  has  more  severe  disease  than  one 
who  is  not.  In  comparing  serum  bilirubin 
levels  and  BSP  rentention,  there  appeai’ed  to 
be  approximately  equal  representation  of 
severe  hepatic  dysfunction  in  the  bleeding 
and  nonbleeding  groups.  We  arbitrarily 
selected  serum  bilirubin  gi’eater  than  2.0 
mg%  and  BSP  rentention  greater  than  10% 
for  points  of  reference.  These  values  were 
present  in  66%  and  53%  of  the  bleeding 
and  nonbleeding  cirrhotics  respectively. 
Many  of  the  nonbleeding  cirrhotic  patients 
had  hepatic  coma  or  precoma.  One  half  of 
these  individuals  had  evidence  of  hyperfi- 
brinolysis, in  contrast  to  89%  found  in  the 
bleeding  cirrhotics.  These  data  correlate 
well  with  those  of  Reid*^  who  found  evidence 
of  hyperfibrinolysis  in  42  of  44  patients 
with  hepatic  insufficiency. 

There  is  a question  whether  hyperfibrin- 
olysis is  caused  primarily  by  increased  levels 
of  activator  or  decreased  antiplasmin  levels.* 
Fletcher  and  associates  proposed  that  a ma- 
jor factor  for  the  presence  of  excessive 
activator  in  cirrhotics  is  the  failure  of  the 
normal  hepatic  clearance  mechanism  for 
plasminogen  activator.'^  Reid*  and  Brodsky 
and  Dennis^'*  demonstrated  that  abnormal 
fibrinolysis  may  be  complicated  by  increased 
circulating  plasmin  levels.  In  addition,  there 
may  be  interference  with  clot  polymerization 
by  excess  fibrinogen  breakdown  prod- 
ucts.16 

Our  data  are  consonant  with  the  view’ 
that  the  major  cause  of  hyperfibrinolysis  in 
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cirrhosis  is  the  presence  of  excess  circulat- 
ing activator.  Of  our  13  nonbleeding  cir- 
rhotics with  abnormal  40  minute  thrombin 
time,  seven  had  normal  euglobulin  lysis  time, 
and  in  all  the  baseline  thrombin  time  was  8 
seconds  or  less  (Table  3).  In  the  14  bleeding 
cirrhotics  with  abnormal  40  minute  thrombin 
time,  only  three  had  normal  euglobulin  lysis 
time,  and  baseline  thrombin  time  was  es- 
sentially normal  in  two  of  the  three  (Table 
4).  It  would  appear  that  if  the  euglobulin 
lysis  time  is  normal  the  baseline  thrombin 
time  and  hence  fibrinogen  is  usually  normal. 
The  sensitivity  of  the  test  is  such,  how’ever, 
that  a normal  euglobulin  lysis  time  does  not 
exclude  the  presence  of  hyperfibrinolysis. 
If  the  euglobulin  lysis  time  is  abnormal,  the 
thrombin  time  may  be  either  normal  or  ab- 
normal. If  both  are  abnormal  and  the  eu- 
globulin lysis  time  is  corrected  by  EACA 
in  vitro,  the  presence  of  excess  activator 
can  be  assumed. 

Fibrinolytic  states  resulting  from  ab- 
normal concentration  of  plasminogen  acti- 
vator and  increased  circulating  plasmin 
levels  have  been  shown  to  result  in  the  di- 
gestion of  clotting  factors  such  as  factors 
V,  VIII,  prothrombin  and  fibrinogen  in  ad- 
dition to  the  destruction  of  platelets. Such 
a circumstance  may  readily  lead  to  hypo- 
fibrinogenemia  and  thrombocytopenia,  w’hile 
disrupting  the  third  stage  of  coagulation. ^* 
On  the  basis  of  our  study  and  that  of  Reid,* 
we  have  reason  to  believe  that  most  bleeding 
cirrhotics  have  a strong  susceptibility  to 
hyperfibrinolysis.  It  is  important  there- 
fore, to  be  suspicious  of  this  complication 
and  to  be  prepared  to  treat  such  individuals 
with  antifibrinolytic  agents  as  indicated. 

In  recent  years  the  use  of  epsilon-amino- 
caproic  acid,  a competitive  inhibitor  of  plas- 
minogen activator  has  become  an  accepted 
and  significant  factor  in  the  treatment  of 
patients  w’ith  certain  types  of  hemorrhagic 
diathesis.16-21  This  agent  has  proved  to  be 
particularly  useful  in  the  treatment  of 
bleeding  in  the  genitourinary  tract.  Proper 
selection  of  this  drug  is  predicated  upon  judi- 
cious interpretation  of  euglobulin  lysis  time, 
serial  thrombin  time,  and  fibrinogen  con- 
centration in  addition  to  other  coagulation 
studies.  Recently,  Breen  and  Tullis  have 
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described  a simple  test  for  rapid  differen- 
tiation between  intravascular  coagulation 
and  primary  hyperfihrinolysis.22  Epsilon- 
aminocaproic  acid  should  not  be  used  in 
those  circumstances  in  which  intravascular 
coagulation  is  primary  and  the  necessity  for 
differentiation  is  obvious. 

The  administration  of  epsilon  - amino- 
caproic  acid  may  be  accompanied  by  non- 
thrombotic  drug  toxicity  such  as  nasal  stuffi- 
ness, nausea,  vomiting,  diarrhea,  and  macu- 
lopapular  rash.^^  These  side  - effects  have 
been  noted  infrequently  in  those  individuals 
receiving  proper  drug  dosage.  The  most 
significant  complication  is  that  resulting 
from  thrombotic  sequelae  of  the  inhibition 
of  plasminogen  activation.  This  may  result 
in  hemorrhagic  diathesis  following  the  intra- 
vascular deposition  of  fibrin. 22  It  is  evi- 
dent that  proper  use  of  this  agent  is  pre- 
dicated upon  the  appropriate  interpretation 
of  laboratory  tests  and  hence  proper  diag- 
nosis. 

Six  of  the  patients  in  this  study  had  evi- 
dence of  hyperfibrinolysis  and  were  treated 
with  epsilon-aminocaproic  acid.  Three  of 
these  patients  had  gastrointestinal  bleeding. 
In  all  six  patients,  the  euglobulin  lysis  time 
was  normalized  by  the  administration  of  this 
drug,  and  two  of  the  three  bleeding  patients 
stopped  bleeding.  It  is  speculative  as  to 
whether  there  was  a direct  cause  and  effect 
relationship  between  the  cessation  of  bleed- 
ing and  the  administration  of  the  drug.  Fur- 
ther studies  on  this  aspect  are  presently 
in  progress. 

Our  data,  while  not  conclusive,  showed 
that  the  bleeding  cirrhotics  had  a much 
greater  frequency  of  hyperfibrinolysis  than 
those  without  bleeding.  This  is  consistent 
with  the  data  reported  by  Reid.*  We  found 
no  evidence  that  blood  transfusion  was 
capable  of  eliciting  a hyperfibrinolytic  state 
in  noncirrhotic  bleeders.  Inasmuch  as  there 
was  approximately  equal  representation  of 
severe  cirrhosis  in  the  bleeding  and  non- 
bleeding groups,  we  suggest  that  the  stress 
of  bleeding  or  the  administration  of  blood 
transfusion  may  be  capable  of  inducing  a 
high  incidence  of  hyperfibrinolysis  in  cir- 
rhotics. Since  this  high  frequency  appears 
to  be  definite,  we  suggest  that  this  may 


account  for  the  frequently  encountered  clin- 
ical observation  that  bleeding  cirrhotics 
often  develop  what  appears  to  be  a general- 
ized hemorrhagic  diathesis,  particularly 
after  the  institution  of  blood  transfusion. 
We  suggest  that  epsilon-aminocaproic  acid 
may  prove  to  be  a useful  agent  in  conjunc- 
tion with  other  therapeutic  maneuvers  in 
cirrhotic  patients  with  gastrointestinal 
bleeding  who  receive  blood  transfusions. 

Conclusions 

Hyperfibrinolysis  is  frequently  observed 
in  patients  with  advanced  hepatic  cirrhosis. 
Its  relation  to  clinically  manifest  bleeding 
has  not  been  fully  established.  Serial  throm- 
bin time,  euglobulin  lysis  time,  prothrom- 
bin time,  and  partial  thromboplastin  time 
were  performed  on  24  normal  subjects,  38 
nonbleeding  cirrhotics,  18  cirrhotics  with 
gastrointestinal  bleeding,  and  15  noncir- 
rhotic patients  with  gastrointestinal  bleed- 
ing. In  the  bleeding  and  nonbleeding  cir- 
rhotics, abnormal  prothrombin  time  or  par- 
tial thromboplastin  time  was  observed  in 
94%  and  24%  respectively.  Evidence  of 
hyperfibrinolysis  was  found  in  50%  of  non- 
bleeding cirrhotics  and  89%  of  these  cir- 
rhotics who  were  bleeding.  These  findings 
suggest  that  plasminogen  activation  caused 
by  stress  of  bleeding  and  perhaps  by  trans- 
fusion is  of  clinical  significance  in  advanced 
cirrhosis.  We  suggest  the  use  of  epsilon- 
aminocaproic  acid  in  conjunction  with  other 
therapeutic  measures  in  cirrhotic  patients 
with  gastrointestinal  bleeding. 
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Aids  to  Cardiac  Diagnosis  from 
Examination  of  the  Cervical  Veins* 


Method  of  Inspecting  the  Jugular  Veins 

The  patient  should  lie  so  that 
the  thorax  is  elevated  approxi- 
mately 30  degrees  from  hori- 
zontal, employing  a bed  or  examining  table 
which  breaks  at  the  hips,  so  that  the  thorax, 
abdomen,  head  and  neck  are  elevated,  while 
the  lower  extremities  remain  horizontal. 
The  veins  are  best  seen  with  artificial  light 
directed  tangentially  across  them  in  order 
to  produce  shadows. 

Order  of  procedure;  The  external  jugu- 
lar veins  and  the  internal  jugular  veins 
should  be  identified  bilaterally.  In  many 
patients  the  external  jugular  veins  are  in- 
visible. Important  information  may  be 
missed  if  the  internal  jugular  veins  are  not 
examined.  If  pulsations  are  not  visible  in 
the  internal  jugular  veins,  with  the  pa- 
tient’s thorax  elevated  to  30  degrees,  then 
the  thorax  should  be  raised  or  lowered. 
The  internal  jugular  veins  lie  deep  to  the 
sternomastoid  muscles  and  are  best  recog- 
nized by  their  broad,  undulating,  and  tri- 
phasic pulsations,  (Figure  1).  The  a wave 
is  produced  by  atrial  systole.  It  is  the  quick 
wave  which  just  precedes  the  carotid  pulse. 
The  descending  limb  of  the  a wave  is  fol- 
lowed by  a negative  wave,  the  x wave,  pro- 
duced by  atrial  diastole,  (Figure  2).  The 
X wave  is  followed  by  the  second  positive 
wave  or  c wave,  (Figure  1).  The  c wave 
results  from  bulging  of  the  tricuspid  valve 
into  the  right  atrium  as  the  right  ventricle 
begins  to  contract ; however,  in  the  neck 
veins  the  c wave  is  considerably  augment- 
ed by  the  underlying  carotid  pulse.  The 
third  positive  wave  of  the  jugular  pulse  is 
the  V wave,  which  is  produced  by  passive 
filling  of  the  right  atrium,  (Figure  1).  The 
descent  of  the  v wave  is  referred  to  as  the 
y descent,  (Figure  2),  inscribed  as  the  tri- 
cuspid valve  opens  and  blood  flows  into  the 
right  atrium. 

When  large  v waves  dominate  the  internal 
jugular  pulse,  as  a result  of  right  ventricu- 
lar failure  or  tricuspid  insufficiency,  the 
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venous  pulse  may  be  confused  with  the  caro- 
tid pulse.  The  following  procedures  will  dis- 
tinguish the  two.  Moderate  pressure  with 
a tongue  blade  or  the  edge  of  the  hand  will 
obliterate  the  jugular  but  not  the  carotid 
pulse.  If  the  cervical  venous  pressure  is 
increased  because  of  right  heart  failure, 
abdominal  pressure  with  the  hand,  sus- 
tained for  thirty  seconds  or  so,  will  usually 
cause  the  venous  pulse  to  become  larger  and 
to  ascend  higher  in  the  neck  (hepato-jugu- 
lar  reflux).  With  the  Valsalva  maneuver, 
the  jugular  veins  usually  become  more  dis- 
tended but  lose  their  pulsations;  not  so  the 
carotid  arteries.  Usually  the  jugular  ve- 
nous pulses  descend  lower  in  the  neck  dur- 
ing inspiration  or  when  the  patient’s  head 
is  raised,  but  the  carotid  pulse  is  not  so  af- 
fected. 

Information  Obtained  From  Examination 
of  the  Jugular  Veins 

1.  Estimation  of  the  systemic  venous 
pressure.  When  internal  or  external  pulsa- 
tions are  more  than  2 or  3 centimetei's 
above  the  manubrium,  one  may  be  confident 
of  elevation  of  systemic  venous  pressure, 
usually  from  right  ventricular  failure  or 
constrictive  pericarditis.  A positive  hepato- 
jugular  reflux  confirms  this  observation. 
The  patient  must  continue  to  breathe  nor- 
mally and  must  not  perform  a Valsalva  ma- 
neuver during  the  test.  Bilateral  non-pul- 
satile  distention  of  the  jugular  veins,  asso- 
ciated with  a collateral  venous  pattern  over 
the  upper  chest,  suggests  superior  vena 
caval  obstruction  from  aortic  aneurysm, 
lymphoma,  thymoma,  or  bronchogenic  car- 
cinoma. 

2.  Distention  of  only  the  left  jugtdar 

♦Prepared  by  the  Nebraska  Heart  Association  for  this 
Journal. 

fCardiac  Research  Laboratory,  Department  of  Internal  Medi- 
cine, University  of  Cincinnati  College  of  Medicine,  Cincinnati 
General  Hospital.  Cincinnati,  Ohio  45229. 
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Phonocardiogram 
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Figure  1.  External  recording  of  normal  jugular  venous  pulse,  demonstrating  a.  c.  and  v waves.  For 
discussion,  see  text.  From  Fowler,  N.  O..  Cardiac  Diagnosis.  Hoeber-Hai-per,  1968.  By  permission. 
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Fi|?ure  2.  External  recording  of  jugular  venous  pulse  of  a patient  with  tricuspid  stenosis,  show’ing  large 
a wave  and  slow  y descent.  From  Fowler,  N.  O.,  Cardiac  Diagnosis.  Hoeber-Harper,  1968.  By  perroiseion. 


veins.  This  usually  indicates  obstruction 
of  the  left  innominate  vein  (kinked  left  in- 
nominate vein).  This  most  commonly  re- 
sults from  an  elongated  aortic  arch  asso- 
ciated with  hypertension  or  atherosclerosis. 
However,  on  occasion,  the  left  innominate 
vein  is  compressed  by  an  aneurysm  involv- 
ing the  aortic  arch. 

3.  Prominent  « waves  in  the  jugular  ve- 
nous pulse  with  each  cardiac  cycle  suggest 
forceful  right  atrial  systole,  related  either 


to  tricuspid  obstruction  of  increased  thick- 
ness of  the  right  ventricular  wall  (decreased 
compliance).  The  following  clinical  causes 
may  be  considered: 

a.  Triciispkl  stenosis.  Usually  there  is 
accompanying  rheumatic  mitral  dis- 
ease. The  a wave  may  ascend  in  the 
neck  during  inspiration:  normally  it 
descends  during  inspiration.  There 
are  usually  shallow  and  slow  x and  y 
descents  (Figure  2). 


238 


Nebraska  S.  M.  J. 


b.  Congenital  tricuspid  atresia. 

c.  Right  atrial  myxoma. 

d.  Pulmonary  valvular  stenosis  of  mod- 
erate or  severe  degree.  Prominent  a 
waves  are  ordinarily  not  to  be  found 
in  tetralogy  of  Fallot. 

e.  Congenital  pulmonary  atresia  with 
intact  ventricular  septum. 

i.  Pidmonary  hypertension.  Mitral  ste- 
nosis, lung  disease,  idiopathic  or 
thromboembolic  pulmonary  hyperten- 
sion, or  pulmonary  arterial  branch 
stenosis  may  be  the  cause.  Promi- 
nent a waves  occasionally  occur  in 
Eisenmenger’s  syndrome. 

g.  First  degree  A-V  block  of  sufficient 
degree  that  atrial  systole  occurs  tvhen 
the  tncuspid  valve  is  closed.  Sim- 
ilarly, large  a waves  may  occur  dur- 
ing A-V  nodal  rhythm. 

4.  Irregular  giant  a ivaves  or  canon  a 
leaves.  These  may  occur  with  premature 
artrial  or  ventricular  systoles,  if  atrial  sys- 
tole coincides  with  ventricular  systole.  Ir- 
regular cannon  a waves  also  may  occur  with 
a regular  ventricular  rhythm  when  there  is 
atrioventricular  dissociation  resulting  from 
complete  A-V  block,  A-V  dissociation  by 
interference  or  paroxysmal  ventricular 
tachycardia.  With  complete  A-V  block  in 
adults,  the  ventricular  rate  is  usually  near 


40  per  minute  and  there  is  varying  inten- 
sity of  the  first  heart  sound.  With  A-V 
dissociation  by  interference,  the  ventricu- 
lar rate  is  usually  between  60  and  110  per 
minute.  With  ventricular  tachycardia,  the 
ventricular  rate  is  usually  between  130  and 
250  per  minute.  The  atrial  rate,  as  judged 
by  the  jugular  a waves,  is  most  often  at 
the  normal  sinus  rate  of  60  to  100  per 
minute. 

5.  Atrial  flutter.  With  this  one  may  be 
able  to  detect  small  rapid  regular  oscillations 
which  occur  approximate^^  300  times  per 
minute. 

6.  Prominent  c-v  waves,  with  oblitera- 
tion of  the  X descent  usually  reflect  tri- 
cuspid insufficiency.  This  sign  is  most  pro- 
nounced in  patients  with  rheumatic  mitral 
disease  and  rheumatic  tricuspid  insufficien- 
cy; it  may  also  occur  with  right  heart  fail- 
ure. 

7.  The  y descent.  Is  usually  accentu- 
ated with  constrictive  pericarditis  (diastolic 
collapse  of  Friedreich).  Patients  with  con- 
strictive pericarditis  almost  invariably  dis- 
play increased  venous  pressure.  Some  dem- 
onstrate increased  jugular  distention  during 
inspiration  (Kussmaul’s  sign).  This  sign 
may  be  positive  in  occasional  patients  with 
right  ventricular  failure,  especially  in  those 
with  restrictive  myocardiopathy. 
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Maternal  Mortality  in  Nebraska— 1968 


This  is  the  third  Annual  Re- 
port from  the  Maternal-Child 
Health  Committee  of  the  Ne- 
braska State  Medical  Association.  The  pre- 
vious reportsd’^  for  1966  and  1967,  indicat- 
ed the  objectives  of  eliminating  any  pre- 
ventable maternal  deaths,  both  through 
physician  education  and  through  identifica- 
tion of  hospital  or  community  problems  that 
might  prevent  optimum  maternity  care. 

Since  1957,  the  maternal  death  rate  in 
Nebraska,  as  well  as  in  the  United  States, 
has  remained  relatively  constant.  Our  re- 
cent experience  is  noted  in  Table  1.  The 
number  of  maternal  deaths  and  the  rate  per 
10,000  births  have  remained  about  the  same. 
The  decline  in  the  number  of  births  which 
began  in  Nebraska  in  1961,  appears  to  have 
reached  a plateau. 

The  maternal  deaths  reported  to  the  Ma- 
ternal-Child Health  Committee  for  1968,  are 
detailed  in  Table  2.  Once  again,  our  terms 
should  be  defined.  Maternal  death  is  “the 
death  of  any  woman  dying  of  any  cause 
whatsoever  while  pregnant,  or  within  90 
days  of  the  termination  of  the  pregnancy, 
irrespective  of  the  duration  of  the  preg- 
nancy at  the  time  of  the  termination  or  the 
method  by  which  it  was  terminated.”  This 
all-inclusive  grouping  which  is  used  to  iden- 
tify any  women  who  might  have  died  as  a 
result  of  pregnancy,  represents  the  data 
presented  in  Table  1 and  the  identification 
in  Table  2.  The  more  pertinent  definition, 
“maternal  mortality,”  includes  only  those 
deaths  which  have  a direct  obstetric  cause, 
and  it  is  these  cases  which  are  deserving 
of  special  attention  to  eliminate  prevent- 
able factors  ill  the  future. 

This  year  only  one  questionnaire,  patient 
68-10,  was  not  returned.  The  death  cer- 
tificate indicated  that  the  patient  died  of 
cerebral  embolism,  superimposed  on  old 
rheumatic  heart  disease.  This  may  or  may 
not  have  had  an  indirect  obstetric  relation- 
ship; no  information  is  available  to  make 
this  determination.  The  return  of  9 out  of 
10  questionnaires  represents  a distinct  im- 
provement over  preceding  years. 
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One  reported  case  in  which  the  death  cer- 
tificate bore  a diagnosis  of  Sheehan’s  syn- 
drome did  not  represent  a maternal  death 
since  the  patient  had  not  been  pregnant  for 
at  least  7 years.  Of  the  remaining  9 deaths, 
cases  68-2,  68-4,  68-6,  68-7,  and  68-9  ap- 
peared to  be  from  direct  obstetric  causes, 
and  thus  would  be  strictly  classified  as  “ma- 
ternal mortality.”  This  represents  a com- 
mendablj^  low  rate  of  2.1  per  10,000  births. 

Three  of  the  deaths  involved  infection 
and  complications  following  hysterotomy 
or  cesarean  section.  Patient  68-2  was  a 
mentally  retarded  female  who  did  not  seek 
proper  care.  A large  hydatidiform  mole 
was  removed  by  hysterotomy  at  about  25 
weeks  gestation  because  of  acute  pre- 
eclampsia. The  patient  was  anemic  and  de- 
veloped pelvic  infection  despite  adequate 
therapy.  This  progressed  to  bronchial  pneu- 
monia and  death  on  the  12th  postoperative 
day.  Patient  68-6  was  an  obese.  Class  A 
diabetic  who  had  an  uncomplicated  cesarean 
section  at  term.  Bronchitis  developed  L 
postpartum  and  was  difficult  to  control. 
She  appeared  to  be  recovering  satisfactor- 
ily, when  wound  evisceration  occurred  on 
the  ninth  postoperative  day.  Immediately 
after  an  apparently  uncomplicated  anes- 
thesia and  surgical  procedure  for  secondary 
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Table  1 


Number  of  Maternal  Rate  Per 


Year  Deliveries  Deaths  10.000  Births 

1965* 27,829  9 3.2 

1966  25,709  10  3.9 

1967  24,205  11  4.5 

1968  24,199  9 3.7 


Table  2 

MATERNAL  DEATHS  — 1968 


Number 

Age 

Weeks 

Gestation 

Dia^osis 

68-1 

30 

36 

Viral  pneumonia 

68-2 

23 

25 

Hydatidiform  mole. 
Hysterotomy  with  pelvic  ab- 
scess and  pneumonia. 

68-3 

20 

37 

Ruptured  cerebral  aneurysm. 

68-4 

29 

16 

Abortion  with  sepsis. 

68-5 

22 

39 

Acute  promyelocytic  leu- 
kemia. 

68-6 

36 

40 

Cesarean  section  with  wound 
dehiscence  and  C.V.A. 

68-7 

19 

40 

Postpartum  hemorrhage. 
Hypofibrinogenemia. 

68-8 

Diagnosis  of  Sheehan’s  syndrome,  but  pa- 
tient had  not  been  pregnant  for  7 years. 

68-9 

36 

36 

Cesarean  section. 
Pelvic  infection. 
Pulmonary  embolus. 

*68-10 

30 

Unknown  Cerebral  embolism. 

Rheumatic  heart  dis- 

ease. 

* — Questionnaire  not  returned 


closure,  a cerebral  vascular  accident  oc- 
curred. The  patient  was  comatose  and  sur- 
vived 10  additional  days  only  with  continu- 
ous artificial  ventilation.  Patient  68-9  had 
a cesarean  section  at  36  weeks  gestation 
for  a transverse  lie  of  the  infant.  Intra- 
uterine infection  was  managed  satisfactor- 
ily. A superficial  wound  infection  drained 
on  the  fifth  postoperative  day,  and  the  pa- 
tient continued  to  have  some  problems  with 
paralytic  ileus.  A sudden  pulmonary  em- 
bolus occurred  on  the  seventh  postoperative 
day,  and  she  died  within  a few  minutes. 
Autopsy  showed  that  the  embolus  apparently 
originated  in  the  right  femoral  vein,  and 
that  there  was  a persistent  abscess  between 
the  anterior  abdominal  wall  and  the  cesarean 
section  incision.  These  three  deaths  sug- 
gest that  cesarean  section  is  indeed  major 
surgery,  and  may  be  followed  by  the  full 
range  of  postoperative  complications.  Medi- 
cal management  appeared  adequate  in  all 
instances,  and  only  the  first  patient  had 
not  availed  herself  of  proper  prenatal  care. 
Nonetheless,  all  three  patients  died  in  the 
postoperative  period. 


Patient  68-4  had  bleeding,  apparent  rup- 
ture of  the  membranes,  and  prolapse  of  the 
cord  at  16  weeks  gestation.  When  seen  by 
a second  physician  after  four  days  of  symp- 
toms, she  had  severe  sepsis  and  died  after 
14  hours  of  hospitalization  despite  intensive 
treatment. 

Patient  68-7  delivered  at  term  after 
stimulation  of  the  labor  with  intramuscular 
oxytocin.  The  infant  was  in  an  occiput- 
posterior  position  and  delivery  attempted 
in  this  position  with  forceps  appeared  to 
be  difficult.  The  head  was  rotated  manual- 
ly to  the  left  occiput-anterior  position,  and 
forceps  delivery  accomplished  without  dif- 
ficulty. There  were  bilateral  cervical  and 
left-sided  vaginal  lacerations.  Sutures  of 
the  lacerations  immediately  postpartum  and 
again  2 hours  later,  together  with  vaginal 
packing  failed  to  control  the  bleeding.  Hypo- 
fibrinogenemia  was  suspected,  although  not 
documented.  Fibrinogen  was  obtained  from 
another  hospital  and  administered,  but  the 
patient  died  4 hours  postpartum. 

The  latter  two  cases  would  appear  to  have 
preventable  factors  associated  with  the  ma- 
ternal mortality.  Patient  68-4  was  not  seen 
by  a physician  who  was  contacted  three 
times.  When  referred  to  a second  physi- 
cian four  days  after  the  onset  of  symptoms, 
severe  sepsis  and  septic  shock  were  present. 
Management  of  the  septic  shock  might  have 
been  more  aggressive,  but  it  may  well  have 
been  too  late  to  save  the  patient  by  any  man- 
agement. Patient  68-7,  a primigravida  with 
an  occiput-posterior  position,  had  five  doses 
of  intramuscular  oxytocin  over  a period  of 
90  minutes  followed  by  an  unsuccessful  at- 
tempted forceps  delivery  in  the  occiput-pos- 
terior position,  manual  rotation  and  low  for- 
ceps delivery.  Bleeding  from  lacerations 
and  from  the  uterus  was  not  satisfactorily 
controlled,  and  the  possibility  of  uterine  rup- 
ture with  intraperitoneal  bleeding  was  ap- 
parently not  excluded.  When  fibrinogen 
was  thought  to  be  necessary,  it  had  to  be  ob- 
tained from  another  hospital,  and  the  pa- 
tient bled  to  death  within  4 hours  post- 
partum. 

The  Maternal  - Child  Health  Committee 
would  like  to  express  its  appreciation  to 
those  physicians  who  took  a gi'eat  deal  of 
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time  to  report  in  detail  on  their  maternal 
death  patients.  Information  from  these 
studies  has  been  used  in  undergraduate  and 
graduate  medical  education,  and  discussed  at 
meetings  of  the  Omaha  Obstetric-Gyneco- 
logic Society  and  the  Nebraska  Obstetric- 
Gynecologic  Society.  We  hope  that  these 


reports  will  be  of  interest  to  the  physicians 
of  the  state. 
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Venneman's  Folly 


PRESIDENT’S  PAGE 

Many  of  us  can  remember  the  concern 
that  was  felt  by  all  physicians  during  the 
great  depression  in  the  nineteen  - thirties 
and  early  forties.  We  were  confronted  by 
the  desire  to  offer  our  services  to  those  peo- 
ple who  were  in  poor  financial  circumstances 
and  still  allow  them  to  retain  their  pride.  So 
the  service  type  health  insurance  policy  was 
originated. 

The  doctors  not  only  agreed  to  reasonable 
fees  calibrated  to  the  patient’s  ability  to 
pay,  but  they  worked  night  and  day  to  pro- 
mote the  idea. 

The  doctors  accepted  fees  which  were  only 
a fraction  of  amounts  which  were  believed 
to  be  proper  for  the  services  rendered.  By 
so  doing  man’s  dignity  could  be  preserved 
no  matter  what  his  economic  status  was. 

The  physicians  worked  in  close  cooper- 
ation with  Blue  Cross-Blue  Shield  as  well  as 
other  private  health  and  accident  insurance 
companies.  In  many  cases,  the  doctors 
served  on  the  executive  boards  of  the  insur- 
ance companies,  and  without  any  remuner- 
ation. These  progi’ams  were  run  very  effi- 
ciently, because  there  was  no  political  boon- 
doggling. 

Profiting  by  its  few  mistakes  the  health 
insurance  industry  grew  into  the  most  prac- 
tical, acceptable  plan  for  financing  health 
care.  The  doctors  were  well  pleased,  and 
the  patients  could  hold  their  heads  high 
knowing  they  had  done  all  that  was  ex- 
pected of  them. 

Then  came  the  “great  planners!’’  Those 
individuals  who  knew  more  about  how  we 
should  live  our  lives  than  we  presumably 
knew  ourselves.  Bolstered  by  the  most  ef- 
ficient money-gathering  mechanism  known 
to  man,  they  were  able  to  concentrate  more 
and  more  power  in  the  central  government. 
Never  in  the  history  of  man  has  a taxation 
method  exceeded  the  income  tax  as  a means 
of  garnering  great  sums  of  money.  I don’t 
mean  to  imply  that  the  basic  principle  of  in- 
come tax  is  wrong,  but  it  provided  the  pow- 


er for  central  government  to  be  corrupted 
by  the  very  affluence  that  they  had  ac- 
quired. 

The  men  who  held  the  purse  strings  of  our 
now  highly  centralized  national  wealth  were 
able  to  dole  out  favors  to  those  individuals 
who  would,  of  course,  accept  their  direction 
as  to  how  the  money  would  be  spent. 

Many  programs  were  developed,  some  of 
which  had  value,  but  many  more  which  were 
political  “pork  barrels.’’  Most  of  the  physi- 
cians in  Nebraska  have  watched  with  dis- 
may, the  waste  of  our  largesse  in  the  bog 
of  political  inefficiency. 

In  the  early  years  of  the  Johnson  admin- 
istration many  new  programs  were  initiated 
along  the  guide  lines  of  his  predecessor. 
Some  of  these  were  good  but  more  were 
bad,  however,  they  all  enjoyed  one  common 
denominator  — deficit  spending.  You  and 
I can’t  continue  to  spend  more  than  we  take 
in.  How  could  it  be  different  with  govern- 
ment. 

Many  European  countries  as  well  as  most 
of  the  nations  in  South  America  embarked 
on  highly  socialized  welfare  programs.  At 
about  this  same  time  the  social  security  tax 
— the  hidden  tax  — was  instituted.  From 
an  altruistic  point  of  view  the  basic  idea 
was  not  so  bad.  Unfortunately,  it  made  pos- 
sible further  accumulation  of  huge  funds 
into  the  hands  of  the  “great  planners.’’ 

The  great  fault  of  these  programs  was 
that  political  expediency  took  precedence 
over  the  real  needs  of  the  sick  people  and 
fiscal  responsibility.  Regulations  were  made 
which  were  fine  for  garnering  votes  to  per- 
petuate the  planners  in  power  but  which  too 
frequently  did  little  to  help  the  sick  for 
whom  the  programs  were  intended.  Run 
away  inflation  resulted. 

About  five  years  ago,  the  program  which 
is  now  known  as  Medicare  and  Medicaid 
was  conceived.  The  American  physicians, 
with  the  A.M.A.  as  their  spokesman,  stated 
again  and  again  that  Wilbur  Cohen’s  op- 
timistic evaluation  of  costs  was  not  realistic. 
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Our  figures  of  costs  for  these  two  programs 
which  were  four  or  five  times  higher  than 
Mr.  Cohen’s  proved  to  be  accurate.  This  is 
veiy  embarrassing  indeed,  to  a politician,  so 
a “fall  guy”  must  be  found.  Who  was  it 
to  be?  Whj’  the  doctor,  of  course.  Who 
else? 

i\Iany  people  were  put  on  IVIedicare  roles 
who  were  financially  quite  capable  of  car- 
ing for  themselves.  Others,  who  desparate- 
ly  needed  more  help  than  was  available  un- 
der rules  set  down  by  federal  controls,  could- 
n’t get  it.  The  controllers  were  too  far 
from  the  problems,  the  sick  people,  to  be 
able  to  handle  individual  problems.  To  some 
extent,  when  the  fiscal  carrier  was  a private 
company  or  the  Blues,  this  was  corrected. 

The  physicians  not  only  had  to  assume 
the  new  30,000,000  patients  to  their  already 
overcrowded  practices,  and,  thereby  work 
65  to  80  hours  per  week,  but  they  must 
also  be  labeled  as  self  seeking,  money  makers 
as  well.  (The  politicians  apparently  forgot 
the  graduated  income  tax  scale  that  tapped 
off  all  of  that  extra  profit). 

Now  i\Ir.  Venneman  wants  us  to  return  to 
the  former  principle  of  paying  for  the  health 
care  of  the  indigents  more  appropriately,  ac- 
cording to  their  ability  to  pay. 

i\Ir.  \’enneman  stated  that  “with  rates 
set  in  advance,  a provider  of  medical  care 
would  be  challenged  to  stay  within  limits  of 
known  reimbursement  to  be  received  and 
the  provider  would  share  in  the  savings  that 
come  from  economies  that  are  achieved 
through  efficient  management.”  This  is,  of 


course,  true,  but  the  controls  were  to  be  set 
in  Washington,  not  where  the  problems  ex- 
isted. Only  local  controls  are  knowledgeable 
of  local  situations.  Nebraskans  know  the 
problems  of  Nebraskans. 

Efficient  handling  of  the  patients’  prob- 
lems requires  flexibility.  The  needs  vary 
not  only  from  state  to  state,  but  also  in  dif- 
ferent areas  in  the  same  state.  The  private 
companies  and  the  Blues  have  this  flexi- 
bility and  have  demonstrated  their  fiscal  re- 
sponsibility in  the  past. 

This  was  the  physician’s  idea  to  begin 
with,  but  now  government  thinks  they  have 
dreamed  up  a new  way.  IVIr.  Venneman 
should  read  his  history,  as  perhaps  so 
should  we.  There  is,  however,  one  distinc- 
tive difference. 

This  time  the  proposed  program  is  to  be 
run  by  the  notoriously  inefficient  govera- 
ment,  not  by  private  industry. 

At  this  point,  I rebel!  I,  for  one,  will  do 
everything  within  my  power  to  see  that  the 
financing  of  health  care  is  returned  to  pri- 
vate enterprise. 

The  premiums  could  be  paid  by  the  social 
security  administration,  if  the  patient  could 
not  do  so  himself.  In  this  way  the  competi- 
tion of  honest  institutions  would  save  the 
American  people  billions  of  dollars.  Too, 
the  self  respect  of  the  impoverished  would  be 
restored,  and  we  as  good  Americans  can 
again  be  recognized  as  such. 

— J.  Whitney  Kelley,  M.D. 
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The  Value  of  Cholecystokinin 
Cholecystography  in  Evaluating 
Gallbladder  Disease 


Most  physicians  and  surgeons 
are  reluctant  to  try  to  of- 
fer relief  to  patients  who 
have  been  labeled  as  neurotic,  when 
their  symptomatology  is  consistent  with  an 
old  diagnosis  known  as  “biliary  dyskinesia” 
which  was  first  described  by  Westphalb  In 
this  article,  he  described  the  impaired  ability 
of  the  gallbladder  to  empty,  which  he  called 
“biliary  dyskinesia.”  However,  his  descrip- 
tion of  this  syndrome  was  not  very  clear-cut, 
and  soon  after  that,  the  term  came  to  be 
applied  to  all  sorts  of  various  forms  of  gas- 
trointestinal discomfort. 

The  purification  of  cholecystokinin  - pan- 
creozymin by  Jorpes  and  Mutt^  has  now 
made  it  possible  to  diagnose  this  impaired 
emptying  of  the  gallbladder,  which  in  many 
cases  can  be  caused  by  a noncalculous  cystic 
duct  obstruction ; realizing  that  the  muscular 
coat  of  the  gallbladder  is  not  a terribly  pow- 
erful muscle;  and  consequently,  if  there  is 
any  obstruction  to  the  flow  through  the 
small  cystic  duct,  that  the  lack  of  a great 
deal  of  strength  in  the  smooth  muscle  of 
the  gallbladder  may  prohibit  its  being  able 
to  express  its  contents  through  this  small 
aperture.  When  this  situation  does  exist 
and  is  responsible  for  the  patient’s  sympto- 
matology, the  term  “cystic  duct  syndrome” 
has  been  applied.®- ® 

Patients  with  this  cystic  duct  syndrome 
complain  of  symptomatology  similar  to  those 
with  calculous  cholecystitis.  They  usually 
have  right  upper  quadrant  or  epigastric  ab- 
dominal pain.  This  is  occasionally  referred 
to  the  right  subscapular  area  and  right 
shoulder,  and  occasionally  even  the  right 
side  of  the  neck.  This  almost  alv/ays,  with 
the  cystic  duct  syndrome,  occurs,  of  course, 
after  the  ingestion  of  fatty  foods  or  those 
foods  requiring  concentrated  bile  for  the 
breakdown  of  surface  tension.  Routine 
cholecystography  on  these  people  reveals  a 
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well-functioning  gallbladder  as  far  as  the 
uptake  of  the  dye  is  concerned,  and  no 
stones;  however,  it  does  not  contract  ade- 
quately after  a fatty  meal.  Thirty-one  pa- 
tients, during  a period  from  December, 
1967  through  April,  1969,  have  been  given 
cholecystokinin  - pancreozymin  (cholecysto- 
kinin-cholecystogram),  and  nine  of  these 
patients  have  been  diagnosed  preoper- 
atively  as  having  a cystic  duct  syndrome  and 
underwent  laparotomy  and  cholecystectomy 
at  this  hospital,  result  of  which  are  shown 
in  Table  No.  1.  The  ninth  one  underwent 


Table  1 


OPERATIVE  FINDINGS 


Patient  Age  Sex 

“l  52  F 

2 75  F 

3 43  F 

4 58  F 

5 55  F 

6 66  F 

7 64  F 

8 40  F 

9 28  F 


Anatomic  Course  of  Obstruction 

Cystic  duct  markedly  fibroded 
and  thickened  with  two  acute 
angulations. 

Acute  angulation  of  infundibulum 
of  gallbladder.  Adhesions  of 
cystic  duct  and  cystic  artery 
with  acute  necrotizing  chole- 
cystitis, noncalculous. 

Kink  of  cystic  duct. 

Tortuosity  and  narrowing  of 
cystic  duct  and  adhesions  and 
inflammatory  periductal 
lymph  node. 

Adhesions  of  cystic  duct. 

Two  kinks  in  cystic  duct  and 
adhesions. 

Tortuosity  and  narrowing  of  cystic 
duct  which  emptied  into  right 
hepatic  duct;  also  cholesterol 
polyps  (3)  in  gallbladder  with 
cholesterosis. 

Fibrosis  of  markedly  shortened 
cystic  duct  (only  1.1  cm.  long). 

1.3  cm.  lymph  node  compressing 
anomalous  entry  of  cystic  duct 
into  right  hepatic  duct  and 
acute  angulation  of  infundi- 
bulum. 


•Clinical  Instructor  in  General  Practice,  University  of  Ne- 
braska  College  of  Medicine,  Omaha,  Nebraska. 
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surgery  at  another  institution.  However, 
since  the  diagnosis  was  established  by  means 
of  a cholecystokinin-cholecystogram  at  this 
institution,  it  is  included  in  the  table. 

The  cystic  duct  syndrome  differs  from 
functional  biliary  dyskinesia  as  in  the  lat- 
ter there  is  no  organic  cause  of  impaired 
gallbladder  evacuation.  However,  the  cystic 
duct  syndrome  is  opinioned  to  be  similar  to 
or  identical  with  the  cystic  syndrome,  bili- 
ary infundibulo  - cervico  - cystic  dyskinesia, 
mechanical  dyskinesia,  etc.,  and  various  oth- 
er teiTns  used  by  European  clinicians. 

Methods  and  Materials 

Patients  who  were  examined  at  the  Sar- 
gent Community  Hospital  with  symptoma- 
tology referable  to  malfunction  of  the  gall- 
bladder, but  whose  routine  cholecystograms 
were  reported  as  normal,  were  singled  out 
for  further  study.  Upon  review  of  the  rou- 
tine cholecystograms,  all  patients  who  were 
later  shown  to  have  the  cystic  duct  syndrome 
exhibited  greatly  diminished  contraction  of 
the  gallbladder  after  ingestion  of  a fatty 
meal.  (Routine  cholecystogram  includes 
fluoroscopy  of  the  gallbladder). 

A group  of  patients  with  similar  gallblad- 
der symptoms  but  who  ultimately  proved  to 
have  normal  gallbladders  after  further  test- 
ing by  cholecystokinin  - cholecystography, 
served  as  controls.  There  were  22  of  these. 

The  material  used  was  cholecystokinin- 
pancreozymin  (CCK-PZ).  The  material 
available  for  clinical  use  has  a potency  of 
3(K)  IVY  units  of  cholecystokinin  activity 
and  1200  Crick,  Harper  and  Raper  units  of 
pancreozymin  activity  per  milligram.  It  is 
delivered  in  sealed,  sterile  glass  ampoules 
of  75  IVY  units.  Besides  CCK-PZ,  an  am- 
poule contains  six  clinical  units  of  Secretin. 
The  ampoules  are  stored  in  a freezer.  The 
sterile  aqueous  solution  CCK-PZ  is  stable 
for  several  hours  at  room  temperature. 
There  have  been  very  few  side-reactions  no- 
ticed with  this  material.  However,  since 
the  hormone  stimulates  the  motility  of  the 
duodenum  and  accelerates  the  intestinal 
peristalsis,  it  is  likely  to  cause  movement 
by  the  bowels.  Allergic  hypersensitivity  has 
been  observed  as  detected  by  intracutaneous 
tests  but  has  not  been  of  any  significant 


magnity.  The  material  was  obtained  from 
Professor  Erick  Jorpes,  MD,  Karolinska,  In- 
stituet,  Stockholm,  Sweden. 

Cholecystokinin-Cholecystogram 

This  test  was  performed  on  22  control  pa- 
tients and  in  nine  patients  with  a cystic  duct 
syndrome. 

Nine  tablets  of  Telepaque  were  given  the 
night  before  examination  along  with  routine 
fat-free  supper,  etc.  A resting  film  of  the 
gallbladder  was  taken.  75  IVY  units  of 
cholecystokinin-pancreozymin  were  then  in- 
jected intravenously  over  a period  of  three 
minutes  and  serial  x-rays  were  then  taken 
at  one,  three,  five,  eight,  ten  and  twenty 
minutes.  The  occurrence  and  type  of  pain 
were  noted.  The  volume  of  the  glallbladder 
was  measured  by  the  method  of  Siffert.® 
The  resting  volume  was  then  compared  with 
the  volume  observed  in  the  succeeding 
series  of  film. 

Results 

Cholecystokinin-cholecystogram 

In  the  control  series  of  patients,  the  con- 
traction of  the  gallbladder  began  within  one 
to  five  minutes  after  the  injection  of  the 
cholecystokinin  (figure  1).  Maximal  con- 
traction occurred  within  ten  to  fifteen  min- 
utes. The  residual  volume  after  maximal 
contraction  of  the  gallbladder  was  50%  or 
less  of  the  resting  volume  and  in  all  but 
two  cases,  considerably  less  than  50%  (fig- 
ure 2). 

In  patients  who  turaed  out  to  have  the 
cystic  duct  syndrome,  the  residual  volume 
was  70%  or  greater  at  the  height  of  the 
contraction.  In  some  patients,  contraction 
was  barely  measurable,  leaving  a residual 
volume  of  90%  (figure  3).  The  “fighting 
gallbladder”  term  used  by  radiologists,  was 
noted  in  three  of  the  patients  with  partial 
cystic  duct  obstruction.  Also,  the  common 
duct  either  did  not  fill  at  all  or  was  veiy 
dimly  outlined.  In  several  patients,  a very 
clear  cut  line  between  the  dilated  and  the 
collapsed  portions  of  the  cystic  duct  or  the 
infundibulum  was  seen.  In  control  patients, 
the  common  duct  was  normally  well  outlined 
and  prominent  and  also  the  dye  was  seen 
emptying  into  the  duodenum.  The  pain 
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spontaneously  experienced  by  patients  after 
fatty  meals,  that  is,  their  symptomatology 
that  brought  them  to  the  hospital,  was 
almost  exactly  reproduced  by  the  cholecys- 
tokinin  injection  and  this  usually  occurred 
within  three  to  eight  minutes  after  the  in- 
jection. None  of  the  thirty-one  patients  re- 


ceiving the  cholecystokinin  injection  experi- 
enced any  allergic  side  effects. 

Illustrative  Case  Report 
This  64  year  old  female,  widowed,  former 
housewife,  who  lives  alone,  was  admitted 
to  the  Sargent  Community  Hospital  for  the 


A 


Figure  1.  A Normal  Cholecystokinin-Cholecystogram 

B 


A.  Resting  cholecystogram  before  IV  injection  of  cholecysto-  B.  One  minute  after  injection  cholecystokinin.  Begins  con- 
kinin.  tracting. 


c 


D 


C.  Five  minutes  after  injection  cholecystokinin.  Marked  con- 
traction with  almost  complete  emptying. 


D.  Twenty  minutes  after  injection  cholecystokinin.  The  gall- 
bladder has  evacuated  approximately  90%  of  its  original 
volume. 
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third  time  on  1-12-68  complaining  of  pain 
in  the  right  upper  quadrant,  referred  into 
the  right  subscapular  area  and  somewhat 
toward  the  right  shoulder.  Patient  first 
noticed  in  March  of  1960  that  ingestion  of 
fatty  type  foods  and  also  some  bulky  type 
foods  such  as  cabbage,  apples  and  onions 
caused  right  subcostal  and  right  shoulder 


pain  and  occasional  vomiting.  The  pain  was 
described  as  one  which  was  consistent  with 
a colicky  type  of  pain.  Four  oral  cholecys- 
tograms  had  been  done  since  that  time  and 
these  had  all  been  reported  to  show  a normal 
gallbladder.  Other  x-ray  examinations,  up- 
per GI  series,  barium  enema,  chest  x-rays, 
dorsal  and  lumbar  spine,  cervical  spine,  had 


A 


Figure  2 

B 


A.  The  control  cholecystogram  (resting)  before  injection  of  B.  Three  minutes  after  injection  cholecystokinin. 
cholecystokinin. 


original  volume. 
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also  been  done  and  were  all  reported  normal. 
She  has  also  had  numerous  serum  and  plas- 
ma profiles,  all  of  which  were  normal.  Sev- 
eral physicians  had  previously  suggested 
that  she  seek  psychiatric  help. 

Physical  examination  revealed  a moderate 
to  marked  tenderness  in  the  right  upper 
quadrant  of  the  abdomen,  especially  on  deep 
inspiration.  There  was  no  rebound  ten- 
derness and  no  other  abnormalities  were 
noted.  All  laboratory  studies,  including  a 
liver  bracket  (alkaline  phosphatase,  direct 
and  indirect  bilirubin,  total  protein  with 
AG  ratio,  prothrombin  time,  SGPT,  cephalin 
floculation)  were  all  within  normal  limits. 

An  oral  cholecystogram  was  again  taken 
and  the  result  reported  as  a “normal  gall- 
bladder.” However,  on  very  carefully  re- 

Figure  3 


TIME  AFTER  INJECTION  CHOLECYSTOKININ 
(MINUTES) 

This  is  a graph  which  shows  the  difference 
of  gallbladder  evacuation  in  normal  patients 
from  those  patients  with  cystic  duct  syndrome. 
The  lined  area  represents  the  nine  patients  with 
the  cystic  duct  syndrome.  The  shaded  area 
represents  the  22  control  patients. 


viewing  all  of  the  films,  the  gallbladder  was 
found  to  show  only  minimal  or  no  contrac- 
tion after  ingestion  of  a fatty  meal.  There- 
fore, a cholecystokinin-cholecystogram  was 
performed,  and  demonstrated  only  5%  or 
less  contraction  of  the  gallbladder  during 
the  duration  of  the  test,  a total  of  20  min- 
utes after  the  injection  of  cholecystokinin 
(figure  3).  The  patient  experienced  a rath- 
er severe  right  upper  quadrant  pain  which 
was  again  referred  to  the  right  subscapular 
area  approximately  three  minutes  after  the 
injection  of  the  cholecystokinin,  and  vomited 
twice,  and  this  pain  persisted  for  approxi- 
mately an  hour  and  a half,  along  with  the 
nausea. 

The  patient  was  then  operated  on  with  a 
right  paramedian  incision.  Examination  of 
the  intra-abdominal  contents  revealed  no 
abnormalities.  The  gallbladder  was  rather 
thin,  quite  distended  and  semi-translucent. 
It  took  a great  deal  of  manual  pressure  to 
express  any  of  the  contents  of  the  gall- 
bladder. And  here  again  illustrates  the 
significance  of  the  cystic  duct  syndrome  — 
that  is,  when  one  realizes  that  the  smooth 
muscle  of  the  gallbladder  is  very  definitely 
limited  in  its  contractile  strength  and  then 
along  with  this,  any  impairment  of  the  out- 
flow would  necessarily  create  almost  com- 
plete inability  of  this  organ  to  empty  itself 
upon  demand  considering  the  weakness  of 
the  musculature.  This  is  mentioned  simply 
because  when  one  compares  the  strength  of 
the  muscle  in  the  wall  of  the  gallbladder  with 
the  strength  in  the  surgeon’s  hand  and  the 
difficulty  in  emptying  the  organ  with  the 
strength  of  the  surgeon’s  hand,  this  be- 
comes even  more  understandable  that  the 
symptoms  experienced  by  the  patient  were 
very  real.  The  cystic  duct  was  quite  elongat- 
ed with  a bulbous  dilatation  proximal  to  a 
very  acute  angulation  and  an  adhesion  in 
this  area  causing  the  angulation  apparently, 
and  a very  narrowed  junction  at  its  anomal- 
ous entry  into  the  right  hepatic  duct.  A 
routine  cholecystectomy  was  performed. 

While  the  patient  was  still  in  the  hos- 
pital following  the  operation,  she  began 
eating  all  types  of  food  including  chili, 
bacon,  gravy  and  apples  and  raw  onions, 
things  that  she  had  not  eaten  for  eight 
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years,  without  any  pain  or  nausea  During 
a follow-up  period  of  a little  over  a year, 
there  has  been  no  return  of  symptomatology 
whatever  and  she  now  feels  completely  well. 

Discussion 

The  concept  that  cholecystectomy  should 
be  performed  only  in  the  presence  of  caluli 
or  a preoperative  diagnosis  of  acute  cholecys- 
titis appears  to  be,  from  literature  as  well 
as  the  present  report,  somewhat  too  rigid. 
The  cystic  duct  syndrome  cannot  be  deter- 
mined by  routine  cholecystography.  How- 
ever, it  can  be  suspected  if  the  gallbladder 
empties  poorly  after  a fatty  meal,  and  if  the 
patient  has  a persistent  fatty  food  intoler- 
ance. Patients  who  have  these  persistent 
symptoms  and  who  have  normal  oral  chole- 
cystograms,  are  deserving  of  further  study. 
For  the  confirmation  of  the  diagnosis, 
serial  cholecystography  performed  after  the 
injection  of  purified  cholecystokinin  - pan- 
creozymin (cholecystokinin  - cholecystogra- 
phy) is  indicated.  In  all  nine  of  the  patients 
in  this  series,  partial  cystic  duct  obstruction 
was  found  at  operation  (table  1),  and  as 
explained  in  the  illustrative  case  report,  the 
gallbladder  was  greatly  impaired  in  its  abil- 
ity to  empty  considering  the  relative 
strength  of  the  smooth  muscle  in  the  gall- 
bladder wall  with  the  strength  in  the  operat- 
ing surgeon’s  hand.  However,  the  gallblad- 
der did  fill  normally.  Forceful  contraction 
of  the  gallbladder  against  resistance  (an  im- 
movable force  in  the  form  of  the  anatomical 
obstructions  noted  in  table  1)  produced  the 
patient’s  symptoms.  No  attempt  was  made 
to  correct  the  course  of  the  obstruction  be- 
cause any  correction  which  was  not  abso- 
lutely perfect  would  necessitate  repeated 
operations  and  also  adhesions  possibly  would 
form  again,  even  if  a perfect  correction  was 
obtained.  Therefore,  a cholecystectomy  was 
done  in  each  case.  These  patients  have  all 
been  followed  for  at  least  one  year  and 
some  longer  and  they  have  experienced  com- 
plete relief  of  the  symptoms  attributable  to 
the  gallbladder. 

Treatment  by  means  of  a medical  regimen 
composed  of  diet,  anticholinergics,  digestive 


enzymes  and  nitroglycerine  was  attempted 
in  those  patients  but  was  not,  however,  ef- 
fective. 

The  employment  of  a cholecystectomy  on 
the  basis  of  clinical  symptoms,  and  delayed 
emptying  of  the  gallbladder  on  routine  chole- 
cystogi'aphy  alone  is  not  felt,  of  course,  to 
be  warranted.  It  is  to  be  noted  that  twenty- 
two  patients  out  of  thirty  one  patients  on 
whom  a cholecystokinin-cholecystogram  was 
done  did  not  demonstrate  impaired  emptying 
and  eventually  another  diagnosis  was  made. 

Conclusion 

Patients  who  have  upper  abdominal  pain 
with  fatty  bood  intolerance  and  bulky  food 
intolerance,  flatulence  and  other  character- 
istics of  gallbladder  disease  and  who  have 
had  apparently  normal  x-rays  of  the  gall- 
bladder may  be  suffering  from  a partial  non- 
calculous  mechanical  obstruction  of  the  cys- 
tic duct.  If  following  the  intravenous  injec- 
tion of  cholecystokinin  - pancreozymin,  the 
patient’s  upper  abdominal  pain  is  repro- 
duced, and  the  dye-filled  gallbladder  shows 
minimal  contraction  or  impaired  contraction 
and  little  or  no  filling  of  the  common  bile 
duct,  the  diagnosis  of  a cystic  duct  syndrome 
is  established.  Such  patients  will  probably 
obtain  complete  relief  of  their  symptoms  by 
cholecystectomy  as  shown  in  eight  patients 
diagnosed  and  tested  here  in  the  past  eight- 
een months  at  this  hospital. 
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SPECIAL  ARTICLES 


Informational  Report 
From  Nebraska  Blue  Shield 


Although  “leading”  economic  indicators 
— measures  of  business  activity  which  move 
up  or  down  earlier  than  the  economy  as  a 
whole  — continue  to  reflect  increasing  weak- 
ness in  key  sectors,  prices  of  goods  and 
services  regularly  purchased  by  consumers 
evidence  no  similar  pattern. 

Indeed,  prices  rose  6.1  percent  in  the 
twelve  months  ending  December,  1969  com- 
pared to  a 4.7  percent  increase  for  the  year 
1968. 

QUARTERLY  RATES  OF  CHANGE  IN 


CONSUMER  PRICE  INDEX, 
SELECTED  ITEMS,  1968-69 
(1957-1959  ^ 100) 

Year/Quarter  All  Items  Medical  Care 

1968  (1). 

+ 1.1 

+ 1.8 

(2)  ____  __  - 

+ 1.2 

+ 1.0 

(3)  

+ 1.1 

+ 1.4 

(4)  

+ 1.2 

+ 1.8 

Year  Change 

+ 4.7* 

+ 6.1* 

1969  (1)  _ 

+ 1.5 

+ 2.2 

(2)  

. __  +1.6 

+ 1.8 

(3)  __ 

+ 1.3 

+ 1.5 

(4)  

+ 1.5 

+ 0.3 

Year  Change 

+ 6.1* 

+ 6.0* 

♦Annual  rate  of  change  is  not  equal  to  sum  of  quarterly 
rates  of  change. 


Examination  of  quarterly  rates  of  change 
in  “all  items”  of  the  Consumer  Price  Index 
(CPI)  reveals  an  accelerating  trend.  The 
“medical  care”  component  evidences  an  op- 
posite trend,  with  health  care  costs  increas- 
ing at  a nominal  three  tenths  of  one  per- 
cent rate  during  the  fourth  quarter  of  1969. 

This  small  quarterly  increase  was  pro- 
duced by  the  October  sectoral  decline  of 
four  tenths  of  one  percent  which  resulted 
from  the  annual  Bureau  of  Labor  Statistics 
“health  insurance  cost  adjustment.” 

In  December  1969,  the  medical  care  com- 
ponent resumed  its  upward  movement,  ris- 
ing four  tenths  of  one  percent,  a quarterly 
rate  of  1.2  percent.  Despite  the  1969  quar- 
terly decline  in  this  component,  1970  will 
be  another  year  of  sharply  rising  medical 
care  costs. 


In  recent  months,  such  leading  or  pre- 
dictive indicators  as  the  Federal  Reserve 
Board  Index  of  Industrial  Production,  Per- 
sonal Income  and  various  stock  market  in- 
dices have  turned  down,  protending  a cooling 
of  the  economy.  This  trend  has  been  con- 
firmed in  recent  weeks  by  reports  of  poor 
retail  sales  in  late  1969  and  sluggishness  in 
both  new  and  used  automobile  sales  which 
has  triggered  selective  auto  assembly  plant 
closings. 

These  evidences  of  economic  slowdown  in 
production  and  sales  do  not  predict  a cor- 
responding near-term  price  decline  in  goods 
and  seiwices. 

Historical  data  reveals  that  price  action 
tends  to  follow  the  movement  of  the  econo- 
my as  a whole.  The  periodicity  of  this  lag 
varies,  but  may  be  assigned  a minimum  term 
of  six  months.  Therefore,  we  can  expect  no 
significant  relief  from  rising  prices  before 
the  second  quarter  of  1970.  If  current  anti- 
inflation policies  are  pursued,  the  best  we 
might  expect  is  a less  rapid  rate  of  price 
increase.  Certainly,  prices  will  not  decline 
from  present  levels. 

An  examination  of  the  American  political 
environment  reveals  additional  problems.  By 
mid  year,  other  forces  in  the  economy  may 
compel  government  action  to  modify  the 
effect  of  current  anti-inflation  policies.  The 
Federal  Reserve  tight  money  policy  has 
driven  up  interest  rates  in  an  attempt  to 
discourage  corporate  capital  goods  spend- 
ing, but  has  also  pulled  funds  out  of  institu- 
tions which  provide  mortgage  money  for  the 
construction  industry.  The  high  social  value 
now  attached  to  home  building  and  improve- 
ment, coupled  with  the  accompanying  hous- 
ing industry  employment  reduction  have 
created  economic  and  political  pressures 
which  the  administration  will  find  increas- 
ingly difficult  to  ignore.  The  Federal  Re- 
serve has  recently  moved  to  reduce  disinter- 
mediation and  restore  the  flow  of  funds  into 
residential  construction. 
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National  labor  unions  have  served  notice 
that  they  will  demand  hefty  wage  increases 
to  compensate  for  erosion  in  real  income 
(purchasing  power)  which  has  occurred  dur- 
ing the  past  four  years.  These  unions  will 
also  seek  near-term  protection  against  fur- 
ther living  standard  deterioration  by  incor- 
porating wage  escalation  clauses,  tied  to  the 
CPI,  into  new  contracts.  These  clauses  will 
further  institutionalize  inflation  in  our 
economy ; negotiated  wage  increases  will 
lead  to  price  increases  which  will  be  reflect- 
ed in  the  CPI,  and  thereby  trigger  further 
wage  increases. 

If  the  politically  and  socially  significant 
rate  of  unemployment  jumps  above  4.5  per- 
cent from  the  current  3.4  percent  level. 
President  Nixon  will  be  forced  to  adopt  in- 
flationary employment  - boosting  policies. 
The  political  impact  of  the  HEW  appropria- 
tions bill  veto  was  not  overlooked  by  the 
President.  The  action  was  accompanied  by 
a careful  explanation  of  the  economic  facts 
of  life  which  surround  the  decision  in  a na- 
tionally televised  message. 

When  the  realities  of  politics  and  eco- 
nomics in  our  society  are  considered,  it  must 
be  concluded  that  inflation  is  inevitable. 
Full  employment  and  expensive  federal  pro- 
grams which  assure  election  to  office  are 
usually  inflationary.  Counter-inflation  mea- 
sures, if  pressed  to  the  point  of  success,  are 
political  suicide. 

Tlie  prognosis  for  the  nation,  currently 
ravaged  by  inflation,  is  guarded.  Rather 
than  slowing,  the  present  rate  of  inflation 
may  increase,  but  will  certainly  not  decline 
significantly.  The  fiscal  and  monetary 
medicines  of  choice  which  might  remedy  the 
problem,  have  socio  - political  side  effects 
which  may  be  more  damaging  than  beneficial 
to  the  prescriber. 

Prices  will  rise  rapidly  during  the  first 
half  of  1970,  at  or  near  the  same  rate  as 
the  second  half  of  1969.  Any  slowdown 
which  might  be  expected  to  occur  at  mid 
year  will  be  offset  by  the  cessation  of  the 
surtax,  now  scheduled  to  expire  June  30,  and 
the  pressure  of  increased  labor  costs  for 
many  basic  items. 

Medical  care  prices  will  follow  the  same 


pattern.  Heavy  demand  for  health  services, 
funded  by  government  and  third  party  pay- 
ment mechanisms  will  continue.  Productiv- 
ity increases  in  this  highly  labor  intensive 
industry  will  lag.  Wage  increases  will  be  re- 
quired to  retain  employees  in  the  tight  labor 
market  which  will  characterize  1970.  The  re- 
sult: medical  care  charges  and  prices  will 
rise  at  least  six  percent  during  1970. 


Pre-hospital  Coronary  Care:  Mobile  Coro- 
nary Care  Unit  — J.  F.  Pantridge  and 
A.  A.  J.  Adgey  (Royal  Victoria  Hosp, 
Belfast,  Ireland).  Amer  J Cardiol  24:666- 
673  (Nov)  1969. 

The  majority  of  deaths  from  myocardial 
infarction  occur  soon  after  onset  of  symp- 
toms and  before  victims  reach  hospital 
coronary  care  units.  The  mobile  scheme 
allows  intensive  care  to  begin  in  patient’s 
home  or  at  site  of  infarction.  The  preven- 
tion of  fatal  dysrhythmias  by  early  pre- 
hospital care  should  have  a significant  effect 
on  the  early  high  mortality  rates.  Since  cor- 
rection of  ventricular  fibrillation  outside  the 
hospital  is  practical,  a further  impact  on 
early  high  mortality  will  result  when  mo- 
bile units  are  supported  by  first-aid  train- 
ing programs  in  methods  of  patient  resus- 
citation. 

Insulin  Sensitivity  and  Vascular  Disease  in 
Maturity-Onset  Diabetes  — A.  E.  Stocks 
and  F.  I.  R.  Martin  (Princess  Alexandria 
Hosp,  Brisbane  (Australia).  Brit  Med  J 
4:397-398  (Nov  15)  1969. 

In  27  maturity-onset  diabetics  of  more 
than  ten  years’  duration,  there  was  a sig- 
nificant tendency  for  the  presence  of  both 
atherosclerosis  and  diabetic  microangio- 
pathy to  be  associated  with  a reduction  in 
the  acute  hypoglycemic  effect  of  intra- 
venous beef  insulin.  A history  of  poor  con- 
trol of  diabetes  was  also  associated  with 
insulin  insensitivity  and  with  the  presence 
of  vascular  disease.  Similar  findings  have 
previously  been  reported  in  a group  of  51 
insulin-dependent  diabetics.  Insulin  insensi- 
tivity possibly  precedes  appearance  of  vas- 
cular disease. 
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Wash  ingtoNot  es 


1.  M & M fees 

The  Nixon  Administration  called  for  limi- 
tations on  medicare  and  medicaid  reimburse- 
ments to  physicians  and  hospitals. 

Health,  Education  and  Welfare  Under 
Secretary  John  G.  Veneman  told  the  Senate 
Finance  Committee  that,  because  of  rising 
costs,  “it  is  now  time  to  make  some  funda- 
mental changes  in  the  law  which  governs 
medicare  and  medicaid  reimbursements.” 
He  said  the  reasonable  cost  and  reasonable 
charge  criteria  in  the  medicare  law  had  not 
provided  opportunity  for  major  cost-control 
efforts. 

“We  need  an  incentive  system  of  institu- 
tional reimbursement  and  we  need  changes 
in  the  law  that  will  help  control  the  increases 
in  the  amount  that  the  medicare  program 
will  recognize  in  the  charges  of  individual 
practitioners. 

“I  believe  . . . that  the  law  should  be 
changed  so  as  to  limit  further  the  rate  at 
which  increases  in  physicians  fees  would  be 
recognized  by  medicare.  The  basic  diffi- 
culty at  present  is  that  despite  the  improve- 
ments which  have  been  made  in  applying  rea- 
sonable charge  guidelines,  the  best  that  can 
be  done  under  present  law  is  to  introduce  a 
lag  in  the  recognition  of  fee  increases  . . . 

“Customary  and  prevailing  charges  under 
the  program  and  the  fees  recognized  by  the 
carriers  under  comparable  circumstances  in 
their  own  business  reflect,  in  the  long  run 
and  after  a suitable  lag  in  recognition  of  fee 
increases,  whatever  physicians  choose  to 
charge  the  public  generally  in  a market 
where  growing  demand  is  pressing  increas- 
ingly on  the  limited  supply  of  health  per- 
sonnel. 

“Reliance  on  Blue  Shield  fee  schedules  as 
the  limiting  factor  in  medicare  reimburse- 
ment, as  suggested  in  the  Senate  Finance 
Committee  staff  report,  however,  would  not 
seem  to  us  to  have  long-run  viability.  Tying 
payments  under  a program  as  large  as  medi- 
care to  Blue  Shield  schedules  would  surely 


exert  a major  upward  pressure  on  those 
schedules  . . . 

“We  believe  that  it  is  necessary  to  move 
in  the  direction  of  an  approach  to  reasonable 
charge  reimbursement  that  ties  recogiiition 
of  fee  increases  to  an  index. 

“Under  such  an  approach,  allowable 
charges  recognized  for  medicare  would  next 
year  be  generally  limited  to  either  presently 
recognized  charges  or  to  a new  prevailing 
level  set  at  the  75th  percentile  of  1969  aver- 
age customary  charges  for  a given  service 
in  an  area.  In  the  future  the  prevailing 
charge  screen  would  move  upward  only  in 
proportion  to  increases  in  an  index  made 
up  of  pertinent  portions  of  wage  and  price 
indices.  Under  such  an  approach,  recogni- 
tion of  fee  increases  would  continue,  but 
only  in  relation  to  things  that  are  happening 
in  other  parts  of  the  economy  and  that  have 
a beai'ing  on  the  physician’s  cost  of  doing 
business.” 

The  American  Medical  Association  said 
that  any  proposal  for  further  limitations  on 
physicians’  fees  under  the  government  pro- 
grams would  be  unwise. 

“For  all  practical  purposes,  a freeze  on 
physicians’  fees  under  the  two  federal  pro- 
grams has  been  in  effect  for  more  than  a 
year  and  has  proven  to  be  ineffective,” 
Gerald  D.  Dorman,  M.D.,  AMA  President, 
said.  “The  costs  of  the  program  have  con- 
tinued to  rise  in  spite  of  the  freeze. 

“Physicians  are  disturbed  by  threats  of 
additional  federal  controls. 

“Burdening  these  busy  doctors  with  more 
red  tape  and  restricting  payments  to  unreal- 
istically low  levels  may  drive  them  away 
from  participating  in  Medicare  and  Medi- 
caid. Then  the  government  will  have  dis- 
criminated against  many  people  who  need 
medical  care  . . . 

“The  national  interests  would  be  better 
served  if  everyone  joined  with  the  American 
Medical  Association  in  its  efforts  to  provide 
more  physicians.” 
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2.  Marijuana 

The  National  Society  for  Medical  Research 
said  that  no  valid  finding  on  the  effects  of 
marijuana  can  be  expected  for  another  hvo 
to  seven  years. 

Science  Research  Society  said  part  of  the 
difficulty  is  there  is  no  standard  j'ardstick 
for  evaluating  marijuana  in  scientific 
studies.  The  basic  weed  from  which  mari- 
juana is  made  can  vary  from  plant  to  plant 
and  from  country  to  country,  the  group  said. 

But  the  Society  cautioned  in  a statement: 
“Until  scientifically  proven  results  are  ob- 
tained, it  appears  as  foolhardy  to  smoke 
marijuana  as  it  would  be  to  take  any  other 
unknown  drug  or  chemical  agent  just  for 
kicks.” 

The  Society  said  two  projects  are  now 
going  on  in  an  effort  to  achieve  scientific 
standardization  in  marijuana  studies. 

3.  Heroin 

The  federal  government  has  negotiated 
new  agreements  with  France  and  Turkey 
aimed  at  stemming  the  flow  of  heroin  into 
this  country. 

But,  in  announcing  the  agreements,  John 
E.  Ingersoll,  director  of  the  Bureau  of  Nar- 
cotics and  Dangerous  Drugs,  said  the  gov- 
ernment’s long-range  objective  in  dealing 
with  the  problem  is  “to  induce  the  medical 
community  to  find  adequate  substitutes”  for 
opium,  from  which  heroin  is  derived. 

Ingersoll  admitted  the  U.S.  was  asking  a 
gi’eat  deal  of  Turkey  where  opium  has  been 
grown  for  centuries. 

“But  when  you’ve  got  over  900  deaths 
last  year  from  heroin,  224  of  them  teen- 
agers, in  one  city,  1 think  you’ve  got  a right 
to  start  hollering,”  he  said.  “There  have 
been  three  deaths  a day  for  heroin  in  New 
York  City  this  year.  It  is  the  major  cause 
of  death  for  18  to  35-year-olds  in  New  York 
City.” 

Ingersoll  estimated  80  percent  of  the  2.5 
to  3 tons  of  heroin  smuggled  into  the  U.S. 
annually  comes  from  the  poppy  fields  of 
Turkey  via  the  clandestine  laboratories  of 


France  where  the  opium  is  refined  into 
heroin. 

The  agreement  with  Turkey  includes  a $3 
million  loan  approved  by  the  agency  for 
international  development  in  1968.  The 
money  is  to  be  used  partly  to  help  the  Turks 
substitute  crops  like  sugar  beets  and  sorghum 
for  opium  and  partly  to  equip  and  train  a 
460-man  narcotics  police  force. 

The  U.S.  agreement  with  France  calls 
for  frequent  exchange  of  meetings  in  Wash- 
ington, D.C.,  and  in  Paris  to  exchange  in- 
formation on  such  matters  as  the  known 
drug  traffickers  and  trafficking  routes. 

France  also  has  assigned  a force  of  300 
police  to  fight  narcotics  internally  and  30 
police  to  combat  it  at  the  international  level. 
Ingersoll’s  narcotics  bureau  will  increase  its 
manpower  in  France  next  year  and  also  will 
engage  in  a crosstraining  program  with 
French  police. 

4.  Funds  for  HEW  and  labor 

Congress  finally  approved  an  appropria- 
tion bill  acceptable  to  President  Nixon  to 
provide  funds  for  the  Health,  Education  and 
Welfare  and  the  Labor  departments  for  the 
1970  fiscal  year  which  began  last  July  1. 

The  two  departments  operated  under  stop- 
gap Congressional  resolutions  while  Nixon 
and  Congress  battled  over  how  much  money 
the  bill  should  provide.  The  President 
vetoed  the  first  bill  passed  by  Congress  on 
the  ground  that  it  would  be  inflationary  be- 
cause it  exceeded  his  budget  by  $1.2  bil- 
lion. Congress  sustained  the  veto  but  still 
refused  to  go  all  the  way  with  Nixon  in 
cutting  funds  for  the  two  departments.  The 
second  bill  totaled  $19.4  billion,  $680  mil- 
lion more  than  the  President  requested.  But 
Nixon  accepted  the  compromise  amount 
when  Congress  added  a provision  authoriz- 
ing him  to  withhold  two  per  cent  of  the 
funds. 

The  second  bill  had  $176  million  in  Hill- 
Burton  hospital  funds,  compared  with  $258 
million  in  the  vetoed  measure.  The  appro- 
priation for  health  facilities,  educational  re- 
search and  libraries  was  cut  from  $149  mil- 
lion to  $126  million. 
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Health  manpower  direct  loan  funds  re- 
mained the  same,  $234.5  million,  but  an  ad- 
ministration spokesman  said  it  was  planned 
to  withhold  $15.5  million.  Other  announced 
plans  to  withhold  funds  in  the  health  field 
included : 

— $6  million  from  $108.8  million  for  air 
pollution  control ; 

— $6.3  million  from  $35.5  million  for  con- 
struction of  community  mental  health 
centers ; 

— $6.3  million  from  $360.3  million  for 
mental  health  programs; 

— $8.7  million  from  $146.3  million  for  the 
National  Institute  of  Arthritis  and 
Metabolic  Diseases; 

— $5.7  million  from  $107  million  for  the 
National  Institute  of  Neurological  Dis- 
eases and  Stroke; 

— $1.3  million  from  $103.7  million  for  the 
National  Institute  of  Allergies  and  In- 
fectious Diseases; 

— $10.3  million  from  $164.6  million  for 
the  National  Institute  of  General  Medi- 
cal Sciences; 

— $7  million  from  $76.6  million  for  gen- 
eral research  and  services. 

5.  The  pill 

The  Food  and  Drug  Administration  an- 
nounced plans  to  require  that  a warning  leaf- 
let be  included  in  every  package  of  birth 
control  pills. 

“I  have  come  to  the  conclusion  that  the 
information  being  supplied  to  the  patients 
in  the  case  of  the  oral  contraceptive  is  in- 
sufficient and  that  re-evaluation  of  our  pres- 
ent policies  is  in  order,”  FDA  Commissioner 
Charles  C.  Edwards,  M.D.,  told  the  Senate 
Monopoly  Subcommittee  at  one  of  its  public 
hearings  on  side-effects  of  birth  control 
pills. 

A proposed  draft  of  the  warning  leaflet 
states  that  “there  is  a definite  association 
between  blood-clotting  disorders  and  the  use 
of  oral  contraceptive.” 

It  emphasizes  the  importance  of  report- 
ing any  side-effects  to  “your  doctor.” 


“All  of  the  oral  contraceptive  pills  are 
highly  effective  for  preventing  pregnancy, 
when  taken  according  to  the  approved  direc- 
tions,” the  proposed  draft  says.  “Your  doc- 
tor has  taken  your  medical  history  and  has 
given  you  a careful  physical  examination. 
He  has  discussed  with  you  the  risks  of  oral 
contraceptives  and  has  decided  that  you  can 
take  this  drug  safely. 

“This  leaflet  is  your  reminder  of  what 
your  doctor  has  told  you.  Keep  it  handy  and 
talk  to  him  if  you  are  experiencing  any  of 
the  conditions  you  find  described  . . . 

“Besides  women  who  have  or  who  have 
had  blood  clots,  other  women  who  should  not 
use  oral  contraceptives  are  those  who  have 
serious  liver  disease,  cancer  of  the  breast 
or  certain  other  cancers  and  vaginal  bleed- 
ing of  unknown  cause. 

“If  you  have  heart  or  kidney  disease, 
asthma,  high  blood  pressure,  diabetes,  epi- 
lepsy, fibroids  of  the  uterus,  migraine  head- 
aches, or  if  you  have  any  problems  with 
miental  depression,  your  doctor  has  indicated 
you  need  special  supervision  while  taking 
oral  contraceptives. 

“Even  if  you  don’t  have  special  problems, 
he  will  want  to  see  you  regularly  to  check 
your  blood  pressure,  examine  your  breasts 
and  make  certain  other  tests.” 

An  American  Medical  Association  spokes- 
man questioned  the  tone  of  the  language 
of  the  FDA’s  draft  of  the  leaflet. 

“In  general,  it  is  a good  idea  to  have  a 
package  insert  but  the  text  of  the  FDA 
proposal  raises  serious  question  about  the 
relationship  between  doctor  and  patient,” 
he  said.  “It  puts  the  full  responsibility  on 
the  physician,  but  oral  contraceptives  gen- 
erally are  prescribed  more  as  a convenience 
to  a patient  than  as  a medication.  The  pa- 
tient must  share  responsibility  both  morally 
and  legally  and  be  alerted  to  her  own  respon- 
sibility.” 

The  FDA  now  requires  that  pharmaceu- 
tical manufacturers  only  warn  physicians 
and  pharmacists  of  side-effects  and  possible 
hazards  of  taking  birth  control  pills.  Makers 
of  the  drugs  were  given  opportunity  to  com- 
ment on  the  proposed  leaflet  after  its  pub- 
lication in  the  Federal  Register. 
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6.  Family  practice 

Identical  bills  designed  to  increase  the 
number  of  physicians  and  allied  health  per- 
sonnel in  family  medicine  have  been  intro- 
duced in  the  House  and  Senate.  Sponsors  of 
the  legislation  say  that  prospects  are  good 
for  Congressional  approval  this  year. 

The  legislation  would  authorize  $50  mil- 
lion for  the  current  fiscal  year  of  1971, 
$75  million  for  fiscal  1972  and  $100  million 
for  each  of  the  next  fiscal  years  for  grants 
to  medical  schools  and  hospitals.  The 
grants  would  be  to  help  medical  schools 
and  hospitals  establish  departments  and 
programs  in  family  practice  of  medicine  and 
to  encourage  the  training  of  allied  health 
personnel  in  that  field  of  medicine. 

Sen.  Ralph  W.  Yarborough  (D.,  Tex.), 
sponsored  the  legislation  (S.  3418)  in  the 


Senate.  Thirty  - one  other  senators,  both 
Democrats  and  Republicans,  were  co-sign- 
ers of  the  bill.  Yarborough  is  chaii-man  of 
both  the  Senate  Labor  and  Public  Welfare 
Committee  and  the  Subcommittee  on  Health 
which  will  handle  the  legislation.  An  aide 
said  the  senator  would  schedule  hearings  and 
that  he  was  confident  the  Senate  would  ap- 
prove the  legislation  this  year. 

Rep.  Fred  B.  Rooney  (D.,  Pa.),  introduced 
the  bill  (H.R.  15793)  in  the  House  first 
this  year.  Rooney  is  a member  of  the  House 
Interstate  and  Foreign  Commerce  Commit- 
tee which  will  handle  the  legislation  on  that 
side  of  the  capitol.  Several  other  House 
members  also  introduced  it  separately. 

Aides  to  both  Yarborough  and  Rooney  said 
they  had  worked  wdth  representatives  of  the 
American  Academy  of  General  Practice  in 
drafting  the  legislation. 


Respiratory  Diseases 


EMERGENCE  OF  GRAM-NEGATIVE 
PHARYNGEAL  FLORA  IN 
HOSPITALIZED  PATIENTS 

Rise  in  gram-negative  flora  in  the  phar- 
ynx correlated  much  more  closely  with 
severity  of  illness  than  with  hospital  ex- 
posure. Concomitant  diminished  clearance 
of  bacteria  among  the  critically  ill  suggests 
mechanism  of  pathogenic  infiltration  of 
the  lungs. 

Pneumonia  due  to  gi’am-negative  bacilli  still  poses 
a major  threat  to  hospitalized  patients.  Numerous 
investigations  into  the  spread  of  nosocomial  bac- 
terial pneumonia  have  failed  to  uncover  a patho- 
genic flora  unique  to  a hospital  setting,  or  to  iden- 
tify common  pathogens  in  the  hospital  environment. 
These  findings  suggest  that  the  infecting  agents 
are  endogenous  to  the  patient. 

Most  pathogens  probably  migrate  from  the  oro- 
pharynx into  the  lungs.  Mechanism  of  entry  may 
be  by  aspiration  of  pharyngeal  fluid  into  the  lungs. 
This  phenomenon  is  known  to  occur  in  healthy  per- 
sons during  sleep.  Thus,  gram-negative  bacilli  in 
the  oropharynx  could  possibly  serve  as  a har- 
binger of  nosocomial  pneumonia. 

The  present  study  was  undertaken  to  ascertain 
the  prevalence  of  gram-negative  bacilli  in  the  oro- 
pharynx of  normal  subjects  and  hospitalized  pa- 
tients with  illnesses  of  varying  severity. 

Five  groups  of  adult  subjects  were  selected  for 
study.  These  included  82  nonhospital-associated 
normal  subjects  (firemen),  47  hospital-associated 
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normal  subjects  (physicians  and  hospital-ward  per- 
sonnel), and  20  physically  normal  hospitalized  psy- 
chiatric patients.  Also  included  were  81  moderately 
ill  hospitalized  patients  on  the  orthopedic-surgery 
service  and  23  critically  ill  on  the  medical  serwice. 
None  of  the  normal  subjects  had  received  antibiotics 
for  two  weeks  before  the  culture  period. 

Oropharyngeal  cultures  were  obtained  with  an 
area-sampling  device,  and  the  isolated  pathogens 
identified  by  standard  technics. 

COLONIZATION  OF  BACILLI 

On  the  first  culture,  prevalence  of  gram-nega- 
tive bacilli  was  shown  to  be  the  same  (2  per  cent) 
for  the  nonhospital  and  the  hospital-associated  sub- 
jects despite  a gradation  in  exposure  to  the  hospital 
environment  from  none  to  intermittent.  No  bacilli 
were  isolated  from  the  20  hospitalized  psychiatric 
patients. 

At  the  same  time,  prevalence  of  gram-negative 
bacilli  was  striking  for  the  moderately  ill  (16  per 
cent)  and  for  the  severely  ill  (57  per  cent). 

Repeated  cultures,  however,  showed  a cumu- 
lative percentage  rise  for  all  five  groups,  including 
a 6 per  cent  rate  of  positive  cultures  for  the  psy- 
chiatric group.  Thi-oughout  the  study,  a wide  di- 
vergence prevailed  between  physically  normal  and 
sick  subjects.  Cumulative  percentage  of  positive 
cultures  rose  to  only  6 per  cent  for  normal  subjects, 
in  contrast  to  a high  of  35  per  cent  for  the  moder- 
ately ill  and  73  per  cent  for  the  moribund.  Overall 
percentage  of  positive  cultures  in  each  gi’oup  re- 
mained essentially  the  same. 

This  study  showed  some  coi’relation  between  the 
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rise  in  gram-negative  bacilli  and  exposure  time  in 
the  hospital  environment.  Much  more  pronounced, 
however,  was  a correlation  between  the  prevalence 
of  pathogens  and  severity  of  illness.  Nineteen  per- 
cent of  moderately  ill  and  55  per  cent  of  moribund 
patients  had  positive  cultures  within  96  hours  of 
admission.  Frequency  of  Serratia  and  Proteus 
genera  of  bacteria  was  much  lower  for  the  mod- 
erately ill  than  for  the  moribund.  Serratia  was 
isolated  in  one  (1  per  cent)  of  the  moderately  ill 
and  9 (26  per  cent)  of  the  moribund;  Proteus,  in 
none  of  the  moderately  ill,  but  in  8 (24  per  cent), 
of  the  moribund. 

BACILLI  ON  THE  MOVE 

Several  studies  reveal  that  bacteria  in  the  upper 
respiratory  tract  frequently  migrate  into  the  lung. 
Pneumococci  instilled  in  the  nose  of  nonanes- 
thetized  rabbits  appeared  in  the  lung  within  min- 
utes. When  tracheobronchial  clearance  is  impaired 
in  dogs  after  a bronchus  has  been  occluded  with  a 
piece  of  sterile  cotton,  pharyngeal  organisms  can 
be  readily  recovered  distal  to  the  occlusion. 

In  human  studies,  bronchoscopic  specimens  tak- 
en from  the  bronchi  of  a nonnal  person  usually  are 
sterile  on  culture,  while  specimens  from  a person 
with  bronchopulmonary  disease  contain  phai-yngeal 
flora. 

Furthermore,  autopsies  have  established  that  bac- 
terial flora  in  the  pharynx  may  also  be  found  in  the 
lungs.  Whereas  this  finding  has  been  attributed 
to  agonal  aspiration  of  pharyngeal  content,  it  can 
just  as  reasonably  be  attributed  to  terminal  failure 
of  the  clearance  mechanism. 

Previous  studies  have  revealed  that  gram-nega- 
tive bacilli  are  not  frequently  found  in  the  pharyn- 
geal cultures  from  normal  subjects.  The  present 
study  has  shown  that  to  be  the  case  while  empha- 
sizing that  the  prevalence  of  gram-negative  bacilli 
among  sick  patients  is  strikingly  increased. 

Intense  exposure  of  the  respiratory  tract  to  gram- 
negative bacilli  may  occur  when  contaminated  aero- 
sols are  generated  by  inhalation  therapy  equipment. 
However,  some  studies  show  that  even  under  these 
circumstances  only  a small  percentage  of  persons 
exposed  become  colonized,  and  necrotizing  pneu- 
monia due  to  gram-negative  bacilli  is  infrequent. 
Furthermore,  massive  exposure  of  normal  subjects 
to  these  organisms  does  not  I’esult  in  colonization  of 
the  upper  respiratoiy  tract. 

During  the  course  of  this  study  some  aerosol 
medications  were  found  to  be  contaminated  with 
Serratia.  Colonization  did  not  occur  in  the  10  mod- 
erately ill  patients  who  received  these  medications, 
but  did  occur  in  six  of  18  moribund  patients  who 
received  the  same  medication.  Environmental  con- 
tamination with  other  bacilli  was  not  demonstrated 
and  the  observ^ed  prevalence  of  bacilli  in  pharyngeal 
cultures  could  not  be  explained  on  this  basis. 

Some  studies  suggest  that  antibiotics  remove  a 
major  barrier  to  gram-negative  colonization  by  sup- 
pressing the  normal  pharyngeal  flora,  which  may 
suppress  the  growth  of  non-resident  species.  In 
this  study,  however,  antibiotic  therapy  appeared 
to  have  no  significant  effect. 

Of  all  the  factors  examined,  appearance  of  gram- 
negative flora  correlated  most  closely  with  clinical 


severity  of  illness.  These  findings  suggest  that  the 
ability  of  sick  patients  to  remove,  or  clear,  exo- 
genous bacteria  from  the  pharynx  is  impaired.  Sus- 
ceptibility to  gram-negative  bacterial  pneumonia 
may  be  increased  by  such  colonization  of  the  phar- 
ynx alone.  More  likely,  it  is  enhanced  by  a 
concomitant  impairment  in  pulmonary  clearance 
mechanisms  as  well. 

— Waldemar  G.  Johanson,  M.D.  : Alan  K.  Pierce,  M.D.,  and 
Jay  P.  Sanford,  M.D.  The  New  England  Journal  of  Medi- 
cine (Vol.  281,  No.  21),  November  20,  1969, 


Sudden  Death  in  Arteriosclerotic  Heart  Dis- 
ease — L.  Kuller  (Johns  Hopkins  School 
of  Public  Health,  Baltimore).  Amer  J 
Cardiol  24:617-628  (Nov)  1969. 

The  incidence  of  sudden  death  due  to  ar- 
teriosclerotic heart  disease  is  higher  in  men 
than  in  women  and  increases  with  age.  A 
retrospective  study  of  sudden  death  has 
shown  that  60%  of  all  deaths  due  to  arteri- 
osclerotic heart  disease  were  sudden  and 
that  61.4%  of  all  sudden  deaths  were  due 
to  arteriosclerotic  heart  disease.  Approxi- 
mately one  half  of  the  individuals  wdth  ar- 
teriosclerotic heart  disease  dying  suddenly 
had  a history  of  heart  disease,  and  23%  had 
seen  a physician  within  a week  before  death. 
Of  the  585  white  men  who  died  of  arterios- 
clerotic heart  disease,  only  52  (8.4%)  had 
died  within  two  hours,  had  no  history  of 
heart  disease,  and  had  not  seen  a physician 
within  one  month  before  death.  Either  a 
program  of  primary  prevention  of  myo- 
cardial infarction  and  sudden  death  or  meth- 
ods of  early  diagnosis  and  treatment  out- 
side of  the  hospital  and  in  a coronary  care 
facility  will  be  necessary  to  reduce  death 
rates  from  arteriosclerotic  heart  disease. 


Children  Who  Set  Fires  — T.  A.  Vandersall 
and  J.  M.  Wiener  (Amsterdam  and  113th 
St,  New  York).  Arch  Gen  Psychiat  22: 
63-71  (Jan)  1970. 

In  20  children  who  set  fires,  a wide  range 
of  ego  function  was  found.  Study  of  the 
ego  of  the  firesetter  yielded  more  practical 
data  for  modifying  behavior  than  did  study 
of  the  unconscious  dynamics,  although  these 
are  acknowledged.  None  of  the  children  had 
an  effective  or  available  father;  this  may 
be  significant  in  the  genesis  of  the  ego  dys- 
control  which  leads  to  firesetting. 
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While  Making  Rounds 


Quote  Unquote. 

“The  war  on  privilege  will  never  end.  Its 
next  great  campaign  will  be  against  the 
special  privileges  of  the  underprivil- 
eged.” 

Mencken 

“The  advantages  of  wealth  are  greatly  ex- 
aggerated.” 

Stanford 

“You  can  fool  too  many  of  the  people  too 
much  of  the  time.” 

Thurber 

Words  We  Can  Do  Without. 

A this  time.  “At  this  time”  means  “now.” 
Non  judgmental. 

Summarization. 

Our  Own  Monthly  Statistical  Report. 

Commonest  operations. 

Over  25;  Men:  Hernioplasty 
Women:  D & C 
Under  25:  Appendectomy, 

T & A 

Anniver.sary  Time. 

April,  1616. 

Harvey  begins  his  lectures. 

Q & A. 

Q:  “Do  you  have  asthma?” 

A:  “Well,  I have  gone  into  asthma,  but  I 
have  allergies.” 

Strange  Disease  Of  The  Month. 

Desk  neck. 

Who? 

Who  coined  the  word  “seborrhea?” 
Fuchs,  in  1840. 

Curiosity  Corner. 

The  exposed  red  portion  of  either  lip  is 
always  called,  and  we  do  not  know  why, 
the  Vermillion  border.  One  of  the 


words  we  can  do  without  is  “vermil- 
lion,”  and  we  asked  a surgical  friend,  if 
you  will  excuse  the  phrase,  why  they 
don’t  say  “red.”  The  red  border  sounds 
like  we’re  in  Russia,  he  said  convincing- 
ly. 

Why? 

Why  do  we  say  “strangulate?” 

It  just  means  to  strangle. 

Lines  To  Practice  By. 

“A  teacher  affects  eternity;  he  can  never 
tell  where  his  influence  stops.” 

— F.C. 


Risk  of  Contamination  From  Anesthesia 

Circle  Absorber  — G.  E.  Dryden  (5835  N 

Tacoma  Ave,  Indianapolis).  Anesth 

Analg  48:939-946  (Nov-Dec)  1969. 

The  high  incidence  of  postoperative  pneu- 
monitis led  to  reevaluation  of  the  role  the 
anesthesia  equipment  may  play  in  seeding 
bacteria  into  the  patient  during  the  anes- 
thesia period.  A survey  of  anesthesia  de- 
partments with  residency  training  programs 
revealed  a 36^  awareness  of  bacterial 
growths  within  the  anesthesia  circuits.  Cul- 
ture studies  reported  17  varieties  of  micro- 
organisms, some  of  which  were  known  patho- 
gens. Laboratory  study  of  the  effects  of 
carbon  dioxide  absorbent  materials  as  germi- 
cidal agents  reveals  that  Mycobactermm  tu- 
berculosis is  not  killed  by  three-hour  contact 
with  an  aqueous  suspension  of  either  Soda- 
sorb  or  Baralyme.  Laboratory  study  showed 
that  aerosolized  suspensions  of  Pseudomonas 
aeruginosa  and  Proteus  mirabUis  are  car- 
ried through  an  absorber  packed  with  gran- 
ules of  Sodasorb  with  one  minute  of  air- 
flow through  the  unit.  The  finding  of  a 
bacterial  inoculum  within  the  inhalation 
system  of  anesthesia  equipment  should  lead 
anesthesiologists  to  review  their  causal  rela- 
tionship with  postoperative  pulmonary  in- 
fections. 
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FEATURES 


Who  s In  The  News? 


Doctor  Frank  P.  Stone,  Lincoln,  has  been 
re-elected  Chief  of  the  Lincoln  General  Hos- 
pital medical  staff. 

Doctor  Robert  C.  Calkins  is  leaving  Kim- 
ball to  begin  a residency  in  psychiatry  in 
Omaha. 

Doctor  Frank  Cole,  Lincoln,  recently  ad- 
dressed the  senior  pharmacy  class  at  the 
University  of  Nebraska. 

Doctor  William  F.  Nye,  Lincoln,  has  been 
named  Medical  Chief  of  Staff  for  St.  Eliza- 
beth Community  Health  Center  in  Lincoln. 

Doctor  Frank  Falloon,  Fairbury,  has  been 
re-appointed  County  Physician  for  Jeffer- 
son County. 

Doctor  Robert  Mclntire,  Hastings,  was 
the  guest  speaker  at  a recent  meeting  of  par- 
ents of  the  United  Presbyterian  Church  in 
Superior. 

Doctor  V.  Robert  Watson,  Seward,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 


Send  For  It 

Evaluation  of  impairment 

The  twelfth  guide  in  the  series,  “Guides  to 
the  Evaluation  of  Permanent  Impairment” 
developed  by  the  Committee  on  Rating  of 
Mental  and  Physical  Impairment  is  available. 
It  is  entitled:  “Guides  to  the  Evaluation  of 
Permanent  Impairment — The  Skin.” 

This  guide,  like  all  the  others  in  the 
series,  has  been  designed  primarily  for  use 
by  physicians.  The  guide  is,  however,  of 
interest  and  use  to  all  concerned  with  the 
medical,  administrative,  or  judicial  aspects 
of  programs  for  the  disabled.  The  previous- 
ly published  guides  in  the  series  deal  with 
the  extremities  and  back ; the  visual  system ; 
the  cardiovascular  system;  ear,  nose,  throat, 
and  related  structures;  the  central  nervous 
system;  the  digestive  system;  the  peripheral 


Doctor  John  W.  Scott  has  left  Omaha  and 
is  now  the  pathologist  at  Good  Samaritan 
Hospital  in  Kearney. 

Doctor  J.  E.  Sobota,  Omaha,  has  been 
elected  President  of  the  Medical  Staff  of 
Immanuel  Medical  Center  Hospital. 

Doctor  Robert  Watson,  Seward,  has  been 
elected  Chief  of  Staff  of  Memorial  Hospital 
in  Seward. 

Doctor  Robert  L.  Grissom,  Omaha,  has 
been  granted  a Fellowship  in  the  American 
College  of  Cardiology. 

Doctor  V.  Franklin  Colon,  Friend,  recent- 
ly attended  a conference  on  bronchial  and 
pulmonary  diseases  held  in  Kansas  City. 

Doctor  Walt  F.  Weaver,  Lincoln,  has  been 
granted  a Fellowship  in  the  American  Col- 
lege of  Cardiology. 

Doctor  Frank  Cole,  Lincoln,  was  elected 
President  of  the  Nebraska  Medical  Writers 
Association  and  took  office  at  the  annual 
banquet  meeting  in  Omaha  in  February. 


spinal  nerves;  the  respiratory  system;  the 
endocrine  system;  mental  illness;  and  the 
reproductive  and  urinary  systems. 

A limited  number  of  copies  of  this  guide 
may  be  obtained,  without  charge,  upon  writ- 
ten request  to  the  Committee  on  Rating  of 
Mental  and  Physical  Impairment,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Hyperlipoproteinemia 

A series  of  publications  entitled  “Dietary 
Management  of  Hyperlipoproteinemia”  has 
been  prepared  by  staff  members  of  the  Mole- 
cular Disease  Branch,  National  Heart  and 
Lung  Institute  and  the  Nutrition  Department 
of  the  Clinical  Center  of  the  National  Insti- 
tutes of  Health. 
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The  publications  have  been  designed  to  as- 
sist physicians  and  nutritionists  guide  the 
changes  in  diet  recommended  for  patients 
with  high  levels  of  cholesterol  or  other  fats 
in  the  blood.  Hypercholesterolemia  has  been 
shown  to  be  associated  with  an  increased 
risk  of  heart  attacks  and  arteriosclerosis. 

XHLI  studies  have  shown  that  translat- 
ing conventional  blood  fat  determinations 
into  different  types  of  “hyperlipoprotein- 
emia” provides  a more  specific  diagnosis  of 
the  patient’s  problems  and  points  up  the  best 
means  of  correcting  the  abnormality  and, 
hopefully,  reducing  his  coronary  heart  dis- 
ease risk.  At  least  five  different  types  of 
lipid-transport  disorders  are  recognized. 
They  are  called  hyperlipoproteinemias  type 
I-\',  and  each  differs  in  its  clinical  mani- 
festations, risk  for  the  patient,  and  respon- 
siveness to  diet  and  drug  therapy. 

A diet  manual  has  been  designed  for  each 
type  of  hyperlipoproteinemia.  The  diets 
described  in  the  series  represent  experience 
with  hundreds  of  patients  on  the  wards  and 
the  out-patient  clinics  of  the  National  Heart 
and  Lung  Institute.  These  diets  are  thera- 
peutic and  are  not  designed  for  the  general 
population. 

The  sei’ies  consists  of  six  publications: 
Dietary  ^Management  of  Hyperlipopro- 
teinemia : A Handbook  for  Physi- 
cians 

and  for  patient  use: 

Dietary  Management  of  Hyperlipopro- 
teinemia — Type  I Diet 
Dietary  ^Management  of  Hyperlipopro- 
teinemia — Type  II  Diet 
Dietary  ^Management  of  Hyperlipopro- 
teinemia — Type  HI  Diet 
Dietary  Management  of  Hyperlipopro- 
teinemia — Type  IV  Diet 
Dietary  ^Management  of  Hyperlipopro- 
teinemia — Type  V Diet 

The  booklets  are  available  to  physicians 
and  dietitians  and  may  be  obtained,  free  of 
charge,  by  writing  to: 

Publications  Section 
Office  of  Heart  and  Lung  Information 
National  Heart  and  Lung  Institute 
Building  31,  Room  4A10 
Bethesda,  ^Maryland  20014 


Why  not  give  blood? 

“The  20  Most  Common  Excuses  For  Not 
Giving  Blood,”  published  by  the  American 
National  Red  Cross  is  available.  Copies  can 
be  obtained  from: 

Blood  Program 
IM  id  western  Area 
American  National  Red  Cross 
4050  Lindell  Blvd. 

St.  Louis,  IMissouri  63108 


The  medical  care  dollar 

In  a time  when  annual  medical  care  ex- 
penditures have  soared  to  $60.3  billion,  the 
government’s  health  care  programs  are  sig- 
nificantly easing  the  individual’s  financial 
burden,  according  to  a chart  booklet  on 
medical  costs  just  published  by  the  Social 
Security  Administration. 

The  booklet,  called  “The  Size  and  Shape 
of  the  Medical  Care  Dollar,”  was  prepared 
by  the  Administration’s  Office  of  Research 
and  Statistics  and  covers  the  period  from 
1950  through  the  end  of  the  fiscal  year  1969. 

As  detailed  in  the  booklet’s  charts,  medical 
care  expenditures  during  that  19-year  period 
in  the  United  States  have  increased  almost 
5 times  over,  markedly  climbing  from  the 
$12.1  billion  that  was  spent  on  health  care 
in  1950.  Today’s  medical  care  dollars  now 
account  for  a 6.7  percent  share  of  the  Gross 
National  Product;  in  1950,  medical  expenses 
made  up  4.6  percent  of  the  GNP. 

At  the  same  time,  however,  it  is  noted 
that  the  percentage  of  medical  costs  borne  by 
the  individual  has  actually  decreased  in  the 
last  several  years  — and  especially  since 
1966  — after  enactment  of  Medicare  and 
Medicaid. 

Troughout  the  36-page  booklet,  the  Social 
Security  Administration  takes  note  of  “ris- 
ing health  costs,”  and  at  one  point  lists  10 
steps  that  the  Federal  Government  is  tak- 
ing to  “insure  that  the  nation  gets  more  for 
its  health  dollar.” 

Among  those  steps  are  included  the  use  of 
stricter  guidelines  for  hospitals  and  nurs- 
ing homes  which  are  participating  in  the 
^Medicare  program,  and  the  promotion  of  less 
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expensive  alternatives  to  inpatient  medical 
care  for  individuals  who  would  benefit  from 
more  economical  care. 

The  chart  booklet  notes  that  the  largest 
growth  in  medical  spending  from  1950  was 
due  to  increases  in  prices  of  everything 
from  hospital  services  to  doctors’  fees. 

As  noted  in  the  text  accompanying  one 
of  the  booklet’s  charts,  “A  dollar  of  health 
care  spent  today  does  not  go  nearly  as  far 
in  paying  for  a day  of  care  or  a unit  of 
service  as  it  would  have  several  years  ago.” 
In  fact,  from  1965  to  1968,  medical  care 
prices  jumped  almost  twice  as  fast  as  prices 
for  all  consumer  items. 

About  50  percent  — or  $24.4  billion  — of 
the  jump  in  medical  expenditures  from  1950 
levels  can  be  attributed  to  “a  rise  in  the 
price  per  unit  of  health  service,”  the  book- 
let says. 

Only  19  percent  — or  $9.1  billion  — was 
due  directly  to  the  country’s  population 
growth  during  the  same  period,  with  the  re- 
maining 31  percent  — or  $14.7  billion  — 
due  to  “an  increase  in  the  use  of  health 
services  and  availability  of  new  medical 
supplies  and  techniques.” 

The  largest  single  rise  in  prices  has  come 
in  the  “daily  service  charges”  of  hospitals 
throughout  the  country,  according  to  the 
chart  book. 

During  the  past  several  years,  however, 
the  government’s  overall  share  of  each  medi- 
cal care  dollar  rose  from  25  cents  to  37 
cents,  with  much  of  the  increased  spending 
coming  from  Federal  revenues,  and  spe- 
cifically the  Medicare  and  Medicaid  pro- 
grams. 

As  the  booklet  points  out:  “While  hos- 
pital care  expenditures  have  been  rapidly 
rising,  the  source  of  financing  for  this  care 
has  been  rapidly  changing.  Medicare  and 
Medicaid  have  been  taking  over  more  and 
more  of  the  private  burden  of  paying  for 
hospital  care.” 

In  fact,  in  the  3 years  since  Medicare  was 
introduced  in  1966,  the  “private”  share  of 
the  cost  of  hospital  bills  fell  from  64  to  50 
percent.  Federal  spending  in  that  area  dur- 
ing the  same  3-year  period  almost  tripled 


while  State  and  local  expenditures  decreased 
slightly. 

Meanwhile,  the  number  of  annual  admis- 
sions to  the  country’s  hospitals  has  increased 
sharply.  “In  1950,”  the  booklet  says,  “there 
were  nearly  17  million  admissions  to  com- 
munity hospitals,  or  109  admissions  for  every 
1,000  persons  in  the  population.  Today,  the 
number  of  admissions  is  27  million  and  the 
rate  is  about  136.” 

As  is  the  case  with  the  “private”  share 
of  hospital  expenditures,  the  “private” 
share  of  physicians’  fees  has  also  fallen  since 
Medicare  was  introduced  in  1966.  Whereas 
the  Federal  Government  paid  only  2 percent 
of  the  cost  of  doctors’  services  in  fiscal  1966, 
its  share  rose  to  16  percent  in  fiscal  1969. 

Also,  Medicare  has  influenced  the  extent 
and  frequency  of  medical  care  received  by 
the  aged,  since,  “Of  the  $46.7  billion  personal 
health  care  expenditure  in  fiscal  1968,  about 
one-fourth  of  this  total  was  spent  by  or  on 
behalf  of  the  aged,  who  make  up  only  one- 
tenth  of  the  total  population. 

By  contrast,  “In  fiscal  1966,  the  year  be- 
fore Medicare,  aged  expenditures  represent- 
ed one-fifth  of  the  total,”  the  booklet  notes. 

By  the  end  of  fiscal  1968,  Medicare  had 
assumed  an  average  of  45  percent  of  the 
aged  individual’s  medical  expenditures, 
while  other  public  programs  covered  25  per- 
cent. Persons  65  and  over  were  paying  30 
percent  of  their  personal  medical  costs  as 
compared  to  a 69  percent  share  before  Medi- 
care was  introduced. 

Copies  of  the  booklet,  which  costs  40  cents, 
are  available  from  the  Superintendent  of 
Documents,  U.S.  Government  Printing  Of- 
fice, Washington,  D.C.  20402. 

Free  pamphlet  explains  AMA 

A pamphlet  of  considerable  value  to  med- 
ical societies  in  their  public  relations  pro- 
grams has  just  been  released  by  the  Ameri- 
can Medical  Association.  In  its  32  pages  are 
outlines  of  many  public  services  to  protect 
and  advance  the  health  of  Americans  and  the 
world  population. 

“The  American  Medical  Association  . . . 
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Guardian  of  the  Nation’s  Health  Since  1847” 
summarizes  its  history  and  organization. 
Its  real  value  in  contemporary  society,  how- 
ever, is  in  relating  the  many  programs  and 
the  cohesive  efforts  of  almost  220,000  mem- 
ber-physicians to  promote  better  health  care. 

In  the  foreword,  Ernest  B.  Howard,  M.D., 
executive  vice  president  of  the  AMA,  wrote 
that  the  AMA  since  its  founding  in  1847 
has  instituted  reforms,  improved  and  ex- 
panded medical  knowledge  worldwide,  and 
has  achieved  a place  of  recognized  leader- 
ship. 

Doctor  Howard  emphasized  that  the  asso- 
ciation serves  not  only  its  membership,  the 
medical  community,  but  also  the  public,  and 
this  pamphlet  is  intended  to  illuminate  these 
services  “to  effect  a broader  understanding 
of  the  association’s  total  functioning.” 

The  booklet  is  intended  for  distribution 
to  public  audiences,  but  it  serves  ecLually 
well  as  a “refresher”  for  physicians  and  a 
“primer”  for  medical  students  and  new  so- 
ciety members. 

It  is  especially  effective  as  a “background- 
ing” reference  for  editorial  writers,  media 
commentators,  and  community  leaders. 

It  reviews  the  AMA’s  scientific  meetings, 
publications,  library  and  record  services, 
medical  student  and  school  scholarships  and 
grants,  ethics,  drugs,  mental  health,  and 
health  manpower  recruitment  activities. 

The  entire  booklet  is  updated,  and  several 
new  programs  are  covered ; Volunteer  Physi- 
cians for  Vietnam,  the  Vietnam  Medical 
School  Project,  the  new  Department  of 
Health  Care  Organization  (to  accelerate 
health  care  delivery  systems ) , proposing  and 
drafting  legislative  bills,  and  the  innovative 
proposals  of  the  AMA  Committee  on  Health 
Care  of  the  Poor. 

Other  areas  with  increased  emphasis  re- 
flect the  problems  of  modern  society:  alco- 
holism and  drug  dependence,  health  care 
costs,  malnutrition,  pollution,  sex  education, 
and  voluntary  health  insurance  coverage. 

Copies  of  “The  American  Medical  Associa- 
tion . . . Guardian  of  the  Nation’s  Health 
Since  1847”  are  available  without  cost  from 
Program  Services  Department,  AMA,  535 


North  Dearborn  Street,  Chicago,  Illinois 
60610. 

Pediatricians  release  new  Redbook 

The  American  Academy  of  Pediatrics  has 
released  the  newly-revised  16th  edition  of 
the  Report  of  the  Committee  on  Infectious 
Diseases,  (Redbook). 

This  publication  is  today  acknowledged  by 
physicians  throughout  the  world  as  the  most 
professional  and  authoritative  reference 
available  regarding  currently-accepted  pro- 
cedures for  diagnosis,  treatment,  and  pre- 
vention of  infectious  diseases  in  children. 

Several  changes  have  been  made  in  the 
16th  edition  of  the  Redbook.  For  example, 
more  detailed  information  has  been  included 
concerning  general  factors  relating  to  active 
and  passive  immunization,  and  to  special  re- 
quirements for  foreign  travel. 

More  detailed  attention  also  is  given  to 
general  items  relating  to  immunization  in- 
formation such  as  personal  immunization 
ji'ecords,  simultaneous  administration  of 
live  virus  vaccines,  immunizations  of  chil- 
dren in  institutions  and  day  care  centers, 
and  immunization  of  children  with  neuro- 
logic disorders. 

The  revised  Redbook  also  includes  under 
foreign  travel,  information  on  active  im- 
munization for  rabies  and  tuberculosis.  In- 
formation on  passive  immunization  for  hepa- 
titis is  included,  and  the  chemosuppression 
of  malaria  is  reviewed,  augmented  by  a dos- 
age schedule  table. 

Neiv  Diseases 

The  following  diseases  appear  for  the  first 
time  in  the  16th  edition  of  the  Report  of  the 
Committee  on  Infectious  Diseases:  blastomy- 
cosis (both  the  North  and  South  American 
diseases),  botulism,  cryptococcosis,  (torulo- 
sis, European  blastomycosis),  hemorrhagic 
fevers,  listeriosis,  malaria,  nocardiosis,  giar- 
diasis, schistosomiasis,  and  plague. 

Copies  of  the  Redbook  may  be  obtained 
from  the  Academy  for  $2.00.  A ten  percent 
discount  is  allowed  for  the  purchase  of  six 
or  more  manuals,  and  quantity  prices  are 
available  upon  request.  Additional  informa- 
tion may  be  obtained  by  writing  Publica- 
tions, American  Academy  of  Pediatrics, 
P.O.  Box  1034,  Evanston,  111.  60204. 
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Here  and  There 


Family  doctors  take  specialty  exam 

Family  doctors  recently  took  a written 
examination  which,  if  passed,  will  qualify 
them  as  specialists  in  family  practice,  a new 
medical  specialty  emphasizing  comprehen- 
sive, continuing  care  of  the  family. 

The  2-day  examination  was  offered  simul- 
taneously at  36  academic  centers  throughout 
the  United  States  under  the  aegis  of  the 
American  Board  of  Family  Practice.  The 
test  was  devised  with  the  cooperation  of  the 
National  Board  of  Medical  Examiners,  a na- 
tionally-known testing  agency  in  medicine. 
It  was  administered  at  the  36  local  centers 
by  Science  Research  Associates  of  Chicago. 

The  examination  marks  a milestone  in 
American  medical  history,  bringing  medical 
education  almost  full  circle.  Before  World 
War  II  most  doctors  were  general  practi- 
tioners and  patient-care  oriented.  Since  the 
war,  emphasis  has  been  on  specialization  to 
the  extent  that  less  than  15  per  cent  of  medi- 
cal school  graduates  enter  family  or  general 
practice  today. 

The  advent  of  the  new  broad-scale  spe- 
cialty, approved  just  a year  ago  by  the 
American  Medical  Association  and  the  Ad- 
visory Board  for  Medical  Specialties,  now 
offers  the  family  doctor-to-be  specialty 
status  and  the  confidence  of  full-scale  resi- 
dency training.  It  offers  the  public  the 
promise  that  more  young  doctors  will  begin 
to  enter  primary  care  as  a career.  With 
more  primary  doctors  available,  entry  into 
the  complex  health  care  system  can  become 
easier  and  less  expensive  for  all  citizens. 

The  doctors  taking  the  examination  are 
veteran  family  physicians  who  have  called 
themselves  variously  family  doctors,  family 
practitioners,  general  practitioners,  and  gen- 
eralists. Each  has  been  in  practice  at  least 
six  years,  or  has  been  a medical  school  teach- 
er at  least  six  years,  or  has  had  a residency 
in  a special  field  but  still  chose  to  enter  fam- 
ily practice.  Most  are  members  of  the  Amer- 
ican Academy  of  General  Practice,  the  na- 
tional association  of  family  doctors. 


The  AAGP,  second  largest  of  medicine’s 
organized  groups  next  to  the  all-doctor 
AMA,  is  the  only  national  medical  organiza- 
tion that  requires  its  members  to  take  post- 
graduate study.  Members  must  complete 
at  least  150  hours  of  approved  study  during 
the  3-year  tenure  of  membership.  One  of 
the  qualifications  for  taking  the  examination 
is  proof  of  satisfactory  completion  of  at  least 
300  hours  of  approved  study. 

These  2,000  doctors,  and  later  “practice 
eligible”  candidates  for  certification  in  fam- 
ily practice,  are  the  vanguard  of  a new  type 
of  highly  competent  “people  doctor”  whose 
numbers  will  swell  as  medical  centers  and 
teaching  hospitals  begin  turning  out  resi- 
dency-qualified family  specialists  in  quan- 
tity. 

They  will  not  only  have  proved  their  abil- 
ity in  the  field  of  comprehensive,  continu- 
ing care  of  the  family,  but  also  will  have 
agreed  to  recertification  after  six  years.  No 
other  specialty  requires  its  diplomates  to 
prove  their  competence  on  a continuing  basis. 


Postgraduate  trauma  course 

Fractures  and  other  trauma  will  be  the 
subjects  of  a three  and  one-half  day  post- 
graduate course  May  13  - 16,  1970.  It  will 
be  held  at  the  John  B.  Murphy  Auditorium, 
50  East  Erie  Street,  Chicago,  Illinois,  and 
will  be  sponsored  by  the  Chicago  Commit- 
tee on  Trauma  of  the  American  College  of 
Surgeons.  There  will  be  luncheons  at  the 
Kungsholm  Restaurant,  a cocktail  party  at 
the  Drake  Hotel,  and  an  evening  program  of 
selected  medical  movies. 

The  mode  of  presentation  will  be  that  of 
the  panel  discussion,  with  the  material  be- 
ing organized  according  to  body  regions.  Al- 
together, there  will  be  forty-five  faculty 
members  covering  orthopaedic,  general  sur- 
gical, neurosurgical,  urologic,  and  plastic 
surgical  subjects. 

Participating  in  the  panel  discussions  will 
be  many  Chicago  area  Orthopaedic  Sur- 
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geons  representing  the  University  of  Chi- 
cago, the  University  of  Illinois,  Stritch 
School  of  INIedicine,  and  Northwestern  Uni- 
versity Medical  School. 

In  order  to  register,  write  to  James  P. 
Ahstrom,  Jr.,  M.D.,  Program  Chairman, 
American  College  of  Surgeons,  55  East  Erie 
Street,  Chicago,  Illinois  60611.  The  fee 
is  $100.00,  but  residents  and  interns  may  be 
admitted  free  upon  presentation  of  a proper 
letter  of  authorization. 

This  program  is  acceptable  for  24V2  elec- 
tive hours  by  the  American  Academy  of 
General  Practice. 

Money  for  medical  schools 

Grants  totaling  $1.2  million  to  two  uni- 


It's  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Nurser  unit 

INIead  Johnson  Laboratories  is  now  offer- 
ing to  hospitals  and  consumers  a special 
nurser  unit  specifically  designed  for  feed- 
ing infants  born  with  a cleft  of  the  lip 
and/or  palate  or  with  other  cranio  - facial 
anomalies. 

The  nurser  has  a special  patented  nipple, 
so  designed  to  meet  the  requirements  pre- 
sented by  these  anomalies.  Its  softness  and 
cross-cut  opening  offers  several  advantages 
to  this  infant.  The  special  shape  of  the  nip- 
ple and  the  non-air  vented  principle  of  the 
nurser  allows  the  infant  to  be  fed  in  an 
upright  position.  The  special  nurser  allows 
the  mother  to  help  her  infant  obtain  formula. 


versify  medical  schools  — one  in  East  Har- 
lem and  the  other  in  Philadelphia  — aimed 
at  reforming  health  care  in  the  inner  city 
were  announced  recently  by  the  Common- 
wealth Fund. 

The  Fund,  a New  York  based  philanthrop- 
ic foundation,  awarded  $600,000  each  over  a 
period  of  three  years  to  the  Mount  Sinai 
School  of  Medicine  of  the  City  University 
of  New  York,  and  the  University  of  Penn- 
sylvania School  of  Medicine. 

Both  grants  will  enable  the  schools  to 
strengthen  their  Departments  of  Community 
Medicine,  through  which  the  universities’  re- 
sources in  the  social,  management,  and  medi- 
cal sciences  will  be  brought  to  bear  on  de- 
vising and  operating  new  urban  health  care 
programs. 


In  addition  to  its  use  with  the  Beniflex 
Disposable  Nurser  system  in  hospitals,  the 
nurser  can  be  used  at  home  by  mothers 
with  the  aid  of  a funnel  filling  set  also  mar- 
keted by  Mead  Johnson.  The  mother  can 
simply  open  a can  of  Ready-to-Use  formula, 
pour  the  desired  amount  of  formula  into  the 
nurser,  and  feed  the  baby. 

Further  information  on  the  new  cleft  lip 
and/or  palate  nurser  and  on  the  care  of 
newborns  who  have  this  problem  can  be  ob- 
tained by  writing  Mead  Johnson  Laborato- 
ries, Dept.  822,  Evansville,  Indiana  47721. 

Tetanus  immune  globulin 

Wyeth  Laboratories  has  added  Tetanus 
Immune  Globulin  (Human)  to  its  TUBEX® 
line  of  unit  dose  medications  in  pre-filled 
sterile  cartridge-needle  units.  The  new  prod- 
uct is  indicated  for  passive  immunization 
against  tetanus. 

Tetanus  Immune  Globulin  (Human)  is 
supplied  in  single  TUBEX  cartridge-needle 
units  of  the  2-cc.  size.  Each  2-cc.  TUBEX 
contains  250  units  of  medication,  which  is 
the  recommended  adult  dose. 
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Speedi-band  is  new 

SPEEDI-BAND  is  NEW.  SPEEDI- 
BAND  is  a “write-on,”  bright  orange  color 
Identification  Bracelet  designed  for  use  in 
Emergency  Rooms  and  by  Civil  Defense  and 
Disaster  Units.  Everywhere  fast  and  simple 
identification  procedures  are  required.  Each 
box  of  250  SPEEDI-BAND  bracelets  con- 
tains two  waterproof  pens  for  use  with 
SPEEDI-BAND.  Samples  are  available 
from  manufacturer ; PRECISION  DY- 
NAMICS CORP.,  2701  West  Burbank  Blvd., 
Burbank,  California  91505.  (213)  849-2804. 

MJ:  Vasodilan 

Mead  Johnson  Laboratories  has  introduced 
a new  strength  of  its  vasodilator,  Vasodilan 
(Isoxsuprine  HCl).  Vasodilan  is  now  avail- 
able in  20  mg  tablets  in  addition  to  the 
original  10  mg  tablets  introduced  in  1959. 

The  new  20  mg  tablet  strength  now  makes 


starting  therapy  easier  and  convenient  par- 
ticularly for  geriatric  or  hospitalized  pa- 
tients who  have  trouble  swallowing  and  who 
often  are  taking  several  other  medications 
at  the  same  time.  The  physician  now  has 
a choice  of  strengths  so  that  he  may  pre- 
scribe a dosage  schedule  better  suited  to  in- 
dividual patient  needs. 

Vasodilan  tablets  in  both  the  10  mg  and 
20  mg  sizes  are  now  being  manufactured 
with  distinct  strength  markings.  A “10” 
appears  on  the  one  and  a scored  “20”  mark- 
ing appears  on  the  new  strength. 

Vasodilan  20  mg  tablets  are  available  in 
bottles  of  100  and  500.  The  suggested 
wholesale  prices  to  retailers  are  $10.70  for 
the  lOO’s  size  and  $51.70  for  the  500’s. 

Further  information  can  be  obtained  by 
writing  Mead  Johnson  Laboratories,  Evans- 
ville, Indiana  47721. 
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Limb  holders  for  stretchers 

The  Posey  Company  has  added  top  se- 
curity limb  holders  for  stretchers  to  its 
complete  line  of  products.  Individual  ankle 
cuffs  are  secured  by  Velco  at  the  ankles,  and 
connecting  strap  secures  at  stretcher  frame 
on  both  sides.  Padded  wrist  restraints  ad- 
just to  exact  fit  and  secure  to  the  stretcher 
frame.  Both  sets  are  quick  and  simple  to 
apply,  completely  washable,  and  guarantee 
sure  containment  of  the  most  active  patient. 
The  Posey  Limb  Holders  for  Stretchers  are 
priced  at  $8.10  pair  for  both  the  wrist  model. 
Cat.  No.  5163-2426,  and  the  ankle  model. 
Cat.  No.  5163-2427.  Manufactured  by  the 
Posey  Company,  39  South  Santa  Anita  Ave- 
nue, Pasadena,  California  91107. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS  — 
April  4 — Alliance,  Central  School  Bldg. 
April  18  — Ainsworth,  Elementary  School 
Bldg. 

May  2 — North  Platte,  Elks  Lodge 
May  9 — Cozad,  Elks  Lodge 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION, 102nd  Annual  Session  — April  27- 
29,  1970,  Hotel  Cornhusker,  Lincoln,  Ne- 
braska. 

THIRD  NATIONAL  VOLUNTARY 
HEALTH  CONFERENCE  — Sponsored 
by  the  AMA  Council  on  Voluntary  Health 
Agencies,  May  7-8,  1970,  Statler  - Hilton 
Hotel,  Washington,  D.C.  Conference 
theme  — Health  Team  Relationships : 
Professional  Associations ; Governmental 
Agencies,  and  Voluntary  Organizations. 
Write  to:  3rd  National  Voluntary  Health 
Conference,  Department  of  Health  Educa- 
tion, Communications  Division,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

AMERICAN  MEDICAL  ASSOCIATION, 
119th  Annual  Convention  — June  21-25, 
1970,  Chicago,  Illinois. 

NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 


day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Informa- 
tion from  program  coordinator:  R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 

EIGHTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETI- 
TIVE ATHLETICS  — August  21,  1970, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 

TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 
tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chairman. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  AALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION, 
24th  Clinical  Convention  — Boston,  Massa- 
chusetts, November  29-December  2,  1970. 
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Medicinews 


Alcoholism  conference 

On  April  1,  1970,  the  National  Council  on 
Alcoholism  will  sponsor  the  first  Alcoholism 
Medical  Education  Conference  ever  held,  it 
was  announced  by  Dr.  Frank  A.  Seixas, 
Medical  Director  of  the  Council. 

Several  medical  schools  now  include  al- 
coholism education  made  possible  through 
grants  by  the  National  Center  for  Prevention 
and  Control  of  Alcoholism  of  the  United 
States  Department  of  Health,  Education  and 
Welfare.  Other  medical  schools  have  in- 
cluded alcoholism  education  through  funds 
received  from  their  respective  states. 

On  April  1st,  the  conference  will  consist 
of  morning  and  afternoon  plenary  sessions 
and  workshops  on  specific  problems  of  the 
inclusion  of  alcoholism  in  the  medical  school 
curriculum.  On  April  2nd,  there  will  be  a 
site  visit  to  varied  alcoholism  programs  in 
the  New  York  area.  The  address  of  the 
NCA  is  Suite  1720,  2 Park  Avenue,  New 
York,  N.Y.  10016. 

British  approve  NPI 

The  Nebraska  Psychiatric  Institute  has 
been  formally  approved  for  training  in  psy- 
chological medicine  by  the  British  examin- 
ing board. 

Dr.  W.  G.  Burrows,  associate  director  of 
NPI,  said  that  physicians  who  have  com- 
pleted the  three-year  residency  training  at 
NPI  will  be  eligible  to  take  the  examinations 
in  England  to  qualify  as  specialists  in  psy- 
chiatry. In  England  they  are  designated  as 
doctors  of  psychological  medicine. 

Dr.  Burrows  explained  that  the  diploma  of 
doctor  of  psychological  medicine  is  widely 
accepted  in  other  European  countries.  He 
said  the  designation  is  equivalent  to  being 
certified  by  the  American  Board  of  Psychi- 
atry and  Neurology  in  the  United  States. 

There  are  only  four  or  five  other  institu- 
tions in  the  United  States  which  have  this 
approval  from  the  British  Examining  Board, 
according  to  Dr.  Burrows. 


Dr.  Burrows  said  the  new  distinction  will 
allow  NPI  to  add  more  depth  to  its  already 
widely  recognized  residency  programs  in 
psychiatry.  “With  this  international  dis- 
tinction we  are  in  a position  to  attract  resi- 
dents from  all  over  the  world,  which  in  turn, 
should  enrich  the  entire  educational  program 
at  the  University  of  Nebraska  Medical  Cen- 
ter,” he  concluded. 

Nebraska  physicians  attend  AMA- 
AMPAC  workshop  on  public  affairs 

Nebraska  MEDPAC  was  represented  at 
the  February  28  - March  1,  1970  workshop 
held  in  Washington,  D.C.  Representing  the 
Board  of  Directors  were  R.  E.  Garlinghouse, 
M.D.,  Lincoln,  Chairman ; R.  F.  Siever, 
M.D.,  Blair;  C.  J.  Cornelius,  M.D.,  Sidney, 
and  C.  R.  Brott,  M.D.,  Beatrice,  President- 
Elect  of  the  NSMA.  Preparation  for  1970 
elections  was  the  primary  theme  of  the 
Workshop.  The  group  discussed  strategy, 
heard  election  year  forecasts  from  major 
political  leaders  and  analysts,  and  was 
briefed  on  the  AMA’s  1970  legislative  pro- 
gram. Speakers  included  Senate  majority 
and  minority  leaders  Mike  Mansfield  and 
Hugh  Scott,  as  well  as  an  address  by  U.S. 
Senator  Edward  J.  Gurney.  Other  speak- 
ers included  AMA  President  Gerald  D.  Dor- 
man, M.D. ; James  H.  Sammons,  M.D., 
Chairman  of  the  AMPAC  Board  of  Trust- 
ees ; Richard  S.  Wilbur,  M.D.,  Assistant 
Executive  Vice  President  of  the  AMA;  and 
various  members  of  the  AMA  staff.  The 
Workshop  also  featured  a presentation  on 
new,  applicable  methods  of  utilizing  video 
tape  and  audiovisual  equipment. 


Myasthenia  Gravis  Following  Thymectomy 
— F.  Koch,  F.  Regli,  and  E.  Reinle  (Kan- 
tonsspital,  Ramistr.  100,  Zurich).  Schweiz 
Med  Wschr  100:65-68  (Jan  10)  1970. 

Two  personally  observed  cases  of  myas- 
thenia gravis  following  thymectomy  are  de- 
scribed and  the  clinical  and  immunological 
aspects  are  compared  with  those  reported 
in  the  literature. 
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The  Funny  Bone 


The  Chart. 

“Admitted  per  walking.” 

The  Article. 

“Sudden  death,  recovery  from.” 

We’ve  said  for  years:  all  deaths  are 
sudden.  Whatever  you  put  down  for 
the  time  of  death,  the  patient  was 
alive  right  until  then. 

Unless  he  recovers.  This  could 
change  everything. 

How  Much  Do  You  Weigh? 

“A  hundred  and  what.” 

The  Oldest  Medical  Joke. 

“I  have  bad  breath.” 

“Well,  it’s  better  than  no  breath  at  all.” 


Department  Of  Definitions. 

Painless  surgeon:  the  surgeon’s  feeling 
no  pain. 

Slow  Death  Of  The  English  Language. 

“This  is  no  time  for  us  to  sit  on  our 
thumbs.” 

Pet  Peeve. 

You  find  an  article  in  the  magazine  in- 
dex, and  there’s  no  such  page  number. 

Not  our  magazine. 

Remember? 

Remember  when  the  Emergency  Room 
was  called  the  Accident  Room? 

— F.C. 


Down  Memory  Lane 


1.  The  scant  danger  which  now  attends 
“exploratory  incision”  seems  to  encourage 
a degree  of  mental  contentment,  an  inhibi- 
tion of  the  reasoning  powers  to  the  end  that 
after  a brief  (very  brief  at  times)  and  in- 
convincing  effort  at  unravelling  the  mystery 
it  is  settled  by  “Let’s  do  an  exploratory  op- 
eration.” 

2.  Second  in  importance  to  rectal  exam- 
ination in  the  diagnosis  of  prostatic  hyper- 
trophy, is  cystoscopy. 

3.  Sputum  examination  is  undependable 
and  unimportant  diagnostically. 

4.  If  you  favor  meter-liter-gram,  write 
to  your  congressman  and  urge  its  adoption 
in  this  country  now. 

5.  The  Annual  Convention  of  the  State 
Association  takes  place  in  Omaha  the  latter 
part  of  next  month  and  will  be  the  first 
meeting  on  a real  post  war  basis. 

6.  The  doctor  not  instructed  in  drugs  and 
their  therapeutic  action,  finds  it  easy  to 


write  for  some  well  advertised  preparation 
said  to  effectually  relieve  or  cure  the  dis- 
order he  has  diagnosed. 

7.  Omaha  is  a good  center  for  a well 
equipped  private  school  for  the  education  of 
subnormal  children. 

8.  The  Doctor  who  thinks  he  is  “putting 
something  over”  by  calling  his  cases  of  gon- 
orrheal infection  “urethritis”  is  simply  pre- 
paring a boomerang  for  himself  which  in- 
stead of  building  a practice  will  inevitably 
shatter  what  might  have  been  a substantial 
one  if  on  an  honest  not  camouflage  basis. 

9.  Routine  urine  and  stomach  analysis  are 
by  far  best  done  at  home. 

10.  If  skepticism  has  existed  regarding 
the  value  of  x-ray  examination  in  appendicu- 
lar lesions,  we  must  now  admit  that  this 
method  is  of  inestimable  value,  and  signifi- 
cant results  will  follow  its  employment. 
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GENERAL 


From  the  Editor 


Blue  shield  and  medicare 

A spokesman  for  the  National  Association 
of  Blue  Shield  Plans  (NABSP)  expressed 
disappointment  over  the  data  in  the  Report 
of  the  Staff  to  the  Senate  Finance  Commit- 
tee on  the  problems  of  Medicare  and  Medi- 
caid. 

Speaking  for  NABSP  — the  coordinating 
office  for  72  U.S.  Blue  Shield  Plans  which 
serve  more  than  76  million  Americans  — Ned 
F.  Parish,  NABSP  Executive  Vice  President, 
said  in  Chicago: 

“We  were  called  on  by  government  in 
1966  to  assist  in  the  administration  of  the 
Medicare  program,  which  was  designed  in  a 
manner  contrary  to  the  suggestions  we  had 
made  based  on  25  years  of  experience. 

“Now,  we  are  faced  with  a report  which 
states  that  Blue  Shield  Plans  paid  more  to 
physicians  for  taking  care  of  Medicare  pa- 
tients than  for  patients  covered  by  Blue 
Shield  private  programs. 

“The  report  takes  Blue  Shield  fee  sched- 
ules — some  developed  more  than  15  years 
ago  — and  compares  them  to  Medicare  pay- 
ments in  1968.  Obviously  these  fee  sched- 
ules, some  of  which  were  designed  for  par- 
tial payment  to  physicians,  do  not  meet  cur- 
rent physician  charges. 

“Medicare  administration  calls  for  pay- 
ment to  the  physician  on  the  basis  of  the 
usual,  prevailing  and  reasonable  charge.  In 
comparing  this  with  Blue  Shield  programs 
based  on  the  same  payment  principle,  there 
was  no  significant  difference  in  the  amounts 
allowed  to  physicians.” 

Parish  said  he  had  testified  before  the 
House  Ways  and  Means  Committee  on  No- 
vember 10,  1969,  and  had  submitted  a study 
entitled  “Physician  Fees:  A Comparison  of 
Government  and  Non-Government  Carrier 
Payments,”  which  was  prepared  by  Edward 
S.  Mills,  Ph.D.,  and  Theodore  F.  Lake, 
M.B.A.,  of  the  NABSP  staff. 

This  study  showed  that  “no  statistically 
significant  difference  existed  between  the 


charge  levels  allowed  by  Blue  Shield  carrier 
Plans  for  Medicare  and  for  their  private  en- 
rollment, when  the  comparable  customary, 
prevailing  and  reasonable  charge  method  of 
payment  was  used.” 

Wyeth  antibiotics  and  infant 
formula  to  Nig^eria 

Ten  thousand  dollars  worth  of  broad-spec- 
trum antibiotic  medications  and  ready-to-use 
infant  feeding  formula  have  been  flown  and 
shipped  to  Nigeria,  to  assist  in  the  Nigerian 
government’s  current  program  to  rehabili- 
tate victims  of  the  recent  Biafran  conflict. 
The  products  — the  antibiotic  EVRAMY- 
CIN®  and  S-M-A®  Ready-to-Feed  infant  for- 
mula — were  donated  by  Wyeth  Internation- 
al Limited,  the  overseas  arm  of  Wyeth  Lab- 
oratories, Radnor,  Pa.,  pharmaceutical  manu- 
facturer. Mr.  Walter  Wien,  assistant  to  the 
president  of  Wyeth  International,  recently 
presented  a letter  announcing  the  donation 
in  a brief  ceremony  at  the  Federal  Ministry 
of  Health  in  Lagos. 

Alcoholism  council  appoints 

Keith  G.  Johns  has  joined  the  national  of- 
fice of  the  National  Council  on  Alcoholism  in 
New  York  City  as  Director  of  Development 
and  Field  Services,  it  was  announced  by  Wil- 
liam W.  Moore,  Jr.,  Executive  Director  of  the 
Council.  Mr.  Johns  was  formerly  Director 
of  Chapter  Services  for  the  Arthritis  Foun- 
dation. 

The  National  Council  on  Alcoholism  is 
the  national  health  agency  with  affiliates  in 
major  cities  throughout  the  country  combat- 
ing alcoholism  through  medical,  labor  man- 
agement, and  information  programs. 

Nursing  homes 

Increases  in  the  number  of  for  - profit 
nursing  homes  are  expected  to  continue  at  a 
rapid  rate,  especially  as  demand  exceeds  sup- 
ply, according  to  a recent  study  by  Paul  W. 
Earle,  a staff  associate  in  the  AHA’s  Division 
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of  Finance  and  Reimbursement,  who  states 
that  the  nursing  care  industry  is  . . the 
fastest  growing  segment  of  the  health  care 
field  ...  in  terms  of  expenditures  and  bed 
capacity.”  From  1954,  the  total  number  of 
beds  increased  at  approximately  five  per- 
cent per  year,  while  since  1960  the  rate  ex- 


penditure has  increased  by  almost  22  per- 
cent per  year. 

Even  more  striking,  according  to  the 
study,  is  the  growth  in  the  number  of  nurs- 
ing care  facilities  which  are  privately  or 
publicly  owned  corporations. 


Our  Medical  Schools 


U of  N library  g^ift 

The  University  of  Nebraska  Medical  Cen- 
ter Library  has  received  an  endowment  gift 
of  $8,500  for  the  purchase  of  historical 
books  in  the  field  of  anatomy. 

Dr.  Edward  A.  Holyoke,  Chairman  of  the 
Department  of  Anatomy,  said  the  money  is 
the  residual  of  the  C.  W.  M.  Poynter  Foun- 
dation. 

The  foundation  will  cease  to  function  since 
the  money  for  the  library  represents  the 
last  of  its  funds.  Dr.  Holyoke  said. 

He  explained  that  the  foundation  was  or- 
ganized in  1945  to  honor  Dr.  Poynter,  who 
was  retiring  after  39  years  of  service  to 
the  University,  16  as  Dean  of  the  College  of 
Medicine,  and  23  as  the  first  full-time 
Chairman  and  Professor  of  the  Department 
of  Anatomy. 

Through  the  years,  the  funds  were  util- 
ized to  provide  student  fellowships  and  to 
finance  the  C.  W.  M.  Poynter  lecture  series. 

The  foundation  board  began  utilizing 
principal  to  underwrite  activities  several 
years  ago. 

Dr.  Poynter  received  his  M.D.  degree 
from  the  University  College  of  Medicine  in 
1902  — the  same  year  it  was  shifted  from 
its  status  as  the  Omaha  Medical  College. 
Dr.  Poynter  died  in  1950. 

Drug^s,  diabetes  and  trauma 

Three  courses  are  on  the  May  calendar 
of  the  continuing  education  department  of 
the  University  of  Nebraska  Medical  Center. 

A program  on  adolescent  drug  abuse  will 
be  offered  for  members  of  the  allied  health 


professions  as  well  as  physicians  on  Thurs- 
day to  Saturday,  April  30  to  May  2,  1970. 

Dr.  Carol  Angle,  associate  professor  of 
pediatrics,  is  coordinator  of  the  course  which 
aims  to  provide  scientific  knowledge  of  the 
pharmacology  of  the  current  world  of  drugs, 
to  introduce  the  sociocultural,  psychiatric, 
and  legal  aspects  of  adolescent  drug  abuse; 
along  with  its  interaction  with  adolescent 
suicide  attempts  and  to  propose  the  applica- 
tion of  this  knowledge  in  effective  commun- 
ity programs  of  prevention  through  educa- 
tion. 

Sessions  will  be  in  the  Storz  Pavilion  of 
Clarkson  Hospital,  adjacent  to  the  Medical 
Center  campus. 

The  Medical  Center’s  second  symposium 
on  recent  progress  in  diabetes  and  insulin 
research  will  be  held  Thursday  and  Friday, 
May  7 and  8.  Dr.  Myron  Mehlman,  asso- 
ciate professor  of  biochemistry,  will  be  co- 
ordinator of  the  course  which  will  have  as 
guest  lecturers  some  of  the  leaders  in  the 
field  of  diabetes  research.  Sessions  will  be 
on  the  Medical  Center  campus. 

The  postgraduate  session  will  close  with 
the  annual  trauma  day,  Friday  and  Satur- 
day, May  15  and  16,  1970.  The  course  will 
focus  on  athletic  injuries,  and  a special  guest 
speaker  will  be  Dr.  Don  Lannin,  team  physi- 
cian for  the  Minnesota  Viking  professional 
football  team. 

Dr.  Samuel  A.  Sivenson,  Jr.,  associate  pro- 
fessor of  surgery,  is  coordinator  of  the 
course,  to  be  held  in  the  Storz  Pavilion  of  the 
Clarkson  Hospital. 

All  the  courses  are  approved  for  AAGP 
credit. 
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The  Law 


Another  national  health  insurance 
proposal 

Representative  Martha  Griffiths  (D) 
Mich.,  stirred  the  national  press  with  her 
introduction  of  H.R.  15779,  another  na- 
tional health  insurance  proposal.  In  her 
comments  to  newspapermen,  she  said  that 
the  goal  of  her  program  is  to  change  the 
incentive  system  in  order  to  reward  effi- 
ciency and  penalize  inefficiency  and  out- 
right fee  inflationary  practices  . . . Her 
bill  would  have  the  federal  government  con- 
tract for  medical  services  with  physicians, 
organized  medical  groups,  and  state  and 
county  medical  societies.  The  contracting 
party  would  assume  the  responsibility  for 
delivering  the  medical  services,  with  the 
assurance  that  they  are  of  optimal  qual- 
ity . . . Benefits  named  in  the  bill  include 
hospitalization,  physicians  services,  preven- 
tive care,  nursing  home  care,  home  health 
services,  dental  services,  eye  care  including 
glasses  and  frames,  and  prescription 
drugs  . . . The  program  would  be  financed 
under  Social  Security  with  employers  paying 
3%  of  payroll,  employees  1%,  and  the  fed- 
eral government  matching  the  3%  employ- 
er contribution. 


RMP  and  comprehensive  health 
merg^er  urged 

Senator  Javits  (R)  N.Y.,  introduced  S. 
3443,  the  Health  Services  Improvement  Act 
of  1970  on  behalf  of  the  Administration. 
The  bill  calls  for  the  combining  of  the  Com- 
prehensive Health  Planning  and  Public 
Health  Services  Programs  and  the  Regional 
Medical  Program  into  a single  program  un- 
der U.S.  Public  Health  Service  administra- 
tion. Also  to  be  combined,  would  be  the  Na- 
tional Center  for  Health  Services,  Research, 
and  Development,  an  intra  - HEW  grant 
agency  . . . Senator  Javits’  bill  places  all 
three  programs  under  a single  title  in  the 
Public  Health  Services  Act,  giving  them 
a common  statement  of  purpose,  a single  na- 
tional advisory  council,  and  a single  annual 


report  on  their  “progress  toward  a health 
care  system.”  The  bill  calls  for  intensive 
experiments  and  demonstrations  in  selected 
states,  regions,  and  localities  for  the  pur- 
pose of  stimulating  the  development  of  health 
care  systems  which  might  be  used  elsewhere 
in  the  nation.  The  Administration  bill  also 
provides  the  Public  Health  Service  with  new 
authority  for  the  development  of  a federal- 
state-local  system  of  health  information  and 
statistics.  Representative  Staggers  (D)  W. 
Va.  introduced  H.R.  15960,  the  House  ver- 
sion of  the  Javits’  bill. 


Program  cuts 

In  a message  to  the  Congress,  President 
Nixon  identified  some  programs  which  he 
wants  reduced  or  eliminated  in  fiscal  1971. 
Referring  to  them  as  “sacred  cows,”  the 
President  suggested  that:  $235  million  could 
be  saved  in  Medicaid  payments  by  ending 
government  reimbursement  for  custodial 
care  in  mental  hospitals  and  nursing  homes ; 
$140  million  reduction  in  veterans’  benefits 
by  cutting  off  compensation  to  40,000  veter- 
ans who  have  been  cured  of  tuberculosis ; 
the  school  milk  program  be  ended;  and  fed- 
eral hospital  grants  be  replaced  by  loan 
guarantees  with  more  concentration  on  out- 
patient clinics  and  therapeutic  facilities. 


Fee  schedules 

Undersecretary  of  HEW,  John  Veneman, 
has  proposed  that  Medicare  and  Medicaid  be 
amended  to  control  hospital  reimbursement 
and  physicians’  fees  . . . Appearing  before 
the  Senate  Finance  Committee,  Mr.  Vene- 
man stated,  regarding  hospital  costs,  that 
“with  rates  set  in  advance,  a provider  of 
medical  care  would  be  challenged  to  stay 
within  the  limits  of  the  known  reimburse- 
ment to  be  received  and  the  provider  would 
share  in  the  savings  that  come  from  econo- 
mies that  are  achieved  through  effective 
management.”  He  said  that  target  rates 
might  be  established  for  hospitals,  or  there 
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could  be  a pre-clearance  of  hospital  budgets. 
With  regard  to  physicians’  fees,  I\Ir.  ^"ene- 
man  stated  that  while  the  Senate  Finance 
Committee’s  Staff  Report  suggested  that 
physicians’  reimbursement  be  set  in  accord- 
ance with  Blue  Shield  payment  schedules, 
he  believed  that  this  would  not  be  effective 
because  Blue  Shield  would  just  raise  their 
schedule  of  allowances.  He  proposed  that 
for  1971,  physicians’  fees  be  limited  either 
to  those  fees  which  are  presently  recognized 
or  to  a new  prevailing  level  which  would  be 
set  at  the  75th  percentile  of  the  1969  average 
customary  charges  for  a given  service  in  an 
area  . . . Any  future  fee  increases  should  be 
tied  to  an  index  which  would  be  made  up 
of  a general  wage  and  price  increase  in  those 
fields  which  would  affect  the  cost  to  the 
physician.  Physicians’  fees  would  continue 


The  Mail 

Dear  Dr.  Cole : 

The  insurance  committee  of  the  NSMA 
has  been  meeting  regularly  and  working 
hard  to  fulfill  the  mandate  given  at  the  fall 
session  of  the  House  of  Delegates  as  re- 
gards to  group  basic  malpractice  insurance. 
We  have  had  rather  extensive  discussions 
with  two  carriers,  as  well  as  contact  with 
many  others.  We  definitely  hope  to  have 
a proposal  for  the  House  of  Delegates  to  con- 
sider at  the  annual  meeting  in  April.  Spot 
checks  of  insurance  coverage  carried  by  sev- 
eral members  have  revealed  considerable 
lack  of  knowledge  on  the  part  of  physicians 
as  to  the  coverage  they  have  at  the  present 
time.  We  have  also  uncovered  some  am- 
biguity and  Outright  gaps  in  coverage. 

My  plea  is  for  all  members  to  evaluate 
their  present  malpractice  coverage.  This  is 
especially  important  for  all  delegates,  but 
should  be  of  considerable  help  to  all  of  our 
members.  If  we  are  fortunate  enough  to  be 
able  to  make  a definite  proposal,  I would 
hope  every  member  as  well  as  delegate  would 
be  in  a position  to  discuss  its  advantages  and 
disadvantages  to  the  fullest.  Some  members 
whose  policies  have  recently  come  up  for 


to  rise,  but  only  in  direct  proportion  to  the 
other  costs  of  the  physician. 

In  his  opening  statement.  Committee 
Chairman  Sen.  Long  (D)  La.  characterized 
the  Staff  Report  as  a litany  of  the  short- 
comings of  the  Medicare  and  Medicaid  pro- 
grams, and  that  he  was  particularly  con- 
cerned by  the  projected  deficit  of  $131  bil- 
lion in  Part  A over  the  next  25  years.  He 
called  for  effective  cost-reducing  safeguards 
and  for  a tough  handed  person  to  exercise 
control  over  the  administration  of  these 
programs  . . . During  the  Q and  A portion. 
Sen.  Long  commented  that  HEW  previously 
projected  that  there  would  be  a $131  billion 
deficit  over  the  next  25  years,  but  that 
they  have  now  raised  this  estimate  to  $216 
billion. 


renewal  are  aware  of  the  marked  increase 
in  premium  rates  now  being  charged,  and 
there  is  no  reason  to  think  this  is  the  end. 

This  is  a subject  of  vital  importance  to 
each  of  our  members. 

Sincerely  yours, 

R.  D.  Mason,  M.D. 

Chairman,  Insurance  Committee 


Nonbacterial  Thrombotic  Endocarditis  — C. 
F.  Wooley,  N.  Baba,  and  J.  M.  Ryan  (Ohio 
State  Univ  College  of  Medicine,  Colum- 
bus). Arch  Intern  Med  125:126-128  (Jan) 
1970. 

Nonbacterial  thrombotic  endocarditis 
(NBTE)  is  a well  - recognized  pathologic 
entity  with  clinical  significance.  Relatively 
little  emphasis  has  been  given  to  the  ante- 
mortem recognition  of  this  form  of  endo- 
carditis. A tentative  diagnosis  of  aortic 
valve  NBTE  with  systemic  emboli  in  a pa- 
tient with  prostatic  carcinoma  was  confirmed 
at  autopsy.  The  clinical  implications  of  this 
diagnosis  and  its  differential  are  considered. 
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Welcome  New  Members 


Books 


Jerry  W.  Jones,  M.D. 

University  of  Nebraska 
College  of  Medicine 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

A.  R.  Pantano,  M.D. 

1325  South  72nd  Street 
Omaha,  Nebraska  68124 

J.  R.  Adamson,  M.D. 

1310  West  Charles 

Grand  Island,  Nebraska  68801 

Burt  Moor,  M.D. 

719  West  Anna 

Grand  Island,  Nebraska  68801 

Thomas  L.  Connolly,  M.D. 

527  Medical  Arts  Building 
Omaha,  Nebraska  68102 

Peter  R.  DeMarco,  M.D. 

234  Swanson  Professional  Building 
Omaha,  Nebraska  68114 

Martin  F.  Abbert,  M.D. 

Ingleside,  Nebraska  68953 

Joel  T.  Johnson,  M.D. 

211  West  33rd  Street 
Kearney,  Nebraska  68847 

John  R.  Kantor,  M.D. 

Blair,  Nebraska  68008 

J.  W.  Karrer,  M.D. 

15  East  19th  Street 
Scottsbluff,  Nebraska  69361 

Paul  Phillips,  M.D. 
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Scottsbluff,  Nebraska  69361 


Femoral  Grafts  in  Diabetes  — F.  C.  Wheel- 
ock  and  H.  S.  Filtzer  (110  Francis  St, 
Boston).  Arch  Surg  99:776-780  (Dec) 
1969. 

One  hundred  and  four  conservative  fe- 
moral artery  grafts  fashioned  from  the 
saphenous  vein  were  evaluated  in  diabetic 
patients.  Eighty-six  percent  were  carried 
out  to  relieve  ischemic  rest  pain  or  because 
of  the  presence  of  a gangrenous  lesion  in 


The  Complete  Psychiatrist:  The  Achievements  of 
Paul  H.  Hoch,  M.D.  Edited  by  Nolan  D.  C.  Lewis, 
M.D.,  and  Margaret  O.  Strahl,  M.D.,  Albany,  New 
York:  State  University  of  New  York  Press,  196S, 
723  pp.,  $10. 

This  large  book  is  a secondary  source  contribu- 
tion to  the  history  of  psychiatry  in  the  mid-20th 
century.  Its  primary  purpose  is  to  pay  tribute  to 
Paul  H.  Hoch,  M.D.,  Commissioner  of  Mental  Hy- 
giene for  the  State  of  New  York  from  1955  to  1964. 
It  was  compiled  by  admirers  and  friends,  not  proven 
biographers,  and  the  final  place  of  Paul  Hoch  in 
the  history  of  medicine  will  not  be  evaluated  or 
determined  by  this  volume.  There  is  no  doubt  that 
he  was  admired,  respected,  and  held  in  high  esteem 
by  the  editors  and  contributors.  This  is  not  an 
unworthy  motivating  force,  but  the  book  is  more 
a testimony  of  their  love  than  a solid  biographical 
work.  It  is  divided  into  four  sections.  Part  I — 
The  Man  and  His  Accomplishments;  Part  II — Se- 
lected Contributions  From  the  Bibliography  of  Paul 
H.  Hoch;  Part  III — Commentaries  on  Paul  H.  Hoch’s 
Contributors;  and  Part  IV — Bibliography  of  Paul 
H.  Hoch  with  306  entries. 

Dr.  Henry  Brill’s  contribution  in  the  first  chap- 
ter and  Governor  Nelson  Rockefeller’s  remarks  are 
perhaps  the  most  historically  useful  and  long  lasting 
portions  for  scholars.  Dr.  Brill’s  chapter  is  not 
primary  source  material;  however,  Governor  Rocke- 
feller’s comments  are  his  evaluation  of  a respected 
public  official  in  his  administration. 

The  human  spirit  and  personality  of  the  man  are 
best  expressed  in  the  contribution  of  Heinrich 
Waelsch,  M.D.,  a close  personal  friend,  in  his  com- 
ments “Paul  Hoch:  Comprehensive  Psychiatrist” 
from  the  N.Y.S.  District  Branch  Bulletin,  January 
1965,  shortly  after  Dr.  Hoch’s  death.  While  the 
man’s  personality  remains  obscure,  his  remark- 
able capacity  to  summarize  and  evaluate  the  field 
of  psychiatry  from  a dispassionate  and  balanced 
view  is  clearly  documented  in  Part  II.  Many  of  the 
memorial  commentaries  by  distinguished  figures  in 
contemporary  psychiatry  are  tritely  worded  eulo- 
gies and  add  nothing  to  our  knowledge  of  the  man. 

— Robert  K.  Jones,  M.D. 

the  foot.  Ninety-seven  percent  of  the  pa- 
tients left  the  hospital  with  an  open  graft 
and  relieved  symptoms.  To  remove  the  gan- 
grenous area  23  transmetatarsal  and  four 
single-toe  amputations  were  carried  out,  with 
one  failure.  In  the  follow-up  period  ranging 
from  one  to  eight  years,  30  patients  died 
of  causes  not  related  directly  to  their  sur- 
gery, and  16  graft  thromboses  occurred,  re- 
sulting in  eight  major  operations. 
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THINGS  YOU  SHOULD  KNOW 

SCOOGCCOCOOOGOeOSOOOCCCOOSCCCOOSOSCO 

This  program  is  acceptable  for  12  credit 
hours  by  the  American  Academy  of 
General  Practice. 

SCOQOOGOSiGQCOCCOSiSOOOCCCCOSOOOOOSOOO 


REGISTRATION  — Mezzanine,  Hotel  Cornhusker, 
8:00  a.m.,  Tuesday  and  Wednesday,  April  28, 
29,  1970. 

GENERAL  SESSIONS  — Ballroom,  Hotel  Corn- 
husker. 


OF  SPECIAL  INTEREST 


MEDICAL  ART  GALLERY  — Visit  the  Art  Gallery 
located  in  the  State  Suites,  Hotel  Cornhusker. 
These  original  works  by  physicians  and  their 
families  will  be  judged  by  representatives  of 
the  University  of  Nebraska  Art  Department 
and  the  Nebraska  Wesleyan  University  Art  De- 
partment. Awards  will  be  made  at  Fun  Night. 
The  Art  Gallery  is  sponsored  by  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation with  Mrs.  R.  L.  Haag  as  Chairman. 

INTER-SPECIALTY  LIAISON  DINNER  — Sun- 
day, April  26th,  7:00  p.m..  Room  901,  Hotel 
Cornhusker. 

NEBRASKA  HIGH  SCHOOL  TEAM  PHYSICIANS 
— A breakfast  meeting  will  be  held  Tuesday, 
April  28th,  7:30  a.m.,  Lancaster  Room,  Hotel 
Cornhusker. 

PAST  PRESIDENT’S  BREAKFAST  — Wednesday, 
April  29th,  7:00  a.m..  Room  911,  Hotel  Corn- 
husker. 

ANNUAL  DISTINGUISHED  LUNCHEON  — In- 
stallation of  New  Officers.  Presidential  Ad- 
dress. Presentation  of  Fifty  - Year  Service 
Pins.  Annual  Distinguished  Nebraska  Lecture. 
Wednesday,  April  29th,  12:30  p.m..  Ballroom, 
Hotel  Cornhusker. 

PRESIDENT’S  RECEPTION  — Honoring  the  Presi- 
dent of  the  Nebraska  State  Medical  Association 
and  the  President  of  the  Woman’s  Auxiliary. 
Wednesday,  April  29th,  5:00  p.m..  Ballroom, 
Hotel  Cornhusker. 
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FUN  NIGHT  — An  evening  of  exceptional  enter- 
tainment at  the  East  Hills  Supper  Club,  1700 
South  70th  Street,  including  an  intercontinental 
gourmet  buffet,  dancing  and  superb  entertain- 
ment featuring  the  Russ  Morgan  Orchestra. 
With  Jack  Morgan  presenting  “Music  in  the 
Morgan  Manner’’  directly  from  the  Top  O’  The 
Strip  of  the  Dunes  Hotel  in  Las  Vegas.  Cock- 
tails at  6:30  p.m.;  followed  by  dinner  at  7:30 
p.m.  Tickets  $15  per  person  (includes  3 cock- 
tails); available  through  the  Lancaster  County 
Medical  Society,  527  Sharp  Building,  Lincoln. 
W.  J.  Jarvis,  M.D.,  Chairman. 

GOLF  TOURNAMENT  — Hillcrest  Country  Club, 
8901  East  “O”  Street,  Lincoln,  Monday,  April 
27th.  Tee  times  — 11 :00  a.m.  to  2:30  p.m.  Buf- 
fet lunch  available  after  11:00  a.m.  Francis 
Neumayer,  M.D.,  Chairman. 

TRAP  AND  SKEET  SHOOT  — Blue  Flame  Gun 
Club,  5203  South  14th  Street,  Lincoln,  Nebraska, 
Monday,  April  27,  1:00  p.m.  Harold  R.  Horn, 
M.D.,  Chairman. 

BOWLING  — Monday,  April  27th,  1:00  p.m.  Fran- 
cis Neumayer,  M.D.,  Chairman. 

SPORTSMAN’S  DINNER  — Hillcrest  Country 
Club,  8901  East  “O”  Street,  Lincoln,  Monday, 
April  27th.  Social  hour  at  5:30  p.m.  and  award 
dinner  at  7:30  p.m.  Francis  Neumayer,  M.D., 
Chairman. 


ANCILLARY  MEETINGS 

AMERICAN  COLLEGE  OF  SURGEONS,  NE- 
BRASKA CHAPTER,  ANNUAL  BUSINESS 
MEETING  — Sunday,  April  26th,  7:00  p.m.. 
Room  921,  Hotel  Cornhusker. 

NEBRASKA  STATE  OBSTETRIC  AND  GYNE- 
COLOGIC SOCIETY  BREAKFAST  MEETING 
— Tuesday,  April  28th,  7:30  a.m..  Room  901, 
Hotel  Cornhusker. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  MEETING  AND  SOCIAL 
HOUR  — Tuesday,  April  28th,  5:00-6:00  p.m.. 
Room  901,  Hotel  Cornhusker. 

UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Wednesday,  April  29th,  7:30 
a.m..  Room  901,  Hotel  Cornhusker. 

NEBRASKA  ASSOCIATION  OF  PATHOLOGISTS 
ANNUAL  MEETING  — Wednesday,  April  29th, 
4:00  p.m.,  Room  901,  Hotel  Cornhusker. 
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J.  WHITNEY  KELLEY,  M.D. 
President  1969-1970 


CLARENCE  R.  BROTT,  M.D. 
President  1970-1971 
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President 

J.  Whitney  Kelley,  M.D.,  Omaha 1969-1970 

Clarence  R.  Brott,  M.D.,  Beatrice 1970-1971 

Secret  ary-Treasurer 

Paul  J.  Maxwell,  M.D. Lincoln 


Editor 

Frank  Cole,  M.D.  Lincoln 

Executive  Secretary 

Kenneth  E.  Neff  Lincoln 


Board  of  Councilors 

District  Tei’m  Expires 

1.  Thomas  J.  Gurnett,  M.D.,  Omaha 1972 

2.  C.  D.  Bell,  M.D.,  Lincoln 1972 

3.  William  Glenn,  M.D.,  Falls  City 1972 

4.  Robert  Benthack,  M.D.,  Wayne 1972 

5.  H.  D.  Kuper,  M.D.,  Columbus 1970 

6.  Houtz  Steenburg,  M.D.,  Aurora 1970 

7.  C.  F.  Ashby,  M.D.,  Geneva 1970 

8.  Robert  Waters,  M.D.,  O’Neill 1970 

9.  H.  V.  Smith,  M.D.,  Kearney 1971 

10.  Charles  W.  Landgraf,  Jr.,  M.D.,  Hastings-  1971 

11.  Bruce  F.  Claussen,  M.D.,  North  Platte 1971 

12.  A.  J.  Alderman,  M.D.,  Chadron 1971 

Chairman,  Board  of  Councilors 
Houtz  Steenburg,  M.D.,  Aurora 1970 

Speaker,  House  of  Delegates 
William  E.  Nutzman,  M.D.,  Kearney 1971 

Yice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1971 

Delegates  to  A.M.A. 

Earl  F.  Leininger,  M.D.,  McCook 1971 

John  R.  Schenken,  M.D.,  Omaha 1970 

Alternate  Delegates  to  A.M.A. 

Roger  D.  Mason,  M.D.,  McCook 1971 

R.  F.  Sievers,  M.D.,  Blair 1970 

Board  of  Trustees 

R.  Russell  Best,  M.D.,  Omaha,  Chairman 1973 

George  B.  Salter,  M.D.,  Norfolk 1970 

Carl  Frank,  M.D.,  Scottsbluff 1971 

H.  V.  Nuss,  M.D.,  Sutton 1972 

Paul  J.  Maxwell,  M.D.,  Lincoln 
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GUEST  SPEAKERS 


GUEST  SPEAKERS 


George  N.  Bedell,  M.D. 

Iowa  City,  Iowa 

Doctor  Bedell  graduated  from 
the  University  of  Cincinnati 
College  of  Medicine  in  1946.  He 
cun*ently  serves  as  a Professor 
of  Internal  Medicine  and  Di- 
rector of  the  Pulmonary  Dis- 
ease Section  of  the  Department 
of  Internal  Medicine  at  the 
University  of  Iowa  College  of 
Medicine.  He  has  served  as  a 
visiting  colleague  in  the  De- 
partment of  Medicine  of  the 
Post-Graduate  Medical  School 
of  London,  and  served  two  years 
as  a Medical  Officer  in  the 
U.S.  Army  in  Okinawa  and 
Jap*an.  Doctor  Bedell  has 
served  as  President  of  the  Iowa 
Tuberculosis  and  Respiratory 
Disease  Association,  and  in 
1954  he  received  a research 
fellowship  from  the  National 
Heart  Institute  to  study  clinical 
pulnfionary  physiology  at  the 
University  of  Pennsylvania. 


Photo  Courtesy  Fabian  Bachrach 


Frederick  C.  Battaglia, 
M.D. 

Denver,  Colorado 

Doctor  Battaglia  graduated 
from  Yale  University  School  of 
Medicine  in  1957.  He  currently 
serves  as  Director  of  the  Divi- 
sion of  Perinatal  Medicine  of 
the  University  of  Colorado 
School  of  Medicine.  He  also 
serves  as  Professor  of  the  De- 
p*artment  of  Pediatrics  and  Pro- 
fessor of  the  Department  of  Ob- 
stetrics and  Gynecology  at  the 
University  of  Colorado  School  of 
Medicine.  Doctor  B-attaglia  was 
presented  the  E.  Mead  Johnson 
Award  for  Pediatric  Research 
by  the  American  Academy  of 
Pediatrics  in  1969,  and  is  an 
Associate  Editor  of  Pediatrics. 
He  is  -a  Council  Member  for 
the  Society  for  Gynecologic  In- 
vestigation, and  has  served  as 
a Medical  Progress  Contribut- 
ing Editor  to  the  Journal  of 
Pediatrics. 


Walter  C.  Bornemeier, 

M.D. 

Chicago,  Illinois 

Doctor  Bornemeier  graduated 
from  the  Northwestern  Univer- 
sity Medical  School  in  1929. 
Doctor  Bornemeier  was  born  in 
Greenwood.  Nebraska,  in  1901 
and  was  named  President-Elect 
of  the  American  Medical  Asso- 
ciation at  its  Annual  Conven- 
tion in  July,  1969  ; and  will  be- 
come the  A.M.A.’s  125th  Presi- 
dent in  June.  1970.  Since 
1966,  he  has  served  as  Speaker 
of  the  AMA’s  House  of  Dele- 
gates ; and  he  was  Vice-Speaker 
for  the  preceding  three  years. 
He  is  Senior  Attending  Surgeon 
at  Illinois  Masonic  Medical  Cen- 
ter, and  for  twenty  years  he  was 
an  instructor  in  surgery  at 
Northwestern  University  Med- 
ical School.  Doctor  Bornemeier 
is  the  author  of  several  papers 
and  holds  the  Distinguished 
Alumnus  Award  from  North 
Central  College  in  Naperville, 
Illinois. 


L.  .Joseph  Butterfield, 

M. D. 

Denver,  Colorado 

Doctor  Butterfield  graduated 
from  the  University  of  Colo- 
rado School  of  Medicine  in  1955. 
He  currently  serves  as  Director 
of  the  Newborn  Center  of  Den- 
ver Children’s  Hospital  and  as 
Associate  Clinical  Professor  of 
Pediatrics  at  the  University  of 
Colorado.  For  the  past  five 
years  Doctor  Butterfield  has  di- 
rected the  patient  services, 
educational  activities  and  clin- 
ical research  program  of  the 
Department  of  Neonatology  of 
Children’s  Hospital  serving  the 
Rocky  Mountain  region  and  the 
Western  Great  Plains  states  in 
a private  practice  setting. 


Lieutenant 
Joseph  L.  Friend 

Omaha,  Nebraska 

Lieutenant  Friend  is  a life- 
long resident  of  Omaha  having 
attended  St.  Bernard’s  and  Our 
Lady  of  Lourdes  Grade  Schools, 
and  St.  Joseph  High  School. 
He  has  also  studied  at  the  Uni- 
versity of  Nebraska  at  Omaha’s 
Law  Enforcement  College.  He 
is  currently  in  charge  of  the 
Vice  Detail  of  the  Omaha  Po- 
lice Department,  having  spent 
five  of  his  nineteen  years  with 
the  Department  in  this  area  of 
operation.  He  has  attended  nu- 
merous conferences  and  sem- 
inars regarding  drug  abuse  held 
at  universities  throughout  the 
United  States. 


Warren  H.  Cole,  M.D. 

Asheville,  North  Carolina 

Doctor  Cole  graduated  from 
the  Washington  University 
School  of  Medicine  in  1920. 
He  is  currently  Emeritus  Pro- 
fessor and  Head  of  the  De- 
partment of  Surgery  of  the 
University  of  Illinois  College  of 
Medicine.  Doctor  Cole  has  been 
President  of  the  American  Col- 
lege of  Surgeons,  the  American 
Surgical  Association,  the  Amer- 
ican Cancer  Society,  the  West- 
ern Surgical  Association,  the  So- 
ciety of  University  Surgeons, 
the  Society  for  Surgeiy  of  the 
Alimentary  Tract,  the  American 
Thyroid  Association,  the  Ameri- 
can Geriatric  Society  and  oth- 
ers. He  has  received  numerous 
awards,  including  being  the  Co- 
Winner  of  the  Levnard  Research 
Prize,  being  presented  the  Car- 
men Medal  by  the  Radiological 
Society  of  North  America,  and 
the  Distinguished  Service  Award 
by  the  American  Medical  Asso- 
ciation. 
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GUEST  SPEAKERS 


GUEST  SPEAKERS 


Walter  M.  Kirkendall, 
M.D. 

Iowa  City.  Iowa 

Doctor  Kirkendall  graduated 
from  the  University  of  Louis- 
ville School  of  Medicine  in 
1941.  He  currently  serves  as 
Professor  of  Medicine  at  the 
University  of  Iowa  College  of 
Medicine,  and  as  Director  of 
the  University  Hospital  Renal- 
Hypertension  - Electrolyte  Divi- 
sion. Doctor  Kirkendall  is  past 
Chairman  of  the  Medical  Ad- 
visory Committee  of  the  Ameri- 
can Heart  Association’s  Council 
for  High  Blood  Pressure  Re- 
search : and  serves  on  the  Edi- 
torial Hoard  of  the  Annals  of 
Internal  Medicine.  He  has  been 
interested  in  general  medicine, 
hypertension  and  renal  disease 
for  thirty  years.  At  the  pres- 
ent time,  he  is  pail  of  a pro- 
gram at  the  Univei’sity  of  Iowa 
devoted  to  the  study  of  hyper- 
tensive disease  and  its  broadest 
aspects. 


David  G.  Hall,  M.D. 

Columbia.  Missouri 

Doctor  Hall  graduated  from 
the  University  of  Virginia 
School  of  Medicine  in  1953.  He 
currently  serves  as  Professor 
and  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gyne- 
cology at  the  University  of  Mis- 
souri School  of  Medicine.  He  is 
also  an  attending  Obstetrician- 
Gynecologist  at  the  University 
of  Missouri  Medical  Center. 
Doctor  Hall  is  a Fellow  of 
the  American  College  of  Ob- 
stetricians and  Gynecologists,  a 
Fellow  of  the  American  Col- 
lege of  Surgeons  and  a Di- 
plomate  of  the  American  Board 
of  Obstetrics  and  Gynecology. 
He  is  also  a Lt.  Colonel  and 
Flight  Surgeon  in  the  United 
States  Army  Reserve. 


Jack  Lieberman,  M.D. 

Duarte.  California 

Doctor  Lieberman  graduated 
from  the  University  of  South- 
ern California  School  of  Medi- 
cine in  1954.  He  currently 
serves  as  Associate  Clinical 
Professor  of  Medicine  at  the 
UCLA  School  of  Medicine  and 
as  Associate  Director  of  the 
Department  of  Respiratory  Dis- 
eases. City  of  Hope  Medical 
Center  in  Duarte.  Doctor  Lie- 
berman is  a Diplomate  of  the 
American  Board  of  Internal 
Medicine,  a Fellow  of  the 
American  College  of  Physicians, 
a Fellow  of  the  American  Col- 
lege of  Chest  Physicians,  and  a 
member  of  the  Western  Society 
for  Clinical  Investigation. 


Wendell  K.  Lipscomb, 
M.D. 

Talmage.  California 

Doctor  Lipscomb  graduated 
from  the  University  of  Cali- 
fornia School  of  Medicine  in 
1951  and  obtained  his  Masters 
Degree  in  Public  Health  in 
1953  from  the  University  of 
Michigan.  He  currently  serves 
as  Chief  of  Research  at  Mendo- 
cino State  Hospital  and  as  Re- 
search Associate  in  the  Depart- 
ment of  Pharmacology  at  the 
University  of  California  Medi- 
cal Center.  Doctor  Lip.scomb’s 
lasting  i^search  effort  has  been 
concerned  with  the  social  and 
clinical  processes  of  alcoholism 
and  with  those  who  become 
labeled  alcoholic.  His  publica- 
tions have  included  specific  at- 
tention to  alcoholism  and  relat- 
ed name  diseases  as  well  as  to 
the  broader  aspect  of  such  areas 
as  social  psychiatry,  psychiatry 
and  medical  care,  and  the  social 
mechanisms  of  clinical  labeling. 


Jerome  Kleinerman,  M.D. 

Shaker  Heights,  Ohio 

Doctor  Kleinerman  graduated 
from  the  University  of  Pitts- 
burgh School  of  Medicine  in 
1946.  He  currently  serves  as 
Associate  Clinical  Professor  of 
Pathology  and  Assistant  Clini- 
cal Professor  of  Medicine  at 
Case  Western  Reserve  Univer- 
sity. and  as  Head  of  the  De- 
partment of  Pathology  Re- 
search and  Clinical  Pathology 
at  St.  Luke’s  Hospital  in  Cleve- 
land. Doctor  Kleinerman  has 
served  as  Pathologist  to  the 
Saranac  Laboratories.  Saranac 
Lake.  New  York,  and  has  served 
as  a member  of  Study  Sec- 
tion Pathologj’  B of  the  U.S. 
Public  Health  Service.  He  has 
also  served  as  a member  and 
Chairman  of  Research  Commit- 
tees of  the  American  Heart  As- 
sociation. Northeast  Ohio 
Branch  ; the  Ohio  Tuberculosis 
and  Health  Association  ; the 
Academy  of  Medicine  of  Cleve- 
land and  Cuyahoga  County ; 
and  as  Chairman  of  the  Respir- 
atory Disease  Committee  of  the 
Northeastern  Ohio  Regional 
Medical  Program. 


John  H.  Moyer,  III,  M.D. 

Philadelphia.  Pennsylvania 

Doctor  Moyer  graduated  from 
the  University  of  Pennsylvania 
School  of  Medicine  in  1943. 
He  currently  serves  as  Profes- 
sor of  Medicine  and  Chairman 
of  the  Department  of  Medicine. 
Hahnemann  Medical  College  and 
Hospital  in  Philadelphia.  Doc- 
tor Moyer  has  traveled  exten- 
sively to  European  and  South 
American  countries  to  partici- 
pate in  meetings  sponsored  by 
the  State  Department.  On 
three  occasions  he  has  received 
the  Susan  and  Theodore  Cum- 
mings Humanitarian  Award  for 
participation  in  circuit  courses. 
He  is  an  honorary  member  of 
the  Hellenic  and  Peruvian  Car- 
diological Societies.  As  the 
author  or  co-author,  he  has  pub- 
lished over  two  hundred  articles 
on  hypertension  and  renolog>’. 
In  recognition  of  his  contribu- 
tions to  research  and  to  medical 
literature,  he  was  awarded  the 
Oscar  B.  Hunter  Memorial 
Award  of  the  American  Thera- 
peutic Society  in  1959. 


Photo  Courtesy  Fabian  Bachrach 


9 


278 


Nebraska  S.  M.  J. 


GUEST  SPEAKERS 


Technical  Exhibifors 


Alexander  Schirger,  M.D. 

Rochester,  Minnesota 

Doctor  Schirger  graduated 
from  the  Charles  University  of 
Prague  School  of  Medicine  in 
1950.  He  currently  serves  as  a 
Consultant,  Section  of  Medicine 
in  Peiipheral  Vascular  Disease, 
of  the  Mayo  Clinic  and  as  an 
Associate  Professor  of  Medicine 
at  the  Mayo  Foundation  Gradu- 
ate School  of  the  University  of 
Minnesota.  He  is  also  an  At- 
tending Physician  and  Con- 
sultant to  the  St.  Mary’s  and 
Methodist  Hospitals  in  Rochest- 
er, Minnesota.  Doctor  Schir- 
ger was  awarded  the  Certificate 
of  Merit  for  a Scientific  Exhibit 
on  Vascular  Clues  of  Occult 
Disease  at  the  1962  meeting  of 
the  American  Medical  Associa- 
tion. He  is  a member  of  the 
Advisory  Council  on  Circulation 
of  the  American  Heart  Associa- 
tion ; and  is  a Fellow  of  the 
American  College  of  Cardiology, 
the  American  College  of  Chest 
Physicians,  and  the  American 
College  of  Angiology. 


American  Cancer  Society,  Nebraska  Division,  Inc., 
Omaha,  Nebraska 

Ayerst  Laboratories,  New  York,  New  York 
Blue  Cross  - Blue  Shield,  Omaha,  Nebraska 
Bristol  Laboratories,  Syracuse,  New  York 
Carnrick  Laboratories,  Cedar  Knolls,  New  Jersey 
Ciba  Pharmaceutical  Company,  Summit,  New  Jersey 
Coca-Cola  Company,  Skokie,  Illinois 
Dairy  Council  of  Central  States,  Omaha,  Nebraska 
Donley  Medical  Supply  Company,  Lincoln,  Nebraska 


Wayne  M.  Wilson,  M.S.W. 

Chevy  Chase,  Maryland 

Mr.  Wilson  graduated  from 
the  University  of  Nebraska 
School  of  Social  Work  with  a 
Master's  Degree  in  1956.  He 
cun'ently  serves  as  Chief  of  the 
Community  Treatment  Centers 
Section  of  the  Division  of  Nar- 
cotic Addiction  and  Drug  Abuse 
of  the  National  Institute  of 
Mental  Health.  Mr.  Wilson  for- 
merly served  as  Director  of  Al- 
coholism and  Drug  Abuse  Serv- 
ices of  the  Mendocino  State 
Hospital  which  were  the  demon- 
stration programs  for  the  Cali- 
fornia Department  of  Mental 
Health.  In  1965  he  served  as  a 
World  Health  Organization  fel- 
low, serving  Community  Mental 
Health  Programs  in  Great  Bri- 
tain and  France.  His  profes- 
sional papers  and  research 
studies  have  focused  on  the 
treatment  and  prevention  of 
alcoholism  and  drug  abuse. 


Computer  Division,  First  National  Bank  of  Lincoln 

Lakeside  Laboratories,  Inc.,  Milwaukee,  Wisconsin 

Loma  Linda  Foods,  Riverside,  California 

Merck  Sharp  & Dohme,  West  Point,  Pennsylvania 

Muckle  Professional  Equipment  Company,  Denver, 
Colorado 

Mutual  of  Omaha,  Omaha,  Nebraska 

National  Foundation  — March  of  Dimes,  Lancaster’ 
County  Chapter 

Nebraska-South  Dakota  Regional  Medical  Program, 
Lincoln,  Nebraska 


Pitney-Bowes,  Inc.,  Omaha,  Lincoln,  Grand  Island 


Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska 


Sandoz  Pharmaceuticals,  Hanover,  New  Jersey 

W.  B.  Saunders  Company,  Philadelphia,  Pennsylvania 

Schering  Corporation,  Union,  New  Jersey 

G.  D.  Searle  and  Company,  Chicago,  Illinois 

Smith,  Miller  & Patch,  Inc.,  New  York,  New  York 

E.  R.  Squibb  & Sons,  New  York,  New  York 

Upjohn  Company,  Kalamazoo,  Michigan 

Warren-Teed  Pharmaceuticals,  Inc.,  Columbus,  Ohio 

Westamerica  Securities,  Inc.,  Lincoln,  Nebraska 
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House  of  Delegates 

1st  Session;  Sunday,  April  26,  1970,  3:00  p.m., 
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2nd  Session:  Monday,  April  27,  1970,  8:00  a.m.. 
Room  901 

3rd  Session:  Wednesday,  April  29,  1970,  7:30  a.m.. 
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Scientific  Sessions  Committee 


Warren  Q.  Bradley,  M.D.,  Chairman Lincoln 

Charles  F.  Ashby,  M.D. Geneva 

Bruce  F.  Claussen,  M.D. North  Platte 

John  D.  Coe,  M.D. Omaha 

Russell  L.  Gorthey,  M.D. Lincoln 

Paul  J.  Maxwell,  M.D. Lincoln 

Stanley  M.  Truhlsen,  M.D. Omaha 


Interim 


Warren  G.  Bosley,  M.D. Grand  Island 

Richard  E.  Garlinghouse,  M.D. Lincoln 


Board  of  Councilors 

1st  Session:  Sunday,  April  26,  1970,  1:30  p.m.. 

State  Suites  1 and  2 

2nd  Session:  Monday,  April  27,  1970,  11:00  a.m.. 
Room  911 

3rd  Session:  Wednesday,  April  29,  1970,  10:00  a.m., 
Room  921 


Board  of  Tru.^tees 

Tuesday,  April  28,  1970,  7:30  a.m..  Room  931. 


Nominating  Committee 

1st  Session:  Monday,  April  27,  1970,  10:30  a.m.. 
Room  900 

2nd  Session:  Tuesday,  April  28,  1970,  11:00  a.m., 
Lancaster  Room 

3rd  Session:  Tuesday,  April  28,  1970,  4:00  p.m., 
Lancaster  Room 
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PROGRAM 


PROGRAM 


Nebraska  State  Medical  Association 
102nd  Annual  Session 


TUESDAY,  APRIL  28,  1970 
8:00  Registration,  Mezzanine 

8:00  Exhibits  Open 


OPENING  CEREMONIES  — Ballroom 
!):15  Welcome 

— J.  Whitney  Kelley,  M.D.,  President 
Invocation 

— Doctor  Clarence  Foresberg,  Pastor,  St. 
Paul  Methodist  Church,  Lincoln 

Necrologj' 

— George  B.  Salter,  M.D.,  Norfolk 


SYMPOSIUM  ON  THE  RISK  NEWBORN 
INFANT,  IS  PROGRESS  UNDERWAY 
IN  PREVENTION  AND  MANAGE- 
MENT?  — Ballroom 

Moderator  — 

G.  Van  Leeuwen,  M.D.,  Professor  and  Chair- 
man, Department  of  Pediatrics,  University 
of  Nebraska  College  of  Medicine 

9:30  “Who  Should  Be  Aborted,  Who  Should  Be 
Delivered  ?” 

— David  G.  Hall,  M.D.,  Professor  and  Chair- 
man, Department  of  Obstetrics  and  Gyne- 
cology, University  of  Missouri  Medical 
Center,  Columbia,  Missouri 

9:50  “The  Neonatal  Crisis” 

— Frederick  C.  Battaglia,  M.D.,  Director,  Di- 
vision of  Perinatal  Medicine,  University  of 
Colorado  School  of  Medicine,  Denver,  Colo- 
rado 

10:10  Intermission 

10:20  “Interhospital  Care  of  the  Sick  Newborn” 

— L.  Joseph  Butterfield,  M.D.,  Director,  New- 
born Center,  Denver  Children’s  Hospital, 
Denver,  Colorado 

10:45  Questions  and  Discussion 

11:15  Visit  the  Exhibits 

12:00  Noon  Luncheon  — Ballroom 

— J.  Whitney  Kelley,  M.D.,  President,  Pre- 
siding 

Guest  Speaker  — 

Walter  C.  Bornemeier,  M.D.,  President- 
Elect,  American  Medical  Association 

Presentation  of  AMA-ERF  Checks 
16 


TUESDAY  AFTERNOON,  APRIL  28,  1970 


2:00  Visit  the  Exhibits 


SYMPOSIUM  ON  HYPERTENSION  — 
Ballroom 

Moderator  — 

Vincent  Runco,  M.D.,  Professor  of  Medi- 
cine, Creighton  University  School  of  Medi- 
cine 


2:30  “A  General  Approach  and  Diagnostic  Evalua- 
tion of  the  Hypertensive  Patient” 

—Alexander  Schirger,  M.D.,  Consultant,  Sec- 
tion of  Medicine  in  Peripheral  Vascular 
Disease,  Mayo  Clinic,  Rochester,  Minne- 
sota 


2:50  “Hypertension  of  Renovascular  and  Endoc- 
rine Etiology:  Diagnosis  and  Manage- 
ment” 

• — John  H.  Moyer,  III,  M.D.,  Professor  and 
Chairman,  Department  of  Medicine,  Hahne- 
mann Medical  College  and  Hospital,  Phila- 
delphia, Pennsylvania 


3:10  Intermission 


3:20  “Drug  Therapy  in  Hypertension:  The  Dmgs 
Application  and  Efficacy” 

— Walter  M.  Kirkendall,  M.D.,  Professor  of 
Medicine,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa 


3:40  Questions  and  Discussion 

4:15  Visit  the  Exhibits 

6:30  Fun  Night 

East  Hills  Supper  Club 
1700  South  70th  Street 

17 
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PROGRAM 


PROGRAM 


WEDNESDAY  MORNING,  APRIL  29,  1970  WEDNESDAY  NOON,  APRIL  29,  1970 


8:00  Registration,  Mezzanine 


8:00  Visit  the  Exhibits 

SYMPOSIUM 

A NEW  EPIDEMIC  — CHRONIC  OB- 
STRUCTIVE PULMONARY  DISEASE  — 
Ballroom 

Moderator  — 

Irving  Kass,  M.D.,  Associate  Professor  of 
Medicine,  Head  of  Section  on  Pulmonary- 
Diseases,  University  of  Nebraska  College 
of  Medicine 

9:30  “How  Physiologic  Functions  Help  Us  Make 
the  Diagnosis” 

— Irving  Kass,  M.D. 

9:50  “Histological  Changes  in  Emphysema,  Bron- 
chitis and  Asthma” 

— Jerome  Kleinerman,  M.D.,  Head,  Depart- 
ment of  Pathology  Research  and  Clinical 
Pathology,  St.  Luke’s  Hospital,  Cleveland, 
Ohio 


10:10  Intermission 


10:20  “The  Role  of  the  Laboratory” 

— Jack  Lieberman,  M.D.,  Associate  Direc- 
tor, Respiratory  Disease  Department,  City 
of  Hope  National  Medical  Center,  Duarte, 
California 


10:40  “Treatment  of  Respiratory  Insufficiency” 

— George  N.  Bedell,  M.D.,  Professor  of  Medi- 
cine, Director,  Section  on  Pulmonary  Dis- 
ease of  the  Department  of  Internal  Medi- 
cine, University  of  Iowa  College  of  Medi- 
cine, Iowa  City,  Iowa 


11:00  Questions  and  Discussion 


12:30  ANNUAL  DISTINGUISHED  LUNCHEON 
— Ballroom 

For  Members  and  Wives 

— Harlan  L.  Papenfuss,  M.D.,  President,  Lan- 
caster County  Medical  Society,  Presiding 

Presidential  Address 
— J.  Whitney  Kelley,  M.D. 

Installation  of  New  Officers 

Presentation  of  Fifty-Year  Service  Pins 

Floyd  A.  Alcoin,  M.D. 

Sioux  Falls,  South  Dakota 

Raymond  P.  Carroll,  M.D. 

Laurel 

Herbert  H.  Davis,  M.D. 

Omaha 

Earl  N.  Deppen,  M.D. 

Lincoln 

Walter  C.  Harvey,  Sr.,  M.D. 

Gering 

William  H.  Melcher,  M.D. 

Omaha 

George  H.  Misko,  M.D. 

Lincoln 

Nathan  Muskin,  M.D. 

Omaha 

Andrew  M.  Pedersen,  M.D. 

Blair 

William  T.  Ranee,  M.D. 

Omaha 

Francis  X.  Rudloff,  M.D- 
Battle  Creek 


Annual  Distinguished  Nebraska  Lecture 

Sponsored  by  the  Nebraska  Medical  Foundation.  Inc. 

“Past,  Present  and  Future  of  Surgery” 

— Warren  H.  Cole,  M.D.,  Asheville,  North 
Carolina 


11:15  Visit  the  Exhibits 

18  19 
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WEDNESDAY  AFTERNOON,  APRIL  29,  1970 


2:00  Visit  the  Exhibits 


SYMPOSIUM  ON  DRUG  ABUSE  — Ball- 
room 

Co-Moderators  — 

William  P.  Egan,  M.D.,  Associate  Profes- 
sor of  Psychiatry,  Creighton  University 
School  of  Medicine 

Emmet  M.  Kenney,  M.D.,  Assistant  Pi’ofes- 
sor  of  Psychiatry  and  Director  of  Adoles- 
cent Services,  Nebraska  Psychiatric  In- 
stitute 


2:30  “Dimg  Problems  on  the  Local  Scene” 

— Lt.  Joseph  L.  Friend,  Vice  Detail,  Omaha 
Police  Department,  Omaha,  Nebraska 


2:50  “Di-ug  Abuse  Effects  on  the  Human  Body 
and  Psyche” 

— Wendell  R.  Lipscomb,  M.D.,  Chief  of  Re- 
search, Mendocino  State  Hospital,  Talmage, 
California 


3:10  Intermission 


3:20  “Dnig  Problems  on  the  National  Scene  and 
Corrective  Measures” 

— Wayne  M.  Wilson,  M.S.W.,  Chief,  Com- 
munity Treatment  Centers  Section,  Divi- 
sion of  Narcotic  Addiction  and  Drug 
Abuse,  National  Institute  of  Mental  Health, 
Chevy  Chase,  Maryland 


3:40  Questions  and  Discussion 
4:15  Visit  the  Exhibits 


5:00  PRESIDENT’S  RECEI>TION  FOR  MEM- 
BERS AND  WIVES  — Ballroom 
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Past  Presidents 

Nebraska  State  Medical  Association 


Gilbert  C.  Monell,  M.D. Omaha 

James  H.  Peabody,  M.D. Omaha 

N.  B.  Larsh,  M.D. Nebraska  City 

R.  R.  Livingston,  M.D. Plattsmouth 

A.  Bowen,  M.D. Nebraska  City 

H.  P.  Mathewson,  M.D. Omaha 

John  Black,  M.D.  Plattsmouth 

L.  H.  Robbins,  M.D. Lincoln 

J.  P.  Peck,  M.D. Omaha 

L.  J.  Abbott,  M.D. Fremont 

E.  M.  Whitten,  M.D. Nebraska  City 

Harvey  Link,  M.D. Millard 

S.  D.  Mercer,  M.D.  Omaha 

M.  W.  Stone,  M.D. South  Omaha 

A.  H.  Sowers,  M.D.  Lincoln 

Victor  H.  Coffman,  M.D. Omaha 

F.  G.  Fuller,  M.D. Grand  Island 

W.  W.  Knapp,  M.D. Lincoln 

Richard  C.  Moore,  M.D. Omaha 

George  H.  Peebles,  M.D.  Lincoln 

Milton  Lane,  M.D. Kearney 

J.  C.  Denise,  M.D. Omaha 

D.  A.  Walden,  M.D. Beatrice 

Charles  Inches,  M.D. Scribner 

M.  L.  Hildreth,  M.D. Lyons 

A.  S.  von  Mansfelde,  M.D. Ashland 

H.  B.  Lowry,  M.D. Lincoln 

J.  E.  Sumners,  M.D. Omaha 

F.  D.  Haldeman,  M.D. Ord 

Wilson  0.  Bridges,  M.D. Omaha 

A.  R.  Mitchell,  M.D. Lincoln 

Robert  McConaughy,  M.D. York 

H.  M.  McClanahan,  M.D.  Omaha 

Wm.  B.  Eby,  M.D. Ainsworth 

A.  B.  Anderson,  M.D. Pawnee  City 

B.  R.  Crummer,  M.D. Omaha 

R.  C.  McDonald,  M.D. Fremont 

A.  F.  Jonas,  M.D. Omaha 

F.  A.  Long,  M.D. Madison 

Harold  Gifford,  M.D.  Omaha 

L.  M.  Shaw,  M.D. Osceola 

P.  H.  Salter,  M.D. Norfolk 

J.  P.  Lord,  M.D. Omaha 

A.  D.  Nesbit,  M.D.  Tekamah 

I.  N.  Pickett,  M.D. Odell 

D.  C.  Bryant,  M.D. Omaha 

L.  P.  Gilligan,  M.D. O’Neill 

E.  W.  Rowe,  M.D. Lincoln 

W.  F.  Milroy,  M.D. Omaha 

C.  L.  Mullins,  M.D. Broken  Bow 
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Past  Presidents 

Nebraska  State  Medical  Association 


J.  M.  Bannister,  M.D. Omaha 

H.  W.  Orr,  M.D. Lincoln 

M.  S.  Moore,  M.D. Gothenburg 

B.  B.  Davis,  M.D. Omaha 

B.  F.  Bailey,  M.D. Lincoln 

Morris  Nielsen,  M.D.  Blair 

Palmer  Findley,  M.D. Omaha 

H.  J.  Lehnhoff,  M.D. Lincoln 

H.  E.  Potter,  M.D. Fairbury 

B.  R.  McGrath,  M.D. Grand  Island 

F.  S.  Owen,  M.D. Omaha 

K.  S.  J.  Hohlen,  M.D. Lincoln 

Lucian  Stark,  M.D. Norfolk 

A.  E.  Cook,  M.D. Randolph 

Adolph  Sachs,  M.D. Omaha 

Joseph  Bixby,  M.D. Geneva 

Claude  A.  Selby,  M.D. North  Platte 

George  W.  Covey,  M.D. Lincoln 

R.  W.  Fonts,  M.D. Omaha 

Homer  Davis,  M.D. Genoa 

A.  L.  Miller,  M.D. Kimball 

Clayton  F.  Andrews,  M.D. Lincoln 

W.  P.  Wheriy,  M.D. Omaha 

Dexter  D.  King,  M.D. York 

A.  L.  Cooper,  M.D.  Scottsbluff 

Floyd  L.  Rogers,  M.D. Lincoln 

Charles  McMartin,  M.D. Omaha 

Earle  G.  Johnson,  M.D. Grand  Island 

G.  E.  Charlton,  M.D. Norfolk 

J.  E.  M.  Thomson,  M.D. Lincoln 

J.  D.  McCarthy,  M.D. Omaha 

C.  H.  Sheets,  M.D.  Cozad 

D.  B.  Steenburg,  M.D. Aurora 

Harold  S.  Morgan,  M.D. Lincoln 

James  F.  Kelly,  M.D. Omaha 

Earl  F.  Leininger,  M.D. McCook 

Wm.  E.  Wright,  M.D. Creighton 

J.  M.  Woodward,  M.D. Lincoln 

R.  Russell  Best,  M.D. Omaha 

Fay  Smith,  M.D. Imperial 

E.  E.  Koebbe,  M.D. Columbus 

Fritz  Teal,  M.D.  Lincoln 

A.  J.  Offerman,  M.D. Omaha 

0.  A.  Kostal,  M.D. Hastings 

R.  F.  Sievers,  M.D. Blair 

R.  E.  Garlinghouse,  M.D. Lincoln 

Willis  D.  Wright,  M.D. Omaha 

Dan  A.  Nye,  M.D. Kearney 

Robert  J.  Morgan,  M.D. Alliance 

Frank  H.  Tanner,  M.D. Lincoln 
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Woman's  Auxiliary 


MRS.  ROBERT  H. 
McIXTIRE 

Hastings.  Nebraska 

President,  1969-1970 


Woman's  Auxiliary 

4.1th  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A CORDIAL  INVITATION  IS  EXTENDED  TO 
EACH  PHY'SICIAN’S  WIFE  IN  NEBRASKA.  WE 
URGE  YOU  TO  REGISTER  AND  ATTEND  THE 
ENTIRE  PROGRAM  AS  OUTLINED  ON  THE 
FOLLOWING  PAGES. 


Registration — 

Monday,  April  27  — 8:30  to  3:00  p.m.,  Mez- 
zanine, Hotel  Cornhusker 

Tuesday,  April  28  — 8:30  to  11:30  a.m..  Mez- 
zanine, Hotel  Cornhusker;  11:45  to  12:30 
p.m..  University  Club,  Stuart  Building,  13th 
and  P Street 

Wednesday,  April  29  — 8:30  to  10:00  a.m.. 
Mezzanine,  Hotel  Cornhusker 


MRS.  JOHN  C. 
FILKINS 

Omaha.  Nebraska 

President,  1970-1971 


CONVENTION  COM.MITTEES 

General  Chairman — 

Mrs.  Keay  Hachiya 

Social  Chairmen — 

Mrs.  John  Baldwin 
Mrs.  R.  B.  Synhorst 

Reseiwations — 

Mrs.  C.  H.  Newell 

Registration — 

Mrs.  Paul  Goetowski 


Medical  Art  Show — 
Mrs.  R.  L.  Haag 


Flowers  and  Table  Decorations — 
Mrs.  W.  F.  Nye 


MR.S.  CHESTER 
YOUNG 

Kansas  City,  Kansas 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

North  Central  Regional 
Vice  President 
Woman’s  Auxiliary 
to  the  American 
.Medical  Association 
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Publicity — 

Mrs.  L.  P.  Johnson 

Tickets  and  Finance — 

Mrs.  D.  W.  Ebers 
Mrs.  J.  M.  Stemper 

Program  Chairmen — 

Mrs.  J.  T.  Williams 
Mrs.  E.  S.  Maness 

Hostess  Auxiliary — 

Lancaster  County  Medical  .Auxiliary 
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PROGRAM 

MONDAY,  APRIL  27,  1970 

8:30- 

3:00  Registration,  Mezzanine,  Hotel  Cornhusker 

8:30  Rolls  and  Coffee,  Lancaster  Room 

9:00  Pre-Convention  Executive  Board  Meeting, 
Lancaster  Room  (1970-1971  Board  Mem- 
bers Included) 

Mrs.  Robert  H.  Mclntire,  Presiding 
Reports  of  Officers  and  State  Chairmen 

12:00  Luncheon,  Lancaster  Room 

1:30  Annual  Business  Meeting,  Lancaster  Room 
Mrs.  Robert  H.  Mclntire,  Presiding 
Reports  of  County  Presidents 
Memorial  Service 
Election  of  Officei’s 

7:00  M.D.’s  Wives  Dinner 


MEDICAL  ART  GALLERY 

Visit  the  Art  Gallery  located  in  the  State  Suites, 
Hotel  Cornhusker.  These  original  works  by  physi- 
cians and  their  families  will  be  judged  by  repre- 
sentatives of  the  University  of  Nebraska  Art  De- 
partment and  the  Nebraska  Wesleyan  University 
Art  Department.  Awards  will  be  made  at  Fun 
Night.  The  Art  Gallery  is  sponsored  by  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation with  Mrs.  R.  L.  Haag  as  Chairman. 


WEDNESDAY,  APRIL  29,  1970 

8:30- 

10:00  Registration,  Mezzanine,  Hotel  Cornhusker 

8:30  Rolls  and  Coffee,  Lancaster  Room 

9:00  Post-Convention  Executive  Board  Meeting, 
Lancaster  Room 
Mrs.  John  C.  Filkins,  Presiding 
(1969-1970  Board  Members  Included) 

12:30  Combined  Auxiliary  and  Association  Lunch- 
eon, Ballroom 
Presidential  Address 
Installation  of  NSMA  Officers 
Presentation  of  Fifty-Year  Service  Pins 
Annual  Distinguished  Nebraska  Lecture 

Sponsored  by  the  Nebraska  Medical  Foundation.  Inc. 

2:30  Symposium  on  Drug  Abuse,  Ballroom 

5:00  PRESIDENT’S  RECEPTION  FOR  MEM- 
BERS AND  WIVES,  Ballroom 


TUESDAY,  APRIL  28,  1970 

8:30- 

11:30  Registration,  Mezzanine,  Hotel  Cornhusker 

11:45- 

12:30  Registration,  University  Club,  Stuart  Build- 
ing 

11:45  Luncheon,  University  Club,  Stuart  Building 
Tickets  available  at  the  Auxiliary  Registra- 
tion Desk,  Hotel  Cornhusker 
Guest  Speaker:  Mrs.  Chester  Young,  North 
Central  Regional  Vice  President,  Woman’s 
Auxiliary  to  the  American  Medical  Asso- 
ciation 

Installation  of  New  Officers 
Fashion  Show  — Hovland-Swanson 

6:30  FUN  NIGHT,  East  Hills  Supper  Club 
Art  Awards 
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Technical  Exhibitors 

102ND  ANNUAL  SESSION 

AMERICAN  CANCER  SOCIETY,  NEBRASKA 
DIVISION,  INC.,  Omaha,  Nebraska  — Our  exhibit 
will  be  participation  type  featuring  the  Proctosig- 
moidoscopy model  giving  viewers  an  opportunity 
to  see  a demonstration  of  the  procto  exam.  The 
model  contains  sesile  polyps,  pedunculated  polyps, 
an  ulcerating  carcinoma  and  annular  carcinoma, 
and  both  idiopathic  amoebic  colitis.  Because  the 
anatomy  and  pathology  are  faithfully  reproduced, 
it  can  be  used  to  demonsti’ate  the  techniques  of  proc- 
tosigmoidoscopy and  to  visualize  and  recognize  dis- 
ease entities.  Also  will  be  included  the  Mark  IV 
projector  for  viewing  the  film  entitled  “Proctosig- 
moidoscopy.” 

BLUE  CROSS  - BLUE  SHIELD,  Omaha,  Nebras- 
ka • — Representatives  will  be  available  to  discuss 
new  concepts  of  prepayment  of  health  care  and  to 
answer  any  questions  relating  to  Blue  Shield  bene- 
fits or  procedures. 

BRISTOL  LABORATORIES,  Syracuse,  New  York 
— You  are  cordially  invited  to  visit  our  exhibit  re- 
flecting Bristol’s  leadership  and  enduring  commit- 
ment to  the  manufacturer  of  lifesaving  antibiotics. 
For  your  consideration,  the  following  Bristol  anti- 
biotics are  featured:  POLYCILLIN0  (ampicillin 

trihydrate),  KANTREX®  (kanamycin  sulfate),  and 
PROSTAPHLIN®  (sodium  oxacillin).  Our  repre- 
sentatives welcome  the  opportunity  to  answer  your 
inquiries. 

CIBA  PHARMACEUTICAL  COMPANY,  Summit, 
New  Jersey  — The  CIBA  Booth  will  exhibit  the 
product  called  RITALIN,  CIBA’s  stimulant-anti- 
depressant.  Particular  emphasis  will  be  placed  up- 
on the  use  of  RITALIN  in  the  management  of  the 
syndrome  of  hyperactivity  in  children. 

DAIRY  COUNCIL  OF  CENTRAL  STATES, 
Omaha,  Nebraska  — The  exhibit  will  present  in- 
fomiation  on  heart  disease  to  answer  the  question 
of:  What  Do  We  Know  About  Diet  As  A Risk 

Facto)'?  We  will  also  present  weight  control 
literature. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee, 
Wisconsin  — Lakeside  Laboratories,  Inc.,  exhibit  in- 
cludes CANTILS,  IMFERON,  MERCUHYDRIN, 
METAHYDRIN,  METATENSIN  and  NORPRA- 
MIN. 

LOMA  LINDA  FOODS,  Riverside,  California  — 
Loma  Linda  Foods,  one  of  America’s  oldest  manu- 
facturers of  fiber-free  soy  milk,  will  explain  why 
the  product  SOYLAC  is  unusual  in  that  it  does  not 
settle  out,  is  milk-like  in  texture,  and  does  not  tend 
to  raise  infants’  serum  cholesterol.  Samples  of  this 
flavorful,  hypoallergenic  milk  will  be  seiwed. 

MERCK  SHARP  & DOHME,  West  Point,  Penn- 
sylvania — The  Merck  Sharp  & Dohme  exhibit  fea- 
tures subjects  of  scientific  interest.  Technically 
trained  personnel  are  present  to  discuss  the  scope 
and  variety  of  these  sei'vnces. 

MUTUAL  OF  OMAHA,  Omaha,  Nebraska  — In- 
surance information  will  be  available  along  with 
current  information  on  Medicare. 

PITNEY-BOWES,  Omaha,  Nebraska  --  The  Pit- 
ney-Bowes’  exhibit  will  consist  of  a new  billing 
system  for  doctors  and  a full  line  of  mailing  equip- 
ment. 

PROFESSIONAL  CREDIT  CONTROL,  INC.,  Lin- 
coln, Nebraska  — We  offer  you  that  additional 
bonus  — an  efficient  staff  to  seiwe  your  collection 
needs  — to  transpose  seemingly  lost  dollars  into 
usable  funds  — to  save  you  time,  money  and  worry 
in  this  most  annoying  facet  of  your  business.  Prompt 
recovery  at  the  lowest  possible  cost,  with  all  money 
paid  directly  to  you. 

SANDOZ  PHARMACEUTICALS,  Hanover,  New 
Jersey  — Sandoz  Pharmaceuticals  coixlially  invites 
you  to  visit  our  display  at  Booth  #5,  where  we  are 
featuring  MELLARIL,  HYDERGINE,  SANSERT, 
CAFERGOT  P-B,  FIORINAL  and  BELLERGAL. 
Any  of  our  representatives  in  attendance  will  glad- 
ly answer  questions  about  these  and  other  Sandoz 
products. 
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W.  B.  SAUNDERS  COMPANY,  Philadelphia, 
Pennsylvania  — Saunders  will  have  on  display  a 
complete  line  of  their  medical  books,  including 
many  new  titles  and  new  editions  published  since 
last  year’s  meeting. 

SCHERING  CORPORATION,  Union,  New  Jer- 
sey — Sobering  Laboratories  invites  you  to  visit 
their  exhibit.  Booth  Space  No.  29,  where  their  repre- 
sentatives will  be  available  to  discuss  with  you  any 
questions  you  may  have  on  ETRAFON®,  DRIX- 
ORAL®,  VALISONE®,  CELESTRONE®,  SOLUS- 
PAN®  Injection,  TINACTIN®,  AFRIN®,  or  any 
other  Sobering  product. 

G.  D.  SEARLE  AND  COMPANY,  Chicago,  Illi- 
nois — You  are  cordially  invited  to  visit  the 
SEARLE  booth  where  our  representatives  will  be 
happy  to  answer  any  questions  regarding  Searle 
Products  of  Research.  Featured  will  be  informa- 
tion on  OVULEN-21,  OVULEN-28,  ENOVID, 
ALDACTAZIDE,  FLAGYL,  LOMOTIL,  PRO-BAN- 
THINE  and  other  drugs  of  interest. 

SMITH,  MILLER  & PATCH,  INC.,  New  York, 
New  York  — Smith,  Miller  & Patch,  Inc.  will  fea- 
ture our  new  non-barbiturate  hypnotic,  SOMNAFAC 
and  SOMNAFAC  FOURTE;  DECONAMINE,  a 
potent  oral  antihistamine  and  decongestant  in  three 
dosage  forms;  PYOCIDIN  HC  otic  solution;  VASO- 
CIDIN  opthalmic-otic  solution;  our  hematinics, 
VITRON-C  and  VITRON-C  PLUS;  and  our  spe- 
cialty bowel  regulator,  KONDREMUL. 

E.  R.  SQUIBB  & SONS,  INC.,  New  York,  New 
York  — E.  R.  Squibb  & Sons,  Inc.  has  long  been  a 
leader  in  development  of  new  therapeutic  agents  for 
prevention  and  treatment  of  disease.  The  results  of 
our  diligent  research  are  available  to  the  medical  pro- 
fession in  new  products  or  improvements  in  prod- 
ucts already  marketed.  In  Booth  #6  we  will  be 
pleased  to  present  up-to-date  information  on  these 
products. 


UPJOHN  COMPANY,  Kalamazoo,  Michigan  — 
Professional  representatives  of  the  Upjohn  Com- 
pany are  eager  to  contribute  to  the  success  of 
your  meeting.  They  are  here  to  discuss  products  of 
Upjohn  research  designed  to  assist  you  in  the  prac- 
tice of  your  profession.  They  welcome  your  in- 
quiries and  comments. 

WARREN -TEED  PHARMACEUTICALS,  INC., 
Columbus,  Ohio  — Warren-Teed  Pharmaceuticals, 
Inc.,  is  pleased  to  support  this  important  func- 
tion of  the  Nebraska  State  Medical  Association  by 
exhibiting  at  this  meeting.  All  physicians  and  med- 
ical associates  are  cordially  invited  to  visit  Booth 
No.  17  and  discuss  several  Warren-Teed  products 
selected  especially  for  this  meeting. 

WESTAMERICA  SECURITIES,  INC.,  Lincoln, 
Nebraska  — The  exhibit  will  be  keyed  to  tax-sav- 
ing services,  via  two  mediums:  a.  The  tax  sav- 
ings offered  by  investing  in  the  development  and 
production  of  Natural  Resources;  and  b.  The  tax 
benefits  available  to  corporate  profit-sharing  trusts; 
both  types  of  service  in  which  we  are  highly  spe- 
cialized. 

Other  Exhibitors  at  the  Annual  Session 

Ayerst  Laboi’atories,  New  York,  New  York 

Carnrick  Laboratories,  Cedar  Knolls,  New  Jersey 

Coca-Cola  Company,  Skokie,  Illinois 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

Exon’s,  Inc.,  Lincoln,  Nebraska 

March  of  Dimes  Birth  Defects  Treatment  Center, 
Omaha,  Nebraska 

Muckle  Professional  Equipment  Company,  Denver, 
Colorado 

Nebraska-South  Dakota  Regional  Medical  Program, 
Lincoln,  Nebraska 
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Effect  of  Intravenous  Aminophylline  on  Pul- 
monary Function  in  Asthma  — F.  J.  D. 
Fuleihan,  N.  Abdel-Baki,  and  A.  Arslanian 
(American  Univ  of  Beirut,  Lebanon),  Dis 
Chest  56:481-487  (Dec)  1969. 

A double-blind  study  of  the  effect  of 
0.250  gm  of  aminophylline  on  pulmonary 
function  was  performed  on  nine  patients 
with  asthma.  The  aspects  of  pulmonary 
function  studied  comprised  lung  volume  and 
flow  rates,  arterial  blood  gas  tensions,  ar- 
terial pH,  the  ratio  of  physiologic  dead  space 
to  tidal  volume,  the  alveolar  arterial  O2 
gradient,  and  the  venous  admixture-like  ef- 
fect. All  patients  had  reduced  flow  rates 
and  increased  venous  admixture.  Seven  of 
nine  patients  had  decreased  arterial  O2  ten- 
sion and  saturation.  Total  lung  capacity 
and  forced  vital  capacity  increased  slightly 
after  aminophylline  administration.  There 
was,  however,  no  statistically  significant  dif- 
ference between  aminophylline  and  placebo 
on  flow  rates,  arterial  blood  gas  tensions, 
arterial  pH,  or  venous  admixture.  The  dose 
of  0.250  gm  of  aminophylline  did  not  pro- 
duce maximal  bronchodilation. 

Corneal  Swelling  Caused  by  Contact  Lens 
Wear  — R.  B.  Mandell,  K.  A.  Poise,  and 
I.  Fatt  (School  of  Optometry,  Univ  of 
Calif,  Berkeley) . Arch  Ophthal  83 :3  - 9 
(Jan)  1970. 

Corneal  swelling  caused  by  contact  lens 
wear  was  investigated  by  measuring  corneal 
thickness  changes  of  several  subjects  wear- 
ing well-fitted  and  poorly  fitted  lenses.  All 
subjects  showed  initial  thickening.  How- 
ever, with  continued  wear,  some  corneas 
returned  to  normal  thickness  while  others 
did  not.  At  least  two  factors  are  believed 
to  be  responsible  for  the  observed  changes  in 
corneal  thickness.  Increased  lacrimation  oc- 
curring during  the  adaptation  period  of  con- 
tact lens  wear  may  reduce  tear  film  osmo- 
larity,  thereby  causing  a 2%  to  4%  increase 
in  thickness.  A tightly  fitted  contact  lens 
appears  to  deprive  the  cornea  of  oxygen. 
With  a low  oxygen  tension  level  under  the 
lens  corneal  swelling  occurs.  With  a very 
tight  lens,  the  swelling  curve  closely  approxi- 
mated that  of  a cornea  in  an  oxygen-free 
environment. 


Differentiation  of  Ulcerative  Colitis  and  Re- 
gional Enteritis  of  Colon  — T.  H.  Kent, 
R.  K.  Ammon,  L.  Den  Besten  (133  Medi- 
cal Lab,  Iowa  City,  Iowa).  Arch  Path 
89:20-29  (Jan)  1970. 

Patients  treated  by  colon  resection  were 
classified  retrospectively  according  to  pre- 
determined criteria  and  separate  blind  re- 
view of  pathological  and  clinical  data  into 
the  following  groups : ulcerative  colitis 

(39%),  regional  enteritis  (34%),  indeter- 
minate (15%),  and  acute  fulminant  colitis 
(13%).  Blind  histologic  diagnoses  were 
nearly  the  same  as  those  arrived  at  from 
all  the  data  concerning  the  patient.  The 
full-wall  lesion  of  RE  was  more  frequently 
associated  pathologically  with  ulceration  and 
clinically  with  diarrhea,  fever,  and  abdom- 
inal mass;  whereas  the  mucosal  disease  of 
UC  was  more  frequently  associated  with 
gross  rectal  bleeding.  The  presence  or  ab- 
sence of  granulomas  in  RE  did  not  corre- 
late with  any  other  feature.  Patients  with 
RE  of  the  ileum  and  colon  combined  had  sig- 
nificantly more  disability  than  patients  with 
UC. 

Hyperbaric  Oxygenation  — B.  T.  Williams 
et  al  (State  Univ  of  New  York,  Buffalo, 
NY).  Arch  Surg  99:758-763  (Dec)  1969. 

This  study  was  designed  to  measure  di- 
rectly the  effect  of  high  pressure  oxygen 
on  coronary  artery  blood  flow  and  to  gain 
information  concerning  the  amount  of  oxy- 
gen delivered  to  the  myocardium  under  these 
conditions.  In  oxygen  at  1 ATA,  reduc- 
tions in  coronary  artery  flow  ranged  from 
5.5%  to  32%.  In  oxygen  at  4 ATA,  flow 
reduction  ranged  from  8%  to  51%  with  a 
mean  reduction  of  31%,  compared  with 
values  in  air.  The  oxygen  delivered  to  the 
myocardium  tended  to  decrease  with  a ris- 
ing blood  oxygen  content.  In  no  instance 
did  oxygen  delivery  increase  on  breathing 
oxygen  at  1 ATA,  compared  with  air.  In 
six  of  eight  experiments  an  absolute  decrease 
in  oxygen  delivery  occurred  while  breath- 
ing oxygen  at  1 ATA,  as  compared  with 
air.  Breathing  produced  a further  reduction 
in  oxygen  delivery  in  three  of  eight  experi- 
ments, no  change  in  four  of  eight,  and  a 
slight  increase  in  one  of  eight. 
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AND  NOW  THE  SUPERDOCTOR 

The  time  increment  associated  with  visible 
change  in  the  medical  picture  is  less  than 
a year.  It  is  my  impression,  without  caring 
to  defend  my  assertion,  that  the  scene  has 
changed  twenty  times  in  ten  years.  It  was 
not  too  long  ago  that  the  pediatrician  was 
viewed  with  suspicion  by  his  colleagues. 
Since  then,  specialties  have  tumbled  about 
our  ears  and  what  once  seems  needless  soon 
becomes  commonplace  and  necessary.  Now 
we  have  names  like  these: 

Dolorology 

Environmentology 

Neonatology 

Oncology 

Gerontology 

Once  there  was,  and  there  still  is,  I think, 
eye,  ear,  nose,  and  throat.  Eye  left,  and  we 
had  the  otorhinolaryngologist.  But  this  fel- 
low seems  to  be  splitting  in  three,  probably 
because  of  that  awful  name.  There  are  the 
otologist  and  the  bronchoesophagologist,  so 
there  must  be  a rhinologist.  As  though 
anesthesiology  were  not  new  enough,  there 
is  pediatric  anesthesiology;  and  there  is  pe- 
diatric allergy.  And  we  have  these: 

Ecology 

Rheumatology 

Nephrology 

The  emergency  room  specialist 

We  know  some  doctors  who  have  two  spe- 
cialties. Of  course,  the  more  specialties  you 
indulge  in,  the  less  you  are  specializing.  The 
general  surgeon  has  been  deserted  by  the 
chest  surgeon  (there  is  also  a chest  physi- 
cian), the  cardiovascular  surgeon,  the  proc- 
tologist, the  orthopod,  and  the  plastic  sur- 
geon, and  we  have  thus  uncovered  another 
specialist,  the  abdominal  surgeon.  That’s  if 
he  operates  on  adults ; we  also  have  the  spe- 
cialist in  pediatric  surgery. 

We  are  not  through.  The  list  grows  as  I 
write.  Consider  these : 

Genetic  counseling 
Aviation  (or  aeronautic,  or  space) 
medicine 


Forensic  medicine 

Social  (not  socialized,  and  not  state) 
medicine 

We  are  left  with  what  we  started  with, 
only  we  may  be  changing  its  name  from  gen- 
eral practice  to  family  practice.  And  the 
one-after-the-last  is  one  dear  to  our  hearts, 
the  medical  writer,  but  is  he  a writing  doc- 
tor or  a medical  writer?  He’s  a new  breed, 
but  he’s  always  been  around,  he  just  became 
a specialist,  that’s  all.  And  if  everybody  spe- 
cializes, that  may  be  a very  good  thing. 

I have  said  before,  if  you  need  brain  sur- 
gery, you  want  a brain  surgeon;  no  one  else 
can  do  what  he  can  do.  And  I salute  the  new 
specialty  of  family  practice;  we  couldn’t  do 
what  they  do. 


The  specialty  I look  forward  to  is  retir- 
ology. 


— F.C. 


WHAT  DO  YOU  THINK? 

A nonbook  is  a book  written  by  a sound 
recorder  that  faithfully  takes  down  every 
word  said  by  a group  of  panelists  as  they 
chat  their  way  through  meetings,  discus- 
sions, question-and-answer  turmoils,  lunches, 
and  probably  social  hours.  It  gives  the  read- 
er a feeling  of  being  there,  but  if  there  is  a 
value  here,  it  is  negative.  Clinicopathological 
conferences  have  the  same  flavor,  suggesting 
that  the  editor  had  died  years  ago  and  was 
never  replaced  or  was  just  a made-up  name. 

But  the  prize,  for  this  year,  anyway,  must 
go  to  the  group  of  five  experts  who  were 
stunned  by  a question  that  I think,  since  I 
was  not  there,  should  have  been  easily  antici- 
pated and  as  easily  disposed  of. 

The  first  authority  said  to  his  tormenter- 
from-the-audience,  “I  don’t  k n o w.”  And 
he  turned  to  his  colleague  on  the  platform 
and  asked,  “What  do  you  think?’’  That  one 
turned  to  his  neighbor  and  said,  “I  don’t 
know.  What  do  you  think?’’  The  third 
turned  to  the  fourth  and  repeated  the  for- 
mula, and  the  fifth  said  he  didn’t  know. 
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either,  but  this  poor  fellow  had  no  one  to 
turn  to. 

But  you  know,  they  agreed. 

It  reminds  me  of  Mark  Twain;  said  he 
was  glad  to  be  able  to  answer  the  question. 
Said  he  didn’t  know. 

I once  saw  a nonbook  that  had  nothing 
in  it  but  blank  pages,  but  at  least  it  was 
good  for  something. 

You  could  write  in  it. 

— F.C. 


Steroid-Induced  Lipemia  — J.  D.  Bagdade, 

D.  Porte,  Jr.,  and  E.  L.  Bierman  (4435 

Beacon  Ave  S,  Seattle).  Arch  Intern  Med 

125:129-134  (Jan)  1970. 

Marked  hypertriglyeridemia  and  lipemic 
(lactescent)  plasma  associated  with  symp- 
tomatic diabetes  was  observed  in  two  pa- 
tients receiving  high  - dose  corticosteroid 
therapy  for  connective  tissue  disorders. 
Studies  during  the  course  of  drug  therapy 
in  one  patient  revealed  the  following:  ab- 
normal accumulation  of  dietary  fat  (chylo- 
microns) ; decreased  postheparin  lipolytic  ac- 
tivity, which  suggested  that  tissue  lipopro- 
tein lipase  levels  were  low  and  was  con- 
sistent with  impaired  triglyceride  removal ; 
glucose  intolerance  with  reduced  insulin  re- 
sponses during  oral  glucose  tolerance  tests; 
and  complete  reversal  of  these  abnormali- 
ties as  the  steroid  dosage  was  decreased. 
Prolonged  high  - dose  glucocorticoid  treat- 
ment may  compromise  pancreatic  insulin  re- 
serve sufficiency  to  cause  a state  of  chronic 
insulin  insufficiency  and  a reversible  foiTn 
of  fat-induced  lipemia  identical  to  that  ob- 
served in  poorly  controlled  diabetes  mellitus. 


Some  Factors  Regulating  Duration  of  In- 
cubation for  Serum  Hepatitis  — J.  G. 
Allen  (Stanford  Medical  Center,  Palo  Alto, 
Calif).  Arch  Surg  100:2-5  (Jan)  1970. 

Anything  that  tends  to  destroy  the  hepa- 
titis virus  or  viruses  also  tends  to  increase 


the  length  of  the  incubation  period.  The 
attack  rate  is  not  reduced  until  the  incuba- 
tion period  is  fairly  well  extended.  The  age 
or  \irulence  of  plasma  or  serum  is  in  part 
reflected  by  the  mean  incubation  time 
among  its  recipients.  The  attack  rate  and 
the  incubation  time  observed  by  Redeker  at 
32  C for  six  months  suggest  that  he 
achieved  less  effect  upon  the  virulence  of 
his  plasma  at  32  C than  did  Murray  at  22 
C.  Either  Redeker’s  plasma  was  initially 
much  more  virulent  than  Murray’s  special 
pool,  or  Redecker’s  commercial  plasma  was 
improperly  stored.  The  Australian  antigen, 
believed  to  be  the  virus  of  serum  hepatitis, 
can  be  detected  primarily  in  the  sera  with 
longer  incubation  periods.  Sera  with  short 
incubation  times  can  have  their  incubation 
periods  greatly  extended  by  any  treatment 
designed  to  attenuate  the  virus. 


Bilateral  Breast  Cancer  — J.  A.  Urban  (Cor- 
nell Univ  Medical  College,  New  York). 

Cancer  24:1310-1313  (Dec)  1969. 

The  bilateral  nature  of  breast  cancer  is 
generally  accepted.  Early  detection  of  a sec- 
ondary primary  breast  cancer  through  re- 
peated physical  and  x-ray  examination  is 
difficult  and  uncertain.  A significant  num- 
ber of  occult  second  primary  breast  cancers 
have  been  detected  in  their  earliest  stages 
through  generous  surgical  biopsy  of  the  op- 
posite breast  at  the  time  of  initial  mastec- 
tomy for  a proved  breast  cancer.  Some  of 
these  early  cancers  were  not  detected  by 
either  careful  physical  examination  or  ade- 
quate x-ray  mammography.  Biopsy  of  the 
contralateral  breast  is  a minor  nondeform- 
ing operation  which  is  well-accepted  by  the 
patient.  The  second  mastectomy  is  more 
readily  accepted  by  the  patient  after  a posi- 
tive biopsy  has  been  obtained.  Simultane- 
ous generous  excisional  biopsy  of  the  oppo- 
site breast  at  the  time  of  initial  mastectomy 
for  breast  cancer  represents  a practical 
approach  to  the  problem  of  bilateral  breast 
cancer.  However,  a negative  biopsy  of  the 
opposite  breast  does  not  rule  out  the  pos- 
sibility of  subsequent  development  of  a new 
primary  in  this  breast  at  a later  date. 
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ORIGINAL  ARTICLES 


Therapy  of  Otitis  Media* 


INFECTION  of  the  middle  ear 
cleft,  by  virtue  of  its  location 
and  complication  potential,  is  a 
continual  challenge  to  the  practitioner.  The 
type  and  progression  of  the  inflammatory 
reaction,  whether  suppurative  or  nonsup- 
purative, depends  not  only  on  the  virulence 
of  the  infecting  organism,  but  on  the  age 
and  resistance  of  the  patient  and  on  the 
therapy,  particularly  with  antibiotics.  This 
presentation  will  discuss  primarily  acute 
suppurative  otitis  media,  a special  form  of 
this  disease  known  as  acute  necrotic  otitis 
media,  and  the  middle  ear  manifestations 
of  viral  infection. 

Acute  Otitis  Media 

Acute  otitis  media  can  arise  by  blood- 
born  infection,  or  by  infection  from  the  ex- 
ternal auditory  canal  through  a previously 
perforated  drumhead;  most  frequently,  how- 
ever, it  occurs  via  the  eustachian  tube  as  a 
complication  of  an  upper  respiratory  infec- 
tion. Anything  which  interferes  with  nor- 
mal functioning  of  the  eustachian  tube  pre- 
disposes to  an  acute  bacterial  infection ; 
lymphoid  tissue  in  the  nasopharynx,  allergic 
edema  of  the  eustachian  tube,  viral  salpin- 
gitis, tampanode  for  nasal  or  nasopharyn- 
geal hemorrhage  and  cleft  palate  are  all  ex- 
amples. It  is  known  that  in  infancy  the 
eustachian  tube  is  short,  horizontal,  and  po- 
sitioned near  the  level  of  the  soft  palate. 
The  frequent  infections  in  infancy  are  re- 
lated in  part  to  the  common  positioning  of 
a baby,  lying  flat  on  its  back,  for  feeding.^ 
Milk  or  vomitus  when  regurgitated  into  the 
nasopharynx  may  with  swallowing  be  forced 
up  through  the  eustachain  tube  into  the 
middle  ear. 

Diagnosis  is  particularly  difficult  in  an 
infant  or  young  child  who  cannot  localize  his 
symptoms.  In  infants,  the  tympanic  mem- 
brane is  relatively  tough,  and  otorrhea  is 
often  a late  symptom.  The  other  cardinal 
symptoms,  earache  and  deafness  being  sub- 
jective, may  not  be  noticed  by  the  parents. 
Frequently  the  physician  is  presented  only 
with  a feverish,  irritable  infant  with  none 
of  the  classic  “ear  pulling”  symptoms  sug- 
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gesting  an  ear  problem.  When  the  history 
and  symptoms  are  indefinite,  the  clinician 
can  only  see  the  ear  drum  and  infer  from  it 
the  sequence  of  events  in  otitis  media. 

An  acute  infection  may  spread  rapidly 
over  the  entire  lining  of  the  middle  ear  cleft, 
but  more  frequently,  when  of  bacterial  ori- 
gin, presents  a characteristic  clinical  and 
pathologic  course.  Although  acute  sup- 
purative otitis  media  tends  to  be  a self- 
limited disease,  there  are  cases  where  be- 
cause of  inadequate  medication  or  resistant 
organisms,  the  disease  process  progresses 
to  the  stage  of  bone  erosion  and  mastoid 
cell  coalescence  requiring  surgery  to  pre- 
vent intracranial  complications.  Shambaugh^ 
recognizes  the  following  stages  in  the  pro- 
gression of  acute  otitis  media: 

Stage  I:  Hyperemia  " 

Hyperemic  swelling  of  the  mucoperios- 
teum  begins  in  the  eustachian  tube  and  ex- 
tends throughout  the  tympanum.  Although 
the  hearing  is  usually  normal  at  this  early 
stage,  the  acute  tubal  obstruction  causes  a 
full  sensation  in  the  ear.  There  may  be  a 
slight  fever,  and  during  otoscopy  one  notes 
the  injection  of  tympanic  membrane  vessels 
at  the  periphery,  and  along  the  handle  of 
the  malleus  without  the  loss  of  landmarks. 

Stage  II : Exudation 

The  outpouring  of  serum  and  cellular  ele- 
ments results  in  the  formation  of  an  exudate 
under  pressure.  The  patient  notes  a pro- 
gressive increase  in  pain  and  fever;  in  in- 
fants, the  fever  may  be  very  high  and  as- 
sociated with  vomiting  and  meningismus. 
Otoscopy  reveals  a red,  thickened  and  bulg- 
ing tympanic  membrane  devoid  of  land- 
marks. Hearing  loss  is  marked.  Mastoid 
tenderness  may  be  present,  and  a mastoid 
film  at  this  time  will  show  diffuse  clouding 
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of  the  mastoid  cells  due  to  filling  of  the  air 
spaces.  It  is  important  to  note  that  the 
bony  partitions  of  the  air  cells  are  intact. 

Stage  III:  Suppuration 

This  is  recognized  by  the  onset  of  hemor- 
rhagic to  mucopurulent  otorrhea,  followed 
by  the  progressive  decrease  in  pain  and 
fever.  Examination  of  the  tympanic  mem- 
brane may  identify  the  site  of  the  perfora- 
tion in  the  pars  tensa;  it  is  small  and  never 
enlarges. 

Stage  IV:  Coalescence  and 

Surgical  Mastoiditis 

This  stage  is  usually  not  seen  before  two 
weeks  following  the  acute  episode,  and  is  a 
result  of  obstruction  to  free  drainage  of 
purulent  secretions.  Breakdown  of  the 
bony  air  cell  partitions  creates  a large  ab- 
scess cavity  which  must  be  surgically 
drained  to  prevent  further  bone  erosion  and 
intracranial  extension.  Today,  with  early 
and  adequate  antibiotic  therapy,  it  is  rare 
for  an  acute  otitis  media  to  reach  this 
stage.  The  symptoms  are  not  unlike  those 
of  the  earlier  exudative  stage ; it  is  the 
time  at  which  they  occur  (or  persist)  that 
is  more  critical  than  the  severity.  The 
symptoms  are  usually  more  mild  than  the 
acute  episode;  eg.  pain,  usually  noctunial, 
low  grade  fever,  and  slight  mastoid  tender- 
ness. The  diagnostic  findings  of  surgical 
mastoiditis  are  continued  profuse  purulent 
drainage  from  the  ear  for  longer  than  two 
weeks  in  an  acute  otitis  media,  mastoid  ten- 
derness, and  thickening  of  the  periosteum  to 
palpation  as  the  cortex  thins  and  the  ab- 
scess approaches  the  surface.  If  the  outer 
cortex  perforates,  a fluctuant  subperios- 
teal abscess  appears  over  the  mastoid  with 
outward  and  downward  displacement  of  the 
auricle.  This  is  not  to  be  confused  with  pre- 
auricular  or  postauricular  adenitis  seen  in 
infections  of  the  skin  or  scalp.  If  an  abscess 
ruptures  superiorly  through  the  tegmen  or 
posteriorly  through  the  sinus  plate  an  intra- 
cranial complication  occurs.  If  it  ruptures 
interiorly,  a deep  neck  abscess  is  seen. 

Stage  V:  Resolution 

If  no  complication  such  as  spreading 
thrombophlebitis  or  meningitis  occurs,  the 
end  result  of  acute  suppurative  otitis  is  even- 
tual resolution  and  healing. 


Acute  Necrotic  Otitis  Media 

A special  form  of  acute  bacterial  otitis 
media  is  that  accompanied  by  true  necrosis 
and  sloughing  of  considerable  areas  of  tissue 
in  the  middle  ear  and  adjacent  region.  Acute 
necrotic  otitis  media  occurs  usually  in  in- 
fants and  young  children  who  are  acutely 
ill  and  toxic  from  some  other  febrile  infec- 
tion such  as  scarlet  fever,  measles,  or  influ- 
enza. It  is  these  children  who  present  year 
later  with  a chronic  otorrhea  coming  from  a 
large  permanent  perforation  of  the  tym- 
panic membrane,  or  who  present  with  an 
intact  tympanic  membrane,  the  central  por- 
tion of  which  is  a thin  transparent  scar 
closing  a large  perforation.  The  symptoms 
of  acute  necrotic  otitis  media  are  the  same 
as  those  of  the  usual  acute  suppurative 
otitis  but  with  the  following  differences 

1.  Early  spontaneous  perforation  of  the 
tympanic  membrane  occurs  so  that  the  first 
symptom  may  be  the  appearance  of  an  otor- 
rhea. The  perforation  results  from  a true 
necrosis  and  gangrene  of  those  soft  tissue 
areas  with  the  poorest  blood  supply,  hence 
the  central  kidney  shaped  perforation  of  the 
pars  tensa.  Furthermore,  the  perforation 
may  be  observed  to  enlarge  rapidly  after  the 
initial  perforation. 

2.  The  discharge  frequently  has  a foul 
odor. 

3.  Although  the  hearing  impairment  is 
usually  a conductive  one  of  moderate  se- 
verity, a profound  sensorineural  loss  may 
result  in  the  affected  ear. 

Etiology 

At  least  10  series  representing  over  3,000 
children  have  consistently  defined  the  bac- 
teriology of  acute  otitis  media.  Diplococcus 
pneumoniae.  Group  A beta-hemolytic  strep- 
tococcus, and  Haemophilus  influenzae  are 
the  principal  pathogens  obtained  by  needle 
aspiration  of  the  middle  ear.  In  children  un- 
der five  years  of  age,  H.  influenzae  ranks 
second  only  to  D.  pneumoniae.®-®  Cultures  of 
the  external  canal  usually  yield  diphtheroids, 
micrococci,  staph  albus.  Neisseria,  and  less 
commonly  Staph  aureus,  Proteus,  and  Pseu- 
domonas. The  latter  three  have  been  found 
as  secondary  invaders  in  cases  of  prolonged 
otorrhea  after  the  original  pathogens  of  pneu- 
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mococcus  and  streptococcus  had  been  elim- 
inated.'^ It  must  be  emphasized  then  that 
needle  paracentesis  is  the  only  accurate 
means  of  determining  the  pathogenic  bac- 
teria in  any  acute  suppurative  otitis ; at- 
tempting to  culture  drainage  from  the  ex- 
ternal canal  only  obscures  the  diagnosis  with 
canal  contaminants.  In  patients  with  bulg- 
ing drums,  approximately  50  to  75%  will 
yield  pathogenic  organisms  from  the  middle 
ear  fluid.®  Most  middle  ear  exudates  con- 
tain only  one  bacterial  species,  and  when  two 
ears  are  involved  both  usually  have  a com- 
mon etiology.®  Cultures  of  the  oropharynx 
and  nasopharynx  are  an  unreliable  guide  to 
therapy,  since  there  is  only  a 30  to  50% 
correlation  between  the  results  and  the  caus- 
ative bacteria  in  the  middle  ear.® 

Efforts  to  recover  viruses  from  middle  ear 
fluids  have  not  been  very  successful.  Berg- 
lund  et  ah®  recovered  respiratory  syncytial 
virus  from  the  middle  ear  aspirate  of  in- 
fants hospitalized  for  lower  respiratory  tract 
illness  caused  by  this  virus,  and  neutralizing 
antibodies  to  other  viruses  such  as  adeno- 
virus, and  parainfluenzae  have  been  demon- 
strated in  sterile  middle  ear  exudates.  Hal- 
sted  et  aP  in  a series  of  106  patients  report- 
ed that  50%  of  those  with  bacterial  otitis 
media  had  laboratory  evidence  of  either  viral 
or  mycoplasmal  infection.  Viruses,  by  de- 
stroying the  ciliated  epithelium  of  middle 
ear  mucosa,  may  remove  the  first  line  of 
defense,  thus  permitting  bacterial  invasion 
by  the  common  pathogens.^ 

Bullous  Myringitis 

In  the  management  of  acute  ear  pain,  the 
differentiation  of  a bacterial  from  a viral 
infection  may  not  be  clear.  Again,  in  addi- 
tion to  the  constitutional  finding,  most 
physicians  rely  heavily  on  the  appearance  of 
the  tympanic  membrane.  This  is  especially 
important  in  the  recognition  of  bullous  my- 
ringitis, an  inflammatory  condition  of  the 
tympanic  membrane  which  has  long  been  as- 
sociated with  the  influenza  virus.  This 
process  has  also  been  reported  as  complicat- 
ing the  course  of  measles  and  other  exan- 
thems, and  may  represent  a nonspecific  re- 
action to  mechanical  injury  associated  with 
upper  respiratory  infections.  While  Fien- 
gold®  and  Coffey®  have  cultured  various  bac- 


teria from  ears  with  documented  bullous 
changes,  Bauer“  reported  a series  of  251 
cases  of  bullous  myringitis  in  which  only 
20%  were  treated  as  bacterial  infections  and 
the  majority  of  these  on  the  basis  of  naso- 
pharyngeal cultures. 

The  characteristic  picture  of  bullous  my- 
ringitis is  that  of  a patient  with  a sudden 
onset  of  excruciating  ear  pain,  out  of  pro- 
portion to  the  accompanying  constitutional 
symptoms  and  physical  findings.  The  se- 
verity of  the  pain  is  probably  the  most  im- 
pressive feature  of  the  disease,  frequently 
described  as  “burning”  and  “agonizing.” 
The  pain  is  centered  within  the  ear,  but 
may  radiate  to  the  mastoid  tip,  occiput,  tem- 
poral-mandibular joint,  and  occasionally  the 
face.  The  otalgia  usually  precedes  the  bul- 
lous changes  by  24  to  72  hours,  and  may 
continue  intermittently  for  weeks  as  new 
crops  of  bullae  appear.  Diagnosis  is  estab- 
lished by  the  serous  or  blood  filled  vesicles 
appearing  beneath  the  outer  epithelium  of 
the  drum.  The  bullae  usually  appear  first 
on  the  posterior  canal  wall  in  the  posterior- 
inferior  quadrant  of  the  tympanic  mem- 
brane. Frequently,  only  a diffuse  hyper- 
emic,  dark  pink  drum  is  seen  and  except  for 
its  mobility  with  the  pneumatic  otoscope, 
is  indistinguishable  from  an  acute  bacterial 
otitis  media.  When  the  blister  bursts,  dur- 
ing otoscopy  one  can  see  the  emptied  outer 
epithelial  layers  collapsed  on  the  center 
layer,  with  the  drum  appearing  intact  and 
typically  gray  or  bright  purple.  The  exu- 
date is  odorless,  and  shows  very  few  to  no 
WBCs  or  bacteria.  A helpful  diagnostic 
feature  is  the  preservation  of  hearing  in 
spite  of  the  appearance  of  the  drum.  A 
mild  conductive  hearing  loss,  when  it  does 
occur,  rarely  lasts  longer  than  4 weeks.  The 
acute  phase  usually  lasts  3 to  5 days,  with 
the  tympanic  membrane  regaining  its  nor- 
mal appearance  in  2 to  3 weeks.  Antibi- 
otics and  decongestants  do  not  influence 
the  overall  course  or  recurrence  rate,  which 
is  high,  presumably  due  to  only  brief  im- 
munity and  a variety  of  causative  patho- 
gens. Incision  of  the  vesicles  is  not  recom- 
mended, since  pain  relief  is  variable,  and 
one  risks  secondary  bacterial  invasion. 

Of  further  differential  interest  in  the  di- 
agnosis of  acute  bacterial  otitis  is  the  dis- 
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ease  process  known  as  the  Ramsay-Hunt 
syndrome  or  herpes  zoster  oticus.  This  viral 
inflammation  of  the  seventh  cranial  nerve  is 
characterized  by  the  onset  of  severe  ear 
pain  followed  by  a facial  paralysis  of  the  low- 
er motor  neuron  type.  Tiny  clear  vesicles 
typical  of  herpes  zoster  appear  on  the  meatal 
skin,  tympanic  membrane,  and  auricle,  par- 
ticularly in  the  conchal  refion.  These  fluid- 
filled  vesicles  are  small  compared  to  the 
vividly  colored  blebs  of  bullous  myringitis. 
They  disappear  early  and  may  not  be  seen 
at  all.i^ 

Another  vesicle-like  change  of  the  tym- 
panic membrane  is  the  occurrence  of  ex- 
ternal umbo  blebs.  This  benign  and  inci- 
dental finding  occurs  as  an  intra-epidermal 
lesion  located  in  the  center  of  the  drum  at 
the  tip  of  the  malleus,  or  at  the  umbo.  Vary- 
ing in  size  from  1.5  to  4 mm  in  diameter, 
they  appear  as  a smooth,  glistening  eleva- 
tion, brighter  than  the  rest  of  the  drum. 
The  blebs  have  been  found  to  contain  an 
oily  fluid,  and  it  is  thought  they  represent 
a form  of  lipoid  degeneration  of  the  squam- 
ous epithelium  over  the  umbo  of  the  mal- 
leus. Symptoms  are  absent  and  treatment, 
if  any,  is  simple  incision  and  evacuation ; 
usually  they  disappear  spontaneously.!"* 

When  considering  therapy,  factors  which 
enter  into  the  decision  whether  or  not  to  give 
antibiotics  include  the  clinical  status  of  the 
patient,  the  leucocyte  count,  the  past  his- 
tory, particularly  of  previous  treatment,  and 
the  infectious  diseases  prevalent  at  the  time. 
In  favor  of  early  treatment  of  acute  otitis 
is  a series  by  Lowe,  in  which  25%  of  chil- 
dren with  otitis  media  treated  symptomat- 
ically developed  complications  of  mastoiditis, 
meningitis,  or  significant  hearing  loss.*® 

The  selection  of  an  appropriate  antibiotic 
remains  controversial,  but  cuiTent  investiga- 
tions continue  to  favor  the  use  of  penicillin, 
and  ampicillin,  over  tetracycline  in  most  bac- 
terial upper  respiratory  infections.^- 
Both  Silverstein  et  ah*  and  Coffey®  exam- 
ined middle  ear  aspirates  following  tetra- 
cycline injection,  and  found  that  the  drug 
did  not  reach  adequate  inhibitory  levels 
against  either  Strep  pyogenes  (B-Hemo- 
lytic)  or  Hemophilus.  Others  report  a grow- 
ing resistance  of  Strep  and  Pneumococcus  to 


tetracycline.'!  Stickler*®  at  the  conclusion  of 
four  clinical  trials  found  no  therapeutic  ad- 
vantage in  the  addition  of  sulfa  to  penicillin 
for  middle  ear  infections  in  children.  He  re- 
ported good  clinical  results  with  a single 
injection  of  an  all  purpose  penicillin.  Bass 
et  ah'!  in  a similar  study  found  little  thera- 
peutic difference  between  penicillin  and 
sulfa,  tetracycline,  and  ampicillin  other  than 
a slightly  greater  incidence  of  relapse  with 
tetracycline.  He  concluded  that  ampicillin, 
since  it  is  bactericidal  to  all  the  common  ear 
pathogens,  is  the  single  oral  drug  of  choice 
in  children  under  5 years  of  age. 

The  incidence  of  relapses  of  otitis  media 
cannot  be  entirely  related  to  the  duration  of 
treatment;  the  finding  that  recurrent  infec- 
tions are  frequently  caused  by  different  or- 
ganisms from  those  causing  the  initial  epi- 
sodes, suggests  that  anatomical  relation- 
ships, lymphoid  hyperplasia,  and  impaired 
eustachian  tube  function  predisposes  to  re- 
peated infection  rather  than  a persisting  or- 
ganism in  the  respiratory  tract  or  middle 
ear  after  treatment.®-'! 

Antihistamines  and  decongestants  as  an 
adjunct  to  antibiotics  give  symptomatic  re- 
lief, and  by  reducing  mucous  membrane  con- 
gestion and  rhinorrhea  help  prevent  the  as- 
sociated frequent  nose-blowing  which  forces 
infected  secretions  up  the  eustachian  tube. 

Realizing  that  patients  respond  with  vary- 
ing rapidity  to  a particular  therapeutic 
regime  we  recommend  the  following  course 
of  therapy: 

Children  5 years  and  younger: 

Initial  injection:  Ampicillin  250-500mg 

Oral:  Ampicillin  50mg/kg/day  x 10-14  days 
Adults  and  Children  over  5 years: 

Initial  injection:  300-600,000  U Aqueous  Peni- 

cillin 

plus 

300-600,000  U procaine  Peni- 
cillin 

Oral:  Penicillin  25Cmg  every  6 hours. 

In  the  event  of  penicillin  allergy,  one 
should  then  consider  erythromycin  with 
sulfa  or  tetracycline  below  the  age  of  5 years. 
A standard  systemic  decongestant  for  ex- 
ample, Actifed  1/2  to  1 tsp  two  to  three  times 
per  day  is  recommended. 

Should  a myringotomy  be  done  in  the 
acute  stage? 
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While  many  otologists  argue  that  acute 
middle  ear  infections  must  be  treated  as 
other  pus  filled  cavities,  Roddey'®  et  al  fol- 
lowed two  groups  of  patients  treated  with 
and  without  myringotomy  and  found  no 
difference  in  the  clinical  response  or  hear- 
ing results.  The  present  indications  for 
myringotomy  are: 

1.  Relief  of  severe  pain  in  an  ear  other- 
wise unresponsive  to  analgesics. 

2.  To  obtain  middle  ear  fluid  for  culture. 

3.  To  relieve  the  pressure  of  middle  ear 
exudate  in  a patient  experiencing  labyrin- 
thitis or  facial  paralysis.  Once  the  drum  has 
perforated  either  spontaneously  or  by  my- 
ringotomy, the  external  canal  should  be  kept 
clean  by  dry  mopping  or  with  irrigation  of 
warm  boric  acid  solution.  Antibiotic  ear 
drops  cannot  reach  the  site  of  the  acute  in- 
fection and  are  of  no  curative  value  either 
before  or  after  perforation. ^ Analgesic 
drops  or  warm  oil,  and  the  application  of  ex- 
ternal heat  are  all  helpful  in  symptomatic 
relief. 

Equally  as  important  as  acute  phase  care 
is  the  follow  up  examination.  The  disap- 
pearance of  pain  and  otorrhea  must  not  be 
taken  as  an  unequivocal  sign  of  healing. 
The  average  conductive  hearing  loss  during 
acute  otitis  media  is  approximately  26  deci- 
bels this  should  have  returned  to  normal 
in  2 to  6 months.  However,  from  2 to 
6%  of  children  will  continue  to  show  a 
loss  of  30  to  40  decibels  at  6 months.^® 
This  is  complicated  by  repeated  infections, 
and  increases  the  chances  of  permanent 
hearing  loss  as  well  as  affecting  the  child’s 
progress  in  school.  It  is  the  responsibility 
of  the  treating  physician  to  follow  these 
children  until  hearing  is  audiometrically  nor- 
mal. Possibly  as  accurate  as  the  audiogram 
is  assessment  of  the  mobility  of  the  tym- 
panic membrane  with  a pneumatic  otoscope. 
Good  mobility  and  normal  tuning  fork  re- 
sponses usually  indicate  a healthy  function- 
ing ear. 


Acute  otitis  media  is  a common  ailment 
in  all  ages.  Diagnosis  requires  a knowledge 
of  normal  middle  ear  anatomy,  and  total 
treatment  should  include  aggressive  anti- 
biotic therapy  and  follow  up  examinations 
until  hearing  and  ear  drum  have  returned 
to  normal. 
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Evaluation  of  the  Cervix 


NO  new  technique  in  the  cancer 
field  has  yielded  the  dramatic 
results  of  cytologj*,  particu- 
larly as  applied  to  the  uterine  cervix.  Dr. 
George  Papanicolaou’s  basic  observations 
were  first  reported  in  1928.^  These  ob- 
servations were  refined,  simplified,  and  then 
reported  in  a controlled  clinical  study  in  co- 
operation with  Dr.  Herbert  Traut.^  This 
collaboration  led  to  the  classic  monograph 
in  cytology.  Diagnosis  of  Uterine  Cancer  by 
the  Vaginal  Smear,  published  in  1943.^ 
The  clinical  results  obtained  with  this  tech- 
nique as  a screening  devise  are  well  known. 
The  death  rate  from  uterine  cancer  has 
dropped  50  percent  over  the  past  25  years. 
In  closed  medical  communities,  the  detection 
of  premalignant  (potentially  curable)  cerv- 
ical disease  now  exceeds  the  detection  of 
malignant  invasive  ceiwical  disease.  With 
these  changing  patterns  of  cancer  detection 
and  the  reported  statistical  successes,  cervical 
cytology  has  been  recognized  as  the  signifi- 
cant factor  in  decreasing  the  risk  from 
ceiwical  carcinoma  and  has  become  a routine 
part  of  the  pelvic  examination.  The  purpose 
of  this  paper  is:  (1)  to  review  the  current 
concept  of  a premalignant  cervical  lesion, 
and  (2)  to  outline  an  organized  clinical  ap- 
proach to  evaluation  of  the  uterine  cervix. 

Premalignant  Lesions  of  the  Cervix 
The  concept  of  a histologic  change  in  cer- 
vical epithelium  which  precedes  overt  inva- 
sive carcinoma  is  not  new.  The  extensive 
use  of  cervical  cytology  has  given  impetus 
to  earlier  discovery  and  study  of  these  le- 
sions. A growing  body  of  clinical  and  lab- 
oratory studies  indicate  that  cervical  epi- 
thelium demonstrates  a continuum  of  his- 
tocytologic  changes  which  may  be  related 
to  each  other,  eventuating  in  invasive  epider- 
moid carcinoma.  If  this  concept  is  correct, 
then  a public  health  program  for  early  de- 
tection of  premalignant  changes  and  proper 
therapy  would  virtually  eliminate  cervical 
malignancy. 

The  evidence  to  support  this  concept  of  a 
premalignant  lesion  (dysplasia,  carcinoma- 
in-situ)  is  both  clinical  and  laboratory.  Clin- 
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ical  studies  have  indicated:  (1)  a variable 
rate  of  progression  to  increasing  severe 
changes  of  the  epithelial  abnormality,  (2)  the 
incidence  of  carcinoma-in-situ  is  comparable 
to  that  of  squamous  cell  carcinoma,  (3)  that 
the  mean  age  of  appearance  of  the  pre- 
malignant lesions  is  6 to  10  years  earlier 
than  that  of  cervical  carcinoma,  (4)  Jewish 
women  have  a decreased  incidence  of  pre- 
malignant as  well  as  invasive  lesions  of  the 
cervix,  (5)  commonly  associated  histology 
of  malignant  and  premalignant  patterns  co- 
exist in  the  same  cervix,  and  (6)  a continu- 
um of  cytologic  changes  is  shed  from  the  pre- 
malignant and  maligant  cervix. 

Induction  of  invasive  malignancy  in  ex- 
perimental animals  has  been  attempted  by 
several  investigators.  Using  20-Methyl 
Cholanthrene  applied  to  the  vagina  and 
cervix  in  mice,  a spectrum  of  premalignant 
and  invasive  epithelial  abnormalities  have 
been  produced.  Kaminetzky,  using  Podo- 
phyllin,  has  produced  a spectrum  of  dysplas- 
tic  premalignant  lesions  in  the  cervix  of 
mice.-*  After  studying  the  growth  character- 
istics of  normal  squamous  cervical  epithelium 
and  epithelium  from  a broad  spectrum  of 
increasingly  severe  premalignant  lesions  in 
tissue  culture,  Richart  commented  that  there 
were  remarkable  differences  in  cell  behavior 
and  morphology  between  normal  and  ab- 
normal cells.  No  differences  were  noted, 
however,  between  cells  from  dysplasia  and 
carcinoma-in-situ  lesions. ^ Using  autoradio- 
graphic nuclear  labelling  techniques,  Richart 
has  shown  an  increasing  mitotic  rate  when 
comparing  normal  to  dysplastic  and  then 
dysplastic  to  carcinoma-in-situ  types  of 
cervical  epithelium.®  Electron  microscopic 
study  of  these  premalignant  lesions  has 
shown  a common  pattern  of  decreased  des- 
mosomes,  which  are  important  in  cell  to  cell 
contact,  in  both  dysplasia  and  carcinoma-in- 
situ  lesions." 
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These  studies  individually  are  not  suffi- 
cient to  warrant  the  interpretation  of  a pre- 
malignant  continuum ; taken  together,  how- 
ever, they  offer  compelling  evidence  to  sup- 
port this  concept  of  a premalignant  lesion. 
Accepting  this  interpretation,  the  clinician’s 
responsibility  is  to:  (1)  provide  adequate, 

well  prepared,  cytologic  specimens  to  the 
cytopathologist,  and  (2)  to  evaluate  the 
cervix  (in  conjunction  with  the  cytology) 
to  detect  areas  of  premalignant  epithelium. 

Evaluation  of  the  Cervix 
(1)  Cytology:  As  clinicians,  our  partici- 
pation in  the  recognition  of  cytologic  ab- 
normality is  limited  to  providing  the  best 
smears  possible  to  the  laboratory  for  their 
processing  and  evaluation.  A united  opinion 
concerning  the  best  method  for  obtaining  op- 
timal specimens  has  emerged  from  a number 
of  clinics  doing  volume  cytologric  screening. 
The  combined  use  of  a cervical  spatula  for 
the  visible  portion  of  the  cervix  and  an 
aspirate  or  swab  from  the  endocervical  area 
gives  the  most  reliable  cytologic  material 
for  accurate  results.  The  cytologist  can 
more  appropidately  evaluate  the  cell  popula- 
tion if  provided  additional  data  such  as  the 
last  menstrual  period,  the  patient’s  age,  re- 
cent cervical  cautery  or  surgery,  use  of  en- 
docrine medications,  and  previous  therapy 
for  genital  malignancy.  The  technical  pro- 
cessing of  the  smear  in  the  cytologic  lab- 
oratory need  not  concern  the  clinician ; how- 
ever, the  report  eminating  from  the  cyto- 


logic laboratory  is  of  value  and  needs  cor- 
rect interpretation.  There  are  several 
methods  of  reporting  cytologic  results.  Each 
physician  is  charged  with  the  responsibility 
of  communicating  with  the  laboratory  facil- 
ity so  a mutual  understanding  exists  be- 
tween the  cytopathologist  and  the  clinician. 
It  must  be  remembered  that  a cytology  re- 
port indicating  cellular  abnormalities  creates 
a suspicion  and  is  not  a diagnosis. 

(2)  Clinical  evaluation:  The  most  im- 

portant aspect  of  using  cervical  cytology  as 
a diagnostic  tool  is  to  relate  it  to  the  patient. 
An  approach  to  evaluation  of  the  cervix  I 
have  found  useful,  is  illustrated  in  Tables 
1 and  2.  Table  1 indicates  evaluation  of  the 
abnormal  cervix.  When  a cytologic  report 
indicates  no  abnormal  cells  and  clinically 
the  cervix  has  an  abnoraial  appearance,  the 
abnormal  areas  must  be  biopsied.  False 
negative  cytologic  reports  range  from  3 to 
10  percent.  The  presence  of  a large  exo- 
phytic invasive  carcinoma  is  notorious 
among  cytologists  for  its  false  negative 
rate.*  Cold  knife  conization  is  reserved  for 
evaluation  when  the  biopsy  from  the  suspi- 
cious area  fails  to  reveal  an  epithelial  ab- 
normality consistent  with  the  cytologic  ab- 
normality. 

Evaluation  of  the  normal  appearing  cervix 
shedding  abnormal  cells  (Table  2)  is  a real 
challenge  to  the  clinician.  To  find  the  ab- 
normal epithelium  requires  persistent  detec- 
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tive  work  using  one  or  more  of  several  ac- 
ceptable techniques: 

1.  Differential  Staining  of  the  Cervical 
Epithelium — 

Schiller’s  Test  — Lugol  (Iodine)  solu- 
tion applied  to  the  cervix,  stains  nor- 
mally mature  epithelial  cells  contain- 
ing glycogen  a deep  mahogany  color. 
Generally  areas  from  an  abnormal 
cellular  growth  pattern  (dysplasia, 
carcinoma-in-situ)  do  not  have  gly- 
cogen and,  therefore,  do  not  stain. 

Toluidine  Blue  — This  is  a nuclear 
vital  stain  applied  to  the  cervix  after 
a dilute  (3  to  5 percent)  acetic  acid 
wash.  Destaining  of  the  cervix  with 
a dilute  acetic  acid  solution  allows 
areas  with  larger  nuclei  (premalig- 
nant  areas,  more  nuclear  area  per  unit 
space)  to  retain  the  deep  blue-purple 
stain  while  areas  of  normal  epithelium 
destain  uniformly.® 


2.  Colposcopy  — This  is  a binocular  mi- 
croscopic lens  mounted  to  allow  for 
visualization  of  the  cervix  with  10 
to  20  times  surface  magnification. 
Abnormal  vascular  patterns  made 
more  prominent  by  acetic  acid  clean- 
ing are  detectable  which  have  been 
corelated  with  areas  of  cellular  ab- 
normality. 

3.  Biopsy  — Several  techniques  of  tissue 
sampling  may  be  used  to  obtain  ade- 
quate specimens  for  diagnosis.  The 
random  four  quadrant  cervical  biopsy 
of  a normal  cervix  is  not  adequate  in 
view  of  the  small  area  these  lesions 
may  occupy.  The  use  of  step  biopsies 
to  include  the  entire  squamo-columnar 
area  and  cold  knife  conization  have 
been  the  most  popular  and  accepted 
biopsy  techniques  in  the  normal  ap- 
pearing cervix. 

The  use  of  differential  staining  and  col- 
poscopy allow  the  clinician  an  opportunity 
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to  localize  the  epithelial  abnormality,  submit- 
ting specific  abnormal  tissue  to  the  path- 
ologist, obviating  the  hospitalization  and 
complications  of  cervical  conization. 

When  tissue  confirmation  and  correlation 
with  the  cytology  does  not  result  from  this 
planned  evaluation  of  the  cervix,  the  patient 
must  be  followed  closely.  If  smears  are  re- 
peatedly abnormal,  reinvestigation  is 
warranted.  A detailed  discussion  and  re- 
view of  the  cytology  and  pathologic  material 
with  the  cytopathologist  and  clinician  is 
mandatoi'y  before  appropriate  study  can  be 
concluded. 

Conclusion 

The  abnormal  smear: 

1.  is  the  result  of  meticulous  attention  to 
technique  in  obtaining  cellular  ma- 
terial and 

2.  is  useful  only  if  properly  interpreted 
by  the  cytologist  to  the  clinician  and 

3.  can  be  life-saving  if  applied  to  the 
study  of  the  cervix  in  a logical  se- 
quence of  diagnostic  steps  resulting 
in  proper  therapy. 
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Surgical  Repair  of  Left  Ventricular 
Aneurysm  Secondary  to  Coronary 
Artery  Insufficiency* 


Traditionally,  a left  ven- 
tricular aneurysm  has  been 
associated  with  either  syphilis, 
myocarditis,  tuberculosis,  or  trauma.  Now, 
coronary  atherosclerosis  wdth  occlusion  of 
the  anterior  descending  branch  of  the  left 
coronary  artery  is  the  causative  factor  in 
the  majority  of  patients  with  this  type  of 
aneurysm.  Knowledge  of  this  lesion  is  im- 
portant as  it  occurred  in  10  to  38  percent 
of  the  patients  who  survived  a myocardial 
infarction. 1 Schlichter  and  associates  noted 
only  a meager  27  percent  three-year  survival 
rate  once  the  diagnosis  was  confirmed. ^ With 
such  a poor  prognosis,  careful  evaluation  is 
necessary  for  all  patients  between  35  and 
65  years  of  age  who  have  survived  a myo- 
cardial infarction.  Especially  important  to 
evaluate  in  teiTns  of  cinecoronary  arteriog- 
raphy and  ventriculography  are  those  pa- 
tients who  develop  symptoms  following  a my- 
ocardial infarction. 

Once  a diagnosis  was  made,  little  help  was 
available  for  the  patient  prior  to  the  advent 
of  open  heart  surgery.®  In  1944,  Beck  re- 
ported the  first  attempt  at  surgical  repair 
of  an  aneurysm.^  Reduction  in  the  size  of 
the  lesion  was  accomplished  by  suture  plica- 
tion, but  the  patient  died  5 weeks  later  due 
to  bronchitis  and  encephalomalacia.  Bailey, 
in  1958,  described  the  survival  of  5 of  6 
patients  after  the  excision  of  the  postinfarc- 
tion aneurysm  by  a closed  technique.® 

In  1958,  Cooley  and  co-workers  reported 
the  successful  treatment  of  a patient  with  a 
left  ventricular  aneurysm  by  utilization  of 
extracorporeal  circulation.®  IMore  recently, 
Cooley  reported  that  24  of  37  patients  (64.8 
percent)  with  a left  ventricular  aneurysm 
survived  5 or  more  years. This  is  a marked 
improvement  over  the  medical  therapy  for 
ventricular  aneurysm  as  reported  by  Schlich- 
ter.® 


STEPHEN  W.  CARVETH,  M.D. 
and 

HERBERT  E.  REESE,  M.D. 

Lincoln,  Nebraska 

Diagnosis 

The  diagnosis  of  a left  ventricular  aneu- 
rysm is  suspected  in  a patient  who  is  con- 
valescing from  a myocardial  infarction  and 
who  develops  episodes  of  either  left  ven- 
tricular failure,  serious  rhythm  disturbance, 
or  embolic  problems.  The  patient  with  a 
symptomatic  aneurysm  is  usually  chronically 
ill  and  requires  close  medical  supervision. 
The  degree  of  disability  is  related  to  the  size 
of  the  aneurysm,  to  the  degree  of  associated 
paradoxic  motion  and  to  the  extent  of  the 
residual  coronary  artery  disease.  Disease  in 
both  the  anterior  descending  branch  of  the 
left  coronary  artery  and  the  right  coronary 
artery  has  a less  favorable  prognosis  than 
a patient  with  disease  in  only  the  anterior 
descending  artery.  The  patient  with  left 
ventricular  aneurysm  is  generally  hospital- 
ized repeatedly  for  treatment  of  either  con- 
gestive heart  failure,  of  ventricular  tachy- 
cardia, or  of  recurrent  embolic  phenomena. 
Actual  rupture  of  the  aneurj^sm  is  rare,  once 
the  thick  fibrous  replacement  of  the  de- 
stroyed myocardium  has  occuiTed.  Defini- 
tive diagnosis  is  made  by  cinecoronary  ar- 
teriography and  ventriculography.  This 
study  usually  illustrates  an  obstructed  an- 
terior descending  branch  of  the  left  coronary 
arteiy  and  the  to-and-fro  motion  of  contrast 
material  as  the  incompetent  left  ventricle 
attempts  to  empty  its  contents. 

Surgical  Treatment 

The  recommendation  for  surgical  repair  of 
a ventricular  aneurysm  was  based  on  the 
premise  that  life  expectancy  will  be  length- 
ened and  complete  rehabilitation  a distinct 

•Read  at  the  21st  Annual  Meeting  of  Southwestern  Surgical 
Congress  at  Stateline.  Nevada,  1969. 
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possibility.®  Surgical  prognosis  can  be  esti- 
mated by  review  of  the  selective  coronarj' 
arteriography  films.  The  presence  of  dif- 
fuse coronary  artery  disease  with  elevated 
end  diastolic  pressure  would  markedly  raise 
the  operative  risk.  However,  the  finding 
of  a right  coronary  artery  and  circumflex  ar- 
tery nearly  free  of  disease  in  a patient  with 
a symptomatic  left  ventricular  aneurysm 
would  reinforce  the  need  for  operation  at  a 
relatively  low  risk. 

The  patient  was  anesthetized  in  the  su- 
pine position  and  central  venous  and  mean 
arterial  pressure  monitors  developed.  A 
primary  longitudinal  sternotomy  incision 
was  made  and  the  heart  exposed  following 
a longitudinal  pericardiotomy.  The  peri- 
cardium was  at  times  adherent  to  the  aneu- 
rysm and  was  allowed  to  remain  so  until  by- 
pass instituted.  A single  large  caliber  plas- 
tic cannula  was  placed  in  the  right  atrium 
for  venous  outflow,  and  a 22  to  24  plastic 
cannula  inserted  into  the  common  femoral 
artery  for  the  arterial  return.  As  bypass 


was  instituted,  blood  flowed  from  the  right 
atrium  by  low  vacuum  into  the  Mayo-Gib- 
bon vertical  sheet  oxygenator.  Normother- 
mic  oxygenated  blood  was  filtered  and 
pumped  back  at  a flow  rate  of  2.0  to  2.4 
liters  per  minute  per  meter  squared. 

Before  the  aneurysm  was  excised,  the 
aorta  was  cross-clamped  to  help  prevent  the 
escape  of  emboli  from  mural  thrombi  within 
the  aneurysm.  The  aneurysm  was  entered 
in  its  central  portion  and  all  mural  thrombi 
removed  (Figure  1).  At  this  point,  the  aor- 
tic clamp  was  released  to  promote  coronary 
artery  perfusion.  The  aneurysm  was  re- 
sected in  its  entirety  except  for  a narrow 
perimeter  of  fibrinous  scar  tissue.  Left  ven- 
tricular closure  was  accomplished  in  layers 
with  continuous  0 and  2-0  mersilene  suture 
which  incorporated  the  tough  rim  of  scar 
tissue  (Figure  2).  As  the  closure  progressed 
the  ventricular  cavity  was  filled  with  blood 
and  all  air  expressed.  As  satisfactory  car- 
diac hemodynamics  returned,  bypass  was 
gradually  discontinued. 


Figure  1.  Diagram  which  illustrates  technique  used  for  excision  of  left  ven- 
tricular aneurysm.  Single  catheter  in  right  atrium  is  possible  with  low  vacuum 
pump  for  venous  return. 
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Two  case  reports  successfully  utilizing  this 
technique  follow: 

Case  I 

The  patient  was  a 35-year-old  white 
female  and  was  admitted  to  the  Coro- 
nary Care  Unit  in  December,  1965  with 
severe  anterior  chest  pain.  A diagnosis 
of  anterolateral  myocardial  infarction 
was  confirmed  by  electrocardiogram 
and  she  was  treated  accordingly.  No 
history  of  pre-existing  heart  disease  was 
obtained  from  the  patient.  Adequate 
rest  was  followed  in  the  early  post- 
infarction period.  Over  the  next  year 
she  noted  exertional  dyspnea  after  5 
blocks  of  walking  and  after  2 flights  of 
stairs.  She  experienced  2 episodes  of 
congestive  failure  of  a minor  degree.  In 
October,  1967  she  was  readmitted  to 
the  hospital  for  severe  acute  pulmonary 
edema,  and  responded  to  medical  ther- 
apy. One  month  later  selective  coro- 
nary arteriography  and  ventriculogra- 
phy was  performed.  The  right  coronary 


and  left  circumflex  arterial  systems 
filled  without  evidence  of  significant 
disease.  The  anterior  descending  branch 
of  the  left  coronary  artery  was  mark- 
edly stenosed  just  beyond  its  origin,  and 
the  remaining  artery  was  of  a diminu- 
tive nature  (Figure  3).  The  left  ven- 
tricular pressure  was  120/7  to  120/31 
and  the  left  ventricular  end  diastolic 
pressure  was  7-31  millimeters  of  Mer- 
cury. Left  ventriculography  showed  loss 
of  contractility  of  the  entire  anterior 
wall  of  the  left  ventricle.  The  ventricu- 
lar cavity  did  not  empty  well  and  consid- 
erable pooling  and  turbulence  of  con- 
trast material  was  noted. 

Physical  examination  revealed  a short, 
stocky  female  whose  blood  pressure  was 
150/100  in  the  left  arm  in  the  sitting 
position.  Her  pulse  was  74  and  regu- 
lar. A Grade  II/IV  high  frequency 
murmur  was  heard  at  the  apex  and 
along  the  left  stenial  border.  Auscul- 
tation of  the  chest  was  clear  and  the 


Fitfure  2.  Schematic  drawinK  which  illustrates  multi- 
ple layered  closure  of  ventriculostomy. 


Figure  3.  Drawing  which  illustrates  obstructed  an- 
terior descending  branch  of  left  coronary  arteo*  and 
abnormal  cardiac  contour  produced  by  the  aneurysm. 
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liver  was  not  enlarged.  Chest  x-ray 
showed  no  obvious  chamber  enlarge- 
ment, and  electrocardiogram  was  con- 
sistent with  the  presence  of  anterolat- 
eral injury.  In  November,  she  was  tak- 
en to  the  operating  room  and  following 
anesthetization,  the  heart  exposed  from 
a longitudinal  median  sternotomy.  The 
aneurysm  and  area  of  infarction  mea- 
sured 3 X 5 cm  in  the  anterolateral  wall 
of  the  left  ventricle.  The  ventricle  was 
no  more  than  3 mm  thick  in  some  areas. 
Normothermic  extracorporeal  circula- 
tion was  instituted  and  maintained  for 
38  minutes  as  the  aneurysm,  mural 
thrombus,  and  the  infarcted  wall  of  the 
left  ventricle  were  resected.  The  re- 
maining ventricle  was  reconstructed 
utilizing  3 layers  of  non-absorbable  su- 
ture. The  absence  of  total  cross  clamp- 
ing of  the  aorta  allowed  good  myocar- 
dial perfusion  except  for  the  occasional 
brief  period  of  aortic  cross  clamping  at 
the  beginning  and  at  the  completion  of 
the  bypass  procedure.  As  the  patient 
was  weaned  from  the  heart-lung  ma- 
chine, noiTnal  sinus  mechanism  ensued 
and  a systolic  cuff  pressure  of  100  was 
noted.  The  myocardial  contractions 
were  much  more  vigorous  than  those 
noted  prior  to  resection  of  the  aneurysm. 
The  incision  was  closed,  and  her  entire 
postoperative  course  was  quite  smooth 
and  uneventful.  She  was  discharged 
from  the  hospital  on  the  ninth  post- 
operative day.  She  has  been  an  active 
housewife  without  any  physical  dis- 
ability through  her  second  postoperative 
year. 

Case  II 

A 49-year-old  white  male  developed 
increasing  soreness  of  his  left  arm  and 
hand  for  three  days  before  he  developed 
severe  left  chest  pain  which  required 
hospitalization.  He  was  admitted  to  the 
Coronary  Care  Unit,  and  numerous  pre- 
mature contractions  were  controlled  by 
administration  of  intravenous  Lido- 
caine.  His  electrocardiogram  confirmed 
the  presence  of  an  acute  anterolateral 
myocardial  infarction  and  was  so  treat- 
ed. Ambulation  was  avoided  in  the 
early  postinfarction  period.  He  was 


discharged  from  the  hospital  in  3 weeks 
and  returned  1 week  later  because  of 
dyspnea  and  palpitation.  On  this  admis- 
sion the  initial  electrocardiogram  showed 
supraventricular  tachycardia  and  1 hour 
later  he  developed  ventricular  tachy- 
cardia. He  responded  to  synchronized 
cardioversion. 

Physical  examination  revealed  a tall, 
thin,  male  whose  blood  pressure  was 
118/70  in  the  sitting  position.  The 
pulse  was  74,  and  regular.  No  cardiac 
murmurs  were  heard,  and  an  apical 
thrust  was  absent.  The  chest  x-ray 
showed  a prominent  knob  in  the  upper 
portion  of  the  left  ventricle  in  the  left 
anterior  oblique  position. 

Coronary-cine-arteriography  was  ac- 
comlished  and  indicated  the  presence  of 
an  obstructed  anterior  descending 
branch  of  the  left  coronary  artery. 
Moderately  severe  atherosclerotic  occlu- 
sive disease  was  noted  in  the  circum- 
flex and  to  a lesser  extent  in  the  right 
coronary  artery.  The  ventriculogram 
indicated  the  large  aneurysm  in  the  an- 
terolateral aspect  of  the  left  ventricle. 
The  end  diastolic  pressure  in  the  left 
ventricle  was  16. 

The  patient  was  taken  to  the  operating 
room  and  anesthetized.  The  heart  was 
exposed  as  previously  described,  and 
the  pericardium  was  tightly  adherent  to 
the  aneurysm.  Excellent  normothermic 
extracorporeal  circulation  was  instituted 
and  maintained  for  33  minutes.  The 
left  pleural  space  was  opened  as  the 
pericardium  overlying  the  aneurysm 
was  dissected  free  but  left  attached  to 
the  aneurysm.  The  aorta  was  momen- 
tarily cross-clamped  as  t h e aneurysm 
was  entered,  and  the  mural  thrombus  re- 
moved. The  aortic  clamp  was  released 
to  allow  myocardial  perfusion  as  the 
aneurysm  was  resected  and  the  ventricle 
repaired  in  three  layers.  The  aneurysm 
measured  5 by  11  cm.  Prior  to  place- 
ment of  the  final  sutures,  the  aorta  was 
again  cross-clamped,  the  lungs  inflat- 
ed, and  all  air  expressed  from  cardiac 
chambers.  As  bypass  was  gradually  dis- 
continued, a normal  sinus  mechanism 
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followed  and  a systolic  cuff  pressure  of 
90  obtained.  Myocardial  contractions 
were  vigorous  as  the  incision  was  closed. 
His  postoperative  course  was  slow  but 
showed  constant  improvement,  and  he 
w'as  discharged  on  the  13th  postopera- 
tive day.  Patient  remains  asympto- 
matic on  exertion  24  months  following 
surgery. 

Comment 

Clinical  history  of  these  2 patients  clear- 
ly indicates  the  major  reasons  for  repair  of 
a left  ventricular  aneurysm.  In  the  first  pa- 
tient, repeated  episodes  of  left  ventricular 
failure  were  probably  secondary  to  the  dis- 
ruption of  the  stroke  output  by  the  para- 
doxic action  of  the  aneurysm.  The  aneu- 
rysm was  more  readily  distensible  than  the 
more  normal  left  ventricular  cavity  and  so 
some  of  the  usual  diastolic  stretch  of  the 
heart  muscle  was  lost.  Thus,  the  normal 
myocardial  fibers  were  at  less  than  optimal 
stretch  for  maximum  myocardial  contrac- 
tion. Also  the  paradoxic  distention  of  the 
aneurysm  during  systole  compromises  the 
efficiency.  The  second  patient  had  repeat- 
ed episodes  of  ventricular  tachycardia  which 
probably  occurred  due  to  the  increased  ir- 
ritability of  the  left  ventricular  myocardium 
from  the  presence  of  an  aneurysm  and  mural 
thrombus.  It  was  of  interest  to  note  that 
both  patients  were  not  allowed  early  ambu- 
lation or  activity  which  was  thought  by 
some  investigators  to  be  a causative  factor 
in  the  development  of  a left  ventricular 
aneurysm. 

Temporary  heart  lung  bypass  allowed  pre- 
cise excision  and  repair  of  the  lesion.  This 
mode  of  treatment  also  allowed  inspection 
of  the  remaining  myocardial  papillary  mus- 
cles and  chordae  tendineae  of  the  mitral 
valve.  In  addition,  cardiopulmonary  by- 
pass, rather  than  a closed  technique,  allowed 
careful  removal  of  mural  thrombi  which  were 
present  in  both  patients. 

iMedical  therapy  for  a patient  with  a ven- 
tricular aneurysm  at  best  supports  only  that 
portion  of  the  myocardium  spared  by  the 
previous  myocardial  infarction  and  should 
not  be  considered  as  definitive  therapy.  Be- 
cause of  the  poor  results  of  medical  therapy 
with  these  patients,  every  patient  who  is 
known  to  have  a symptomatic  ventricular 


aneurysm  should  receive  consideration  for 
elective  cardiac  surgerj"  for  repair  of  this 
lesion. 

Summary 

Development  of  left  ventricular  aneurysm 
from  an  anterior  myocardial  infarction  is  a 
serious  complication  and  usually  has  a pro- 
found effect  on  the  cardiac  hemodynamics. 
This  complication  should  be  suspected  in  any 
patient  who  survives  an  acute  myocardial 
infarction  but  who  becomes  a cardiac  cripple 
due  to  either  repeated  episodes  of  left  ven- 
tricular failure,  repeated  episodes  of  serious 
ventricular  arrhythmias,  or  repeated  system- 
ic embolic  episodes.  The  development  of 
any  one  of  these  three  symptoms  is  a major 
indication  for  the  repair  of  the  left  ven- 
tricular aneurysm.  Accurate  excision  of  the 
aneurysm  and  reconstruction  of  the  left  ven- 
tricular wall  through  the  use  of  cardiopul- 
monary bypass  is  not  only  quite  feasible  but 
also  can  be  done  with  a low  mortality  if  the 
remaining  coronary  disease  is  minimal.  The 
technique  described  in  this  paper  was  recent- 
ly successfully  utilized  in  2 patients.  The 
open  technique,  as  opposed  to  the  closed 
technique,  provided  adequate  inspection  of 
the  ventricular  cavity,  adequate  management 
of  the  mural  thrombi,  excellent  restoration 
of  the  left  ventricular  function  and  removal 
of  the  focus  of  ventricular  irritability. 
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Propranolol  and  Procainamide  in  the 
Treatment  of  Ventricular  Tachycardia 


PRECORDIAL  electroshock  has 
been  used  with  considerable 
effectiveness  on  continuous 
ventricular  arrythmias;  however,  persistent 
intermittent  ventricular  arrythmias  often 
present  a situation  that  is  very  difficult  to 
control.  These  are  often  symptomatic  and 
require  the  urgent  use  of  pharmocological 
means  of  maintaining  regular  sinus  rhythm. 
Recent  literature  includes  numerous  refer- 
ences to  the  successful  use  of  propranolol 
in  these  cases,  only  an  occasional  reported 
case  is  noted  using  a combination  of  this 
with  other  antiarrythmic  agents.  Rather 
rare  is  the  necessity  of  using  propranolol 
with  procainamide  after  all  other  agents, 
such  as  lidocaine  and  diphenylhydantoin, 
have  failed.  Such  a case  is  presented  below. 

Case  Report 

A 61  year  old  white  male  was  hos- 
pitalized after  having  been  seen  in  the 
office  by  the  author,  complaining  of 
shortness  of  breath  with  periods  of 
rapid  pulse  for  several  days.  A cardio- 
gram revealed  an  intermittent  ventricu- 
lar tachycardia. 

At  the  time  of  admission,  the  patient 
was  apprehensive  and  had  an  apical 
pulse  of  160,  blood  pressure  120/60  mm 
Hg.  The  heart  was  not  enlarged,  and 
congestive  failure  was  not  present. 
Further  physical  examination  including 
neurological  was  not  significant. 

Laboratory  data  — hemoglobin : 16.2, 
hematocrit:  44%,  WBC  12,400,  with  a 
normal  differential.  Urinalysis:  1-|- 
albumin,  specific  gravity  1.025,  SCOT 
22  units,  CPK  35  units,  serum  chloride 
107  Meg/L,  BUN  22,  FBS  100,  LDH 
410  units.  Chest  x-ray  was  normal. 

The  patient  was  started  on  quinidine 
6 gr  immediately  and  3 gr  q 2 h.  Two 
and  a half  hours  following  admission, 
the  patient  complained  of  generalized 
pain  and  discomfort,  and  developed  a 
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slight  macular  rash  and  nausea.  The 
BP  dropped  to  70/0,  with  an  apical 
pulse  of  180.  Digitalization  and  vaso- 
pressors were  utilized.  Because  of  the 
possibility  of  a reaction  to  quinidine, 
it  was  discontinued.  The  BP  rose  to 
112/64,  but  the  pulse  rate  remained  at 
160. 

By  the  next  morning  there  was  con- 
tinued improvement,  but  the  arrythmia 
persisted.  The  laboratory  values  were 
unchanged.  After  receiving  1.75  mg 
of  digoxin,  the  patient  developed  multi- 
focal ventricular  beats,  with  a failure 
to  terminate  the  mechanism,  as  shown 
in  Figure  1.  Digoxin  was  discontinued, 
and  the  pulse  returned  to  180,  as  the 
arrythmia  became  constant.  During 
this  time,  potassium  and  diphenylhy- 
dantoin had  no  effect.  Procainamide- 
hydrochloride  500  mg  was  given  every 
2 hours.  The  patient  received  a total 
of  6,700  mg  of  the  agent  before  a change 
was  noted,  when  a severe  conduction 
change  occurred:  but  still  the  mech- 
anism persisted.  Procainamide  hydro- 
chloride was  continued,  250  mg  q 4 h. 
Due  to  the  deterioration  of  the  patient, 
and  persistence  of  the  abnormality  pro- 
pranolol hydrochloride  30  mg  q 4 h was 
added  to  the  regimen.  Two  hours  fol- 
lowing administration  of  the  initial 
dosage  of  propranolol,  a regular  sinus 
rhythm,  with  a pulse  rate  of  54  was 
established.  This  coincided  with  a re- 
turn to  near  noiTnal  of  the  patient’s 
clinical  condition.  The  combined  ther- 
apy was  continued  q 4 h,  then  reduced 
to  q 6 h.  At  this  time  the  BP  remained 
at  90/50,  with  a pulse  of  54. 

The  dosage  of  procainamide  hydro- 
chloride was  reduced  to  3 times  daily. 
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Figure  1.  A lead  2 shortly  after  admission  on  5-24  showing  intermittent  ventricular  tachycardia  obtained  with 
nine  grains  of  quinidine.  After  a hypotensive  episode  and  reaction  to  quinidine,  the  arr>*thmia  continued  on  5-25.  Multi- 
focal ventricular  beats  occurred  on  6-26  after  administration  of  1.75  mg  of  digoxin,  which  was  discontinued  on  5-27  ” 
resulting  in  return  of  continuous  tachycardia.  After  receiving  6,700  mg  of  procainamide,  a conduction  alteration 
occurred,  but  the  abnormal  mechanism  persisted.  Two  hours  after  propranolol  30  mg  four  times  daily  was  added  to 
the  regimen  of  procainamide  250  mg  QID,  regular  sinus  rhythm  was  established  on  5-29.  Subsequent  altering  of 
either  the  procainamide  or  propranolol  dosage  resulted  in  recurrence  of  the  arrythmia  as  seen  on  6-6.  The  patient  was 
dismissed  from  the  hospital  on  6-11  on  procainamide  250  mg  four  times  daily  and  propranolol  30  mg  four  times  daily. 
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which  resulted  in  a return  of  the  ven- 
tricular focus.  This  was  corrected  by 
returning  the  dosage  to  4 times  a day. 
Propranolol  hydrochloride  was  reduced 
to  20  mg  4 times  daily,  which  also  re- 
sulted in  the  development  of  the  ar- 
r>dhmia.  Attempts  to  reduce  either 
dosage  caused  a return  of  the  arryth- 
mia.  The  patient  remained  in  normal 
sinus  rhythm  as  long  as  both  agents 
were  used.  Therefore  the  patient  was 
dismissed  from  the  hospital  on  procain- 
amide hydrochloride  250  mg  4 times 
daily,  and  propranolol  hydrochloride  30 
mg  4 times  daily. 

Subsequent  outpatient  trials  at  alter- 
ing the  dosage  or  the  times  of  admin- 
istration resulted  in  a recurrence  of  a 
premature  ventricular  beat.  The  pa- 
tient has  since  remained  controlled  and 
asymptomatic  on  the  prescribed  regi- 
men. 

Comment 

The  first  use  of  beta-adrenergic  receptor 
blockade  to  produce  bradycardia  was  report- 


ed by  Blank  and  Stephenson^  in  1962,  and 
Stock  and  Dale^  and  others  continued  to 
make  clinical  investigations  regarding  its 
clinical  use  in  controlling  ventricular  arryth- 
mias  associated  with  digitalis  intoxication. 
Dreifus  et  al*  reported  the  necessity  of  using 
Propranolol  with  quinidine  for  an  occasional 
intermittent  ventricular  tachycardia.  There 
is  noted  the  similarity  in  the  action  of  Pi’O- 
pranolol  and  procainamide  in  decreasing  the 
pacemaker  activity,  depolarization  rate,  con- 
duction velocity,  and  increasing  the  refrac- 
tory period.  The  increase  in  effectiveness 
of  the  electrophysiologic  properties  of  Pro- 
cainamide in  addition  to  the  secondary  beta- 
adrenergic  blocking  effect  of  Propranolol  is 
apparently  necessary  to  control  some  tachy- 
arrythmias as  was  noted  in  this  case. 
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Polycystic  Ovary  Syndrome 


Background 

IRVING  F.  Stein  and  Michael 
L.  Leventhal  in  1935  first  de- 
scribed a new  endocrinologic 
syndrome  characterized  by  bilateral  poly- 
cystic ovaries  accompanied  by  amenorrhead 
In  addition  to  amenorrhea  and  enlargement 
of  the  ovaries,  Stein  and  Leventhal  noted 
masculinizing  changes  in  some  patients,  con- 
sisting largely  of  hirsutism  without  hyper- 
trophy of  the  clitoris.  The  uteri  in  these 
patients  were  either  normal  or  smaller  and 
firmer  than  normal.  Since  that  time  nu- 
merous additional  cases  have  been  report- 
ed,2-5  including  a large  number  of  rather 
heterogeneous  patients  similar  mostly  in  the 
presence  of  amenorrhea  and  some  degree  of 
hirsutism.  As  in  the  case  of  other  syn- 
dromes, a number  of  similar  conditions  have 
been  separated  out  and  properly  classified  as 
we  become  increasingly  sophisticated  diag- 
nostically.® The  polycystic  ovary  syndrome 
is  now  a fairly  well  established  entity.  This 
case  illustrates  all  the  classic  features  of  this 
syndrome  including  response  to  wedge  re- 
section therapy. 

Case  Report 

The  patient  is  an  unmarried  white  fe- 
male who  was  first  seen  in  consultation 
at  the  age  of  28  complaining  of  progres- 
sive hair  growth  on  the  face  and  body 
of  15  years  duration.  She  had  first  con- 
sulted a physician  two  years  earlier, 
complaining  of  pains  in  the  left  lower 
abdomen  which  were  aggravated  by 
bowel  movement.  At  that  time  a his- 
tory was  obtained  of  oligomenorrhea. 
She  had  menstruated  only  six  or  seven 
times  in  her  entire  life,  the  first  time 
being  at  age  17.  At  that  time  she  did 
not  complain  of  excessive  hair  growth 
to  the  examining  physician,  and  no 
notation  of  such  a finding  was  record- 
ed on  physical  examination.  The  ab- 
dominal examination  was  normal ; pelvic 
examination  could  not  be  carried  out 
because  of  an  imperforate  hymen.  Rec- 
tal examination  revealed  nothing  ab- 
normal in  the  pelvic  region.  Her  height 
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was  5'  71/2”:  weight  134#;  blood  pres- 
sure 110/60.  Over  the  next  seven 
months  a complete  laboratory  evalua- 
tion was  carried  out.  Tests  included  a 
postprandial  blood  sugar  which  was  114 
mg  percent.  There  was  a normal  urin- 
alysis, CBC,  PA  and  left  lateral  chest 
x-ray,  and  gallbladder  x-ray.  Fluoro- 
scopic study  of  the  upper  and  lower  gas- 
trointestinal tract  was  normal.  The 
tentative  diagnosis  at  that  time  was 
functional  gastrointestinal  syndrome 
and  some  abnormality  of  the  pelvis  as 
yet  unclassified.  During  an  interval 
examination  by  the  same  physician  two 
years  later,  she  was  noted  to  have  a 
masculine  hair  distribution  with  nega- 
tive abdominal  findings.  Again  pelvic 
examination  could  not  be  carried  out  be- 
cause of  an  imperforate  hymen.  There 
had  been  no  change  in  height  or  blood 
pressure,  but  the  weight  had  increased 
to  150#.  At  this  time  she  was  referred 
for  endocrinologic  evaluation. 

Further  history  was  obtained  at  that 
time  revealing  that  the  patient  had  been 
somewhat  hirsute  from  the  age  of  13. 
Once  daily  shaving  had  been  required, 
beginning  at  age  25.  The  first  men- 
strual period  occurred  sometime  be- 
tween the  menarche  and  age  28.  These 
periods  had  not  been  accompanied  by 
dysmenorrhea,  and  probably  consisted 
largely  of  light  spotting.  In  addition  to 
the  excessive  growth  of  hair  in  the 
beard  area,  the  patient  had  noted 
marked  increase  in  hair  about  the  nip- 
ples and  on  the  abdomen.  Growth  of 
hair  had  occurred  about  the  temples, 
while  at  the  same  time  there  was 
marked  thinning  of  hair  on  the  top  of 
the  head.  Family  history  was  also  sig- 
nificant. The  mother  had  a great  deal 
of  difficulty  with  side  aches  and  cysts 
in  the  ovaries  from  her  early  twenties, 
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but  had  no  difficulty  in  conceiving  and 
bearing  four  daughters.  Seventeen 
hospital  admissions  for  various  pelvic 
procedures  had  been  necessaiy,  and  this 
had  culminated  in  complete  hysterec- 
tomy at  age  51.  She  had  a light 
growth  of  hair  on  her  face  and  was  re- 
quired to  shave  about  once  monthly. 
Two  of  the  patient’s  three  sisters  also 
suffered  from  menstrual  irregularity 
and  long  periods  of  amenorrhea.  A 
third  sister  was  normal. 

Physical  Examination:  Height  671/2"; 
weight  15014#;  blood  pressure  116/70; 
pulse  96;  temperature  98  degrees.  The 
patient  was  a tall,  well  developed,  ap- 
prehensive, white  female.  A female  fat 
distribution  was  noted,  and  the  breasts 
w'ere  w'ell  developed.  There  was  con- 
siderable thinning  of  the  scalp  hair  in 
the  frontal  area  and  at  the  occiput.  A 
heavy  beard  was  present  across  the  chin 
and  upper  lip,  and  there  were  long  side- 
burns. Extremity  hair  was  thick  and 
dark.  A very  heavy  growth  of  hair 
was  present  surrounding  the  areola  of 
the  nipples,  and  there  was  a male 
escutcheon.  Exteraal  genitalia  were 
normal,  aside  from  heavy  hair  growth, 
and  the  clitoris  was  not  enlarged.  The 
hymen  was  imperforate  and  would  not 
admit  a small  finger.  Rectal  examina- 
tion suggested  the  possibility  of  fullness 
or  enlargement  in  the  area  of  the  uterus. 
The  adnexa  could  not  be  palpated  rec- 
tally.  The  initial  impressions  were 
Stein-Leventhal  syndrome  and  imper- 
forate hymen.  Other  possibilities  given 
consideration  included  a masculinizing 
ovarian  or  adrenal  tumor. 

The  patient  was  hospitalized  on  June 
29,  1965  for  hymenectomy  and  pelvic 
examination  under  anesthesia.  The  hy- 
men was  easilj'  ruptured  under  anes- 
thesia, and  pelvic  examination  at  that 
time  revealed  a retroverted  and  retro- 
flexed  uterus  with  a very  large  left 
ovary  lying  in  and  adherent  to  the 
cul-de-sac.  The  right  ovary  was  also 
palpable  and  very  much  enlarged.  The 
findings  were  compatible  with  polycystic 
ovary  syndrome. 


Further  laboratory  evaluation  was 
caiTied  out  during  this  hospitalization. 
A buccal  smear  revealed  the  presence 
of  sex  chromatin  bodies.  Twenty-four 
hour  urine  specimens  were  obtained  for 
exretion  of  17-ketosteroids,  17-hydroxy- 
corticoids,  and  pregnanetriol  before  and 
after  dexamethasone  suppression  and 
ACTH  stimulation.  The  results  of  these 
studies  are  shown  in  Table  1.  A stress 
or  cortisone  glucose  tolerance  test  re- 
vealed markedly  abnormal  readings  with 
fasting  level  100  mg  percent;  V2  hour 
170  mg  percent;  1 hour  240  mg  per- 
cent; 2 hours  225  mg  percent,  and  3 
hours  105  mg  percent.  Urine  sugars 
were  positive  during  the  test. 

The  patient  declined  immediate  sur- 
gery. Because  of  the  marked  glucose 
intolerance  displayed  with  steroid 
stress,  it  was  elected  not  to  treat  her 
with  steroids.  Although  the  pregna- 
netriol level  was  somewhat  elevated, 
there  did  not  seem  to  be  evidence  of 
elevated  baseline  17-ketosteroids  or  ab- 
normal response  to  ACTH  stimulation. 
An  ovarian  androgen  w^as  postulated  to 
be  responsible  for  the  patient’s  hir- 
sutism, and  a trial  of  ovarian  suppres- 
sion by  means  of  cyclic  estrogen  pro- 
gesterone therapy  was  elected.  Duidng 
the  next  five  months,  she  was  treated 
with  a preparation  consisting  of  mes- 
tranol  80  meg  given  once  daily  for  15 
days,  followed  by  mestranol  80  meg  and 
chlormadinone  acetate  2 mg  given  dur- 
ing the  last  5 days  of  the  cycle.*  A 
normal  5 day  menses  occurred  three  to 
seven  days  after  withdrawal  on  each 
occasion,  and  the  patient  felt  that  her 
facial  hair  had  become  considerably 
lighter  and  less  bristly  during  treat- 
ment with  this  preparation;  however, 
once  daily  shaving  was  still  required. 
Except  for  slight  regrowth  of  hair  in 
the  frontal  area  of  the  scalp,  no  objec- 
tive change  in  hair  growth  was  noted. 
Periodic  pelvic  examinations  during  this 
period  of  time  showed  no  change  in 
the  findings  noted  at  hospitalization. 
The  patient  was  also  treated  with  a dia- 
betic diet  and  was  reduced  in  weight 

•C-Quens  — Eli  Lily  Company 


312 


Nebraska  S.  M.  J. 


to  135#.  Follow-up  glucose  tolerance 
tests  and  postprandial  blood  sugars  were 
normal.  When  cyclic  therapy  was  with- 
drawn, there  was  prompt  return  of 
amenorrhea,  and  the  patient  felt  that 
her  hair  growth  also  began  to  increase. 
She  was  readmitted  to  the  hospital  on 
December  29,  1966  for  pelvic  laparoto- 
my. At  operation,  palpation  of  the 
adrenal  glands  revealed  no  significant 
abnormality.  Both  ovaries  were  mark- 
edly enlarged.  The  left  measured  ap- 
proximately 51/4  X 8 cm,  and  the  right 
approximately  4x6  cm.  During  wedge 
resection  of  the  left  ovary,  an  obvious 
dermoid  cyst  was  encountered  contain- 
ing hair  and  caseous  material.  The 
dermoid,  with  its  sac,  was  removed, 
and  a deep  wedge  resection  was  per- 
formed on  both  the  right  and  left 
ovaries.  Postoperative  course  was  un- 
com*plicated.  A spontaneous  normal 
menstrual  period  began  21/2  weeks 
after  surgery,  and  regular  menses  ac- 
companied by  considerable  cramping 
occurred  at  27  day  intervals  thereafter. 
The  patient  developed  a typical  syn- 
drome of  premenstrual  tension  with 
slight  breast  swelling  and  tenderness 
prior  to  each  menstruation.  When  last 
seen  on  May  27,  1968,  the  patient  had 
noted  some  decrease  in  facial  hair,  but 
the  scalp  hair  was  again  growing  thin 
in  the  frontal  area.  Almost  daily  shav- 
ing was  still  required. 
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Clinical  Description 

The  classic  clinical  manifestations  of  poly- 
cystic ovary  syndrome  are  ovarian  enlarge- 
ment, amenorrhea  or  irregularity  of  men- 
strual function,  and  hirsutism. ® Relative 
infertility  also  exists,  although  patients  with 


this  syndrome  have  become  pregnant  and 
have  delivered  normal  children.  Obesity  is 
frequently  present.  The  criterion  for  ovar- 
ian enlargement,  as  proposed  by  Stein  and 
LeventhaP  and  by  others,  calls  for  bilateral 
ovarian  enlargement  from  two  to  five  times 
normal  size.  Other  reports,^-  ® however, 
have  described  patients  with  Stein-Leven- 
thal  syndrome  who  have  normal  sized 
ovaries.  Lloyd  feels  that  such  patients  may 
be  in  an  earlier  stage  of  disease  and  have 
not  had  time  to  develop  polycystic  ovaries.'' 
Other  signs  and  symptoms  of  the  disease  are 
also  present  inconsistently.  Goldzieher,  in 
his  review  of  the  literature,  found  obesity 
to  be  present  in  33%  of  the  patients,  hir- 
sutism in  56%,  amenorrhea  or  anovulation 
in  7%,  and  infertility  in  75%  of  the  cases.** 

Laboratory  findings  are  also  variable. 
There  is  no  fixed  pattern  of  endocrinologic 
abnormality.  The  urinary  gonadotropins  are 
usually  normal,  but  may  be  elevated.  Urin- 
ary 17-ketosteroids  are  frequently  normal 
or  in  the  high  normal  range.  In  some  cases 
there  is  definite  elevation.^-  s. » Lloyd  has 
reported  that  plasma  testosterone  values  are 
more  frequently  elevated  than  urinary  17- 
ketosteroids  in  polycystic  ovary  disease.® 
Human  chorionic  gonadotropin  stimulation 
caused  elevation  of  the  17-ketosteroids  and 
plasma  testosterone  in  their  group  of  pa- 
tients with  polycystic  ovary  syndrome.  Al- 
though there  was  considerable  overlap,  both 
the  plasma  testosterone  and  urinary  17-ke- 
tosteroids  increase  due  to  human  chorionic 
gonadotropin  stimulation  was  greater  in  pa- 
tients with  polycystic  ovary  syndrome  than 
with  those  of  idiopathic  hirsutism.  Deller 
has  also  reported  on  testosterone  metabolism 
and  polycystic  ovary  syndrome. Twenty- 
four  hour  excretion  of  testosterone  in  the 
urine  was  elevated  in  10  out  of  13  patients 
with  polycystic  ovary  syndrome. 

Pathogensis 

A number  of  theories  have  been  proposed 
to  explain  the  various  manifestations  of 
polycystic  ovary  syndrome.^-  ® There  has 
been  little  evidence  to  support  hypothyroid- 
ism or  local  inflammatory  pelvic  disease  as 
the  cause  of  the  typical  patient  with  poly- 
cystic ovary  syndrome,  although  both  of 
these  conditions  can  result  in  enlargement 
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of  the  ovaries  and  amenorrhea.  Adrenal 
hyperfunction,  pituitary  or  hypothalamic 
dysfunction,  and  altered  steroidogenesis  in 
the  ovary  are  also  good  possibilities. 

Smith,  Steinderger,  and  Perloff^  have  re- 
ported on  the  favorable  effects  of  predni- 
sone in  the  treatment  of  polycystic  ovary 
disease.  Seven  of  fifteen  patients  with  urin- 
ary 17-ketosteroids  under  20  mg  per  24 
hours  and  three  out  of  five  with  17-ketoster- 
oids over  20  mg  per  24  hours  conceived  dur- 
ing prednisone  therapy.  Improvement  of 
hirsutism,  menstrual  irregularity,  ovulation, 
and  infertility  was  noted  in  those  patients 
responding  favorably.  Patients  with  en- 
larged ovaries  responded  somewhat  better 
to  prednisone  therapy  than  did  those  with 
noiTnal  sized  ovaries.  The  effect  of  pred- 
nisone, however,  is  probably  not  due  to 
adrenal  suppression.  ACTH  stimulation 
studies  in  patients  with  polycystic  ovary 
syndrome  usually  yield  normal  results.®-  ® 
The  response  to  dexamethasone  suppression 
is  variable,®-®  and  may  be  normal  or  less 
than  normal.  Glucocorticoids  provoke  re- 
lease of  gonadotropins  from  the  pituitary ’ 
and  this  release  of  gonadotropin,  rather 
than  adrenal  suppression,  is  the  most  likely 
mechanism  of  corticosteroid  effect  in  poly- 
cystic ovary  syndrome.  Those  women  who 
definitely  have  abnormal  adrenal  function 
may  belong  in  a separate  category  apart 
from  polycystic  ovary  syndrome;  conversely 
mild  adrenal  hyperplasia  might  be  one  of 
the  causes  of  this  pleomorphic  syndrome. 

Various  primary  and  secondary  defects  in 
steroidogenesis  have  been  postulated  in  poly- 
cystic ovary  syndrome ; Goldfarb®-  finds 
that  the  polycystic  ovary  converts  delta-5 
pregnenolone  to  dehydroepiandrosterone  pri- 
or to  androstenedione.  The  normal  ovary,  on 
the  other  hand,  converts  delta-5  pregnenolone 
to  progesterone.  The  increased  conversion  of 
delta-5  pregnenolone  to  dehydroepiandros- 
terone permits  an  accumulation  of  andro- 
genic precursors  in  the  ovary  that  may  ac- 
count for  masculinization.i®  Whether  this 
defect  in  steroidogenesis  is  a primary  con- 
dition due  to  disease  within  the  ovary  it- 
self is  debatable.  A polycystic  ovary  can  be 
produced  in  rats  by  several  techniques." 
These  include  neonatal  administration  of 
androgen  to  geneticly  normal  females  and 


continuous  light  exposure.  These  ovaries,  in 
vitro  show  similar  conversion  of  labeled  ste- 
roid precursors;  increased  accumulation  of 
androgens  and  estrogens  results.  These  alter- 
ations of  in  vitro  biological  activity  and  the 
structural  changes  are  clearly  the  result  of 
abnormal  control.  Return  of  the  ovarj'  to 
normal  gonadotropin  environment  by  a 
transplant  of  the  ovary  into  a normal  host 
in  the  case  of  the  androgen  sterilized  rat 
or  by  return  to  normal  day  and  night  in 
the  rat  exposed  to  constant  light  results  in 
reversion  to  normal.  These  studies  show 
that  the  demonstration  of  altered  steroido- 
genesis in  vitro  does  not  necessarily  place 
the  primary  defect  in  the  ovary. 

Other  available  evidence  from  studies 
using  human  gonadotropin  also  suggests 
that  the  polycystic  ovary  syndrome  is  prob- 
ably the  result  of  inappropriate  gonado- 
tropin secretion. Rice  has  also  concluded 
that  there  is  no  biochemical  defect  in  the 
ovary  of  a primary  nature.^®  Published 
work  on  gonadotropin  excretion  in  Stein- 
Leventhal  Syndrome,  however,  is  confusing. 
Sherman  points  out  that  normal  levels  of 
total  urinary  gonadotropins  have  been  noted 
in  numerous  studies.®  In  other  reports, 
luteotropic  hoiTnone  has  been  reported  to  be 
elevated.®®  Soffer  and  Fogel  have  described 
an  ICSH  inhibiting  substance  which  is  pres- 
ent in  normal  menstrual  cycles  on  days  seven 
to  nine,  but  absent  in  five  patients  with 
Stein-Leventhal  syndrome.^®-  An  altera- 
tion in  gonadotropin  regulation  of  the  ovary 
seems  to  hold  the  most  appeal  in  the  cur- 
rent literature  even  though  present  methods 
of  gonadotropin  assay  are  too  insensitive  to 
permit  convincing  demonstration  of  this 
theory.®-  ®-  ® If  this  is  the  case,  polycystic 
ovary  could  result  from  a number  of  non- 
specific influences  on  the  hypothalamic- 
pituitary-gonadal  axis.  Any  of  the  mulitude 
of  stimuli  that  might  disrupt  the  normal 
rhythm  of  this  circuit  would  have  the  po- 
tential to  cause  the  syndrome.  This  could 
include  such  things  as  psychic  trauma  and 
local  or  systemic  disease.  With  disruption 
of  stimulatory  or  inhibitory  signals  in  the 
circuit,  a sequence  of  abnormalities  could 
result  with  accumulation  ultimately  of  exces- 
sive amounts  of  androgen  and  estrogen  with- 
in the  ovary  and  so  on.  This  theory  best 
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explains  the  response  of  the  syndrome  to  a 
number  of  seemingly  unrelated  types  of 
therapy  such  as  administration  of  estrogen 
or  progesterones,  clomiphene  citrate,  and 
prednisone.  Wedge  resection  may  reduce 
the  androgen  production,  and  thus  reduce  the 
steroid  feed  back  error. 

Differential  Diagnosis 

Polycystic  ovary  syndrome  must  be  dif- 
ferentiated from  adrenal  disorders  includ- 
ing Cushing’s  syndrome,  virilizing  adrenal 
hyperplasia  or  virilizing  adrenal  adenoma.® 
Usually  this  should  not  be  difficult  because 
of  the  presence  of  elevated  baseline  levels  of 
17-hydroxy  or  ketosteroids  in  Cushing’s 
syndrome  and  in  virilizing  adrenal  syn- 
dromes together  with  abnormal  response  to 
adrenal  stimulation  and  suppression  studies. 
Idiopathic  hirsutism  or  constitutional  hir- 
sutism is  another  entity  that  may  be  confus- 
ing.i2  These  women  usually  enjoy  normal 
fertility  and  have  normal  menses.  Pelvic 
examination  should  not  reveal  evidence  of 
enlargement  of  the  ovaries  in  spite  of  the 
fact  that  baseline  17-ketosteroid  studies  may 
be  slightly  elevated.^^,  17  Masculinizing  ovar- 
ian tumor  is  another  consideration.  In  this 
case  enlargement  of  the  ovary  is  ordinarily 
unilateral.  Culdoscopy  or  pelvic  peritoneal 
air  study  may  be  necessary  to  accurately 
determine  the  size  and  shape  of  the  ovaries 
in  some  cases  and  thus  to  rule  out  a mas- 
culinizing tumor.1'12  This  is  especially  true 
in  the  one  third  of  the  patients  who  are 
obese.  Pelvic  examination  under  anesthesia 
was  necessary  in  the  present  case  to  deter- 
mine the  size  of  the  ovaries  accurately. 

Therapy 

Stein  and  LeventhaP  described  a lack  of 
response  to  stimulation  with  estrogenic  hor- 
mones in  this  condition.  There  have  been 
occasional  successes  with  combined  estro- 
gen-progesterone therapy,®  but  wedge  resec- 
tion of  the  ovary  has  remained  the  therapy 
of  choice  in  most  cases  until  recently.  In 
1964,  Stein  reported  his  experience  with  108 
patients.2i  Menstruation  became  cyclic  in 
95%  of  81  patients  followed  for  sterility  and 
85%  of  this  group  conceived  at  least  once. 
The  fertility  was  long-lasting  in  most  of 
his  patients.  His  criteria  for  diagnosis  of 
Stein-Leventhal  syndrome  are  obviously 


much  stidcter  than  those  of  other  authors 
who  report  less  favorable  results.^-®  Gold- 
zieher  and  Green  have  reviewed  466  patients 
collected  from  the  literature,  finding  an  aver- 
age pregnancy  rate  following  wedge  resec- 
tion of  67%. 

Sohval  and  SoffeU®  in  1951  were  among 
the  first  to  show  that  the  administration 
of  cortisone  causes  an  increase  in  urinary 
gonadotropins  in  some  patients.  There  is 
also  adrenal  suppression  with  this  mode  of 
therapy,  but  this  is  probably  not  the  pri- 
mary mode  of  action  in  polycystic  ovary 
syndrome  (vide  supra).  Numerous  authors 
report  on  the  favorable  effect  of  corticos- 
teroids in  this  condition. 2.  n-  is  Smith  and 
associates  have  had  particularly  good  results 
with  prednisone  therapy,  and  they  recom- 
mend a six  to  twelve  month  trial  prior  to 
wedge  resection.^  They  have  also  adminis- 
tered prednisone  to  some  patients  who  have 
failed  to  respond  to  wedge  resection  result- 
ing in  additional  conceptions.  Their  experi- 
ence in  301  somewhat  heterogeneous  cases 
was  an  approximately  50%  response  to  pred- 
nisone therapy.  Figures  are  somewhat  diffi- 
cult to  compare  between  authors,  because 
some  women  in  whom  better  menstrual  pat- 
terns result  from  prednisone  or  wedge  resec- 
tion therapy  do  not  become  pregnant  or 
are  unmarried. 

Clomiphene  citrate  is  the  newest  form 
of  therapy  in  polycystic  ovary  disease.22-25 
This  drug  is  known  to  have  antiestrogenic 
actions  and  may  work  by  provoking  release 
of  gonadotropins  from  the  pituitary  by 
blocking  the  uptake  of  estradiol. 22  Witelaw 
feels  that  clomiphene  citrate  acts  directly 
on  the  ovaries  to  increase  estrogens,  and 
that  these  in  turn  alter  the  time  of  release 
of  FSH  and  LH  from  the  pituitary.  The 
work  of  Barlow  and  Logan2®  with  radio- 
active steroids  would  seem  to  support  this 
theory.  They  found  that  wedge  resection 
also  affects  estriol  biosynthesis.  Witelaw23 
reports  favorable  response  to  clomiphene  in 
18  to  22  patients  with  polycystic  ovary  syn- 
drome. Twenty  of  these  patients  had  pre- 
viously had  unsuccessful  wedge  resection. 
MacGregor24  reports  return  of  ovulation  in 
76.2%  of  827  patients  with  polycystic  ovary 
syndrome.  About  35%  of  these  patients 
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became  pregnant  within  six  months  of  the 
last  dose  of  clomiphene. 

Discussion 

Several  features  of  the  present  case  are 
interesting.  The  patient  seemed  to  show 
some  response  to  cyclic  estrogen-progestin 
therapy,  particularly  in  the  area  of  improve- 
ment in  hirsutism.  This  improvement  may 
have  been  more  subjective  than  objective. 
Objective  evaluation  of  hair  growth  is  pos- 
sible, but  difficult,  and  was  not  attempted. 
There  was  always  prompt  reversion  to  amen- 
orrhea following  discontinuation  of  cyclic 
therapy,  and  the  patient’s  ovaries  certainly 
showed  no  change  on  this  therapy.  Unfor- 
tunately, clomiphene  citrate  was  not  avail- 
able, except  on  an  investigational  basis,  at 
the  time  this  patient  was  treated.  Therapy 
with  prednisone  was  not  attempted  because 
of  the  patient’s  latent  diabetes  mellitus. 
The  response  to  wedge  resection  was  grati- 
fying. Unfortunately,  little  or  no  further 
improvement  in  excessive  hair  growth  re- 
sulted. The  patient  in  question  remains  un- 
married and  fertility  cannot  be  evaluated, 
but  there  seems  little  doubt  that  she  has 
had  return  of  regular,  ovulatory  cycles. 
Stein  noted  no  instance  of  inheritance  of 
polycystic  ovary  syndrome  in  his  108  cases. 
Other  authors  do  not  comment  on  this  aspect 
of  the  disease.  The  occurrence  of  menstrual 
abnormalities  in  this  patient’s  mother  and 
two  sisters  is,  therefore,  of  interest. 

The  association  of  benign  teratoma  of 
the  ovary  is  unusual.  Hutchinson  et  al  re- 
viewed the  pathologic  material  from  241 
cases  of  Stein-Leventhal  syndrome  on  file 
at  the  Armed  Forces  Institute  of  Pathologj'. 
They  found  eleven  neoplasms,  five  of  which 
were  benign  cystic  teratomas. 2*  Benjamin 
and  Pratt  have  recently  added  a sixth  case.^^ 
The  association  is  probably  coincidental. 

Summary 

A case  of  polycystic  ovary  disease  asso- 
ciated with  unilateral  benign  teratoma  of  the 
ovary  has  been  presented.  Stein-Leventhal 
syndrome  is  characterized  by  amenorrhea 
or  menstrual  disturl)ance,  consequent  infer- 
tility, bilateral  enlargement  of  the  ovaries 
and  variable  degrees  of  hirsutism  and  obes- 
ity. The  exact  etiology  is  uncertain,  but 
current  theories  favor  some  disturbance  of 


the  hypophyseal-pituitary-ovarian  axis.  In- 
appropriate or  excessive  release  of  gonado- 
tropin seems  the  most  likely  underlying  fac- 
tor and  this  can  be  precipitated  by  a number 
of  unrelated  clauses.  This  in  turn  results  in 
altered  steroidogenesis  within  the  substance 
of  the  ovary.  The  pathway  of  synthesis  of 
estrogen  from  cholesterol  is  altered  so  that 
excessive  numbers  of  androgenic  precursors 
accumulate.  This  condition  must  be  differ- 
entiated from  virilizing  adrenal  disorders 
and  from  a primary  ovarian  tumor.  Medical 
and  surgical  forms  of  therapy  have  been  suc- 
cessful. A trial  of  treatment  with  cyclic 
estrogen-progestin  or  continuous  prednisone 
are  the  simple,  but  less  effective  modes  of 
treatment.  The  most  recent  addition  to  med- 
ical therapy  is  clomiphene  citrate.  This 
drug  can  be  expected  to  restore  ovulation 
in  70%  or  more  cases.  If  a six  to  nine  month 
trial  of  medical  therapy  is  unsuccessful, 
wedge  resection  of  the  ovary  may  restore 
ovulation  and  fertility  in  approximately 
67%  of  unselected  cases.  The  present  case 
demonstrates  the  need  for  awareness  of  the 
possibility  of  coincidental  ovarian  neoplasms. 
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Superior  Mesenteric  Embolus;  Successful 
Treatment  with  Embolectomy  and 
Segmental  Small  Bowel  Resection, 

Case  Report* 


Mesenteric  arterial  occlusion 
represents  a difficult  diagnos- 
tic and  therapeutic  problem. 
The  clinical  manifestations  are  often  vague, 
and  the  results  of  therapy  often  poor  for  the 
occasional  patient  who  survives  the  imme- 
diate catastrophe.  The  following  case  illus- 
trates many  of  the  diagnostic  difficulties  and 
successful  treatment  after  delayed  diagnosis. 

Report  of  Case 

A 54-year-old  man  entered  the  hos- 
pital in  the  evening  complaining  of  gen- 
eralized abdominal  pain  of  six  hours 
duration.  After  eating  lunch  at  noon, 
he  began  to  have  constant  lower  ab- 
dominal discomfort.  During  the  after- 
noon, it  increased  in  severity  and  be- 
came generalized.  His  pain  was  dimin- 
ished by  a narcotic  given  on  admission 
before  transfer  to  this  hospital.  He  de- 
nied colic,  nausea,  vomiting,  or  pre- 
vious pain  of  a similar  nature.  He  had 
three  bowel  movements  without  gross 
blood  after  admission,  the  last  one 
consisting  of  liquid  brown  stool. 

Three  years  before  admission,  the  pa- 
tient had  an  anteroseptal  myocardial  in- 
farction. His  current  medications  in- 
cluded nitroglycerine  for  angina  pec- 
toris and  nine  capsules  daily  of  a drug 
administered  through  a coronary  drug 
project.  Two  years  before  admission, 
he  had  a benign  retrostenial  thyroid 
adenoma  removed. 

On  examination,  the  patient  had  few 
abnoiTnal  physical  findings.  His  abdo- 
men was  soft,  and  without  masses  or 
tenderness.  Bowel  sounds  were  normal. 
Hemoglobin  on  admission  was  14.2 
gm%.  The  white  blood  cell  count  was 
9,600,  with  76  adult  neutrophils,  15 
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lymphocytes,  6 monocytes,  and  3 eosino- 
phils. 

On  the  day  after  admission,  the  pa- 
tient felt  better,  with  the  exception  of 
mild,  colicky  lower  abdominal  pain.  The 
white  blood  cell  count  was  14,200,  with 
84  adult  neutrophils  and  3 young  neu- 
trophils. The  urinalysis,  blood  urea  ni- 
trogen, and  serum  electrolytes  were 
normal. 

For  the  next  three  days,  the  patient 
had  variable  amounts  of  lower  abdom- 
inal pain.  Five  days  after  admission, 
the  patient  complained  of  severe  right 
upper  quadrant  pain.  There  were  right 
lateral  abdominal  tenderness  and  guard- 
ing. His  temperature  rose  to  101  F 
and  the  w'hite  blood  cell  count  was  again 
14,200.  The  gallbladder  failed  to  visual- 
ize on  an  oral  cholecystogram. 

Five  days  after  the  onset  of  symp- 
toms, celiotomy  was  performed,  with  a 
preoperative  diagnosis  of  acute  chole- 
cystitis. Mesenteric  vascular  occlusion 
had  been  considered,  but  the  localization 
of  findings  to  the  right  abdomen  and  the 
long,  relatively  s^miptom-free  period  led 
us  away  from  this  diagnosis. 

At  operation,  we  found  a necrotic 
segment  of  small  bow’el  in  the  right 
upper  quadrant.  The  remainder  of  the 
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small  bowel  became  progressively  dusky 
and  cyanotic  as  it  was  observed.  Peri- 
stalsis was  absent,  and  the  small  bowel 
mesentery  was  pulseless.  The  cecum 
and  ascending  colon  appeared  normal, 
and  a pulse  was  palpable  in  the  middle 
colic  artery. 

We  opened  the  superior  mesenteric 
artery  proximally,  as  shown  in  Figure 
1,  removed  an  embolus  and  removed 
some  propagated  thrombus  with  a Fo- 
garty catheter.  After  closure,  we  could 
detect  no  pulsation  in  the  distal  mesen- 
teric vessels.  We  then  opened  the  ileo- 
colic artery  and  removed  more  throm- 
bus from  the  vessel  between  the  arteri- 
otomies,  using  a No.  3 Fogarty  catheter. 

Good  pulsations  were  present  after 
closure  of  the  distal  arteriotomy.  There 
were  no  stenotic  areas  in  the  superior 
mesenteric  artery;  the  intima  was  of 
normal  thickness  at  the  sites  of  arteri- 
otomy. The  vessels  supplying  the  ne- 
crotic portion  of  small  bowel  contained 
organized  clot.  Seventy  cm  of  jejunum 


were  resected,  and  a jej  unostomy  was 
performed.  The  remainder  of  involved 
small  bowel  rapidly  became  pink,  and 
demonstrated  numerous,  discoordinate, 
segmental  peristaltic  waves. 

The  source  of  embolus  was  presumed 
to  be  the  heart.  Therefore,  the  patient 
was  placed  on  aqueous  heparin.  He  re- 
quired only  routine  postoperative  fluid 
maintenance.  We  planned  a “second 
look”  procedure.  However,  by  the  next 
morning  his  condition  was  excellent, 
and  further  operation  seemed  unneces- 
sary. Serial  electrocardiograms  showed 
evidence  of  the  anteroseptal  infarction 
and  transient  T wave  changes,  suggest- 
ing subendocardial  ischemia.  No  def- 
inite recent  infarction  could  be  proved. 
After  ten  days,  oral  sodium  warfarin 
(Coumadin)  was  substituted  for  he- 
parin. He  was  discharged  on  the  16th 
postoperative  day  on  Coumadin.  He 
has  remained  well  for  eight  months. 

Discussion 

This  case  demonstrates  the  difficulty  in 


SUPERIOR  MESENTERIC  ARTERY 


Figure  1.  Demonstrates  the  site  of  arterial  occlusion  by  embolus  and 
propagated  thrombus  and  the  sites  of  arteriotomy  in  the  superior  mesenteric 
artery. 
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establishing  a diagnosis  of  mesenteric  vas- 
cular occlusion.  Only  five  percent  of  emboli 
from  the  heart  lodge  in  the  superior  mesen- 
teric artery.  The  usual  finding  is  severe 
abdominal  pain,  with  no  abnormal  physical 
findings  in  the  abdomen.  Signs  of  peri- 
toneal irritation  indicate  gangi’enous  bowel.® 
We  were  in  error  for  failing  to  obtain  a 
selective  arteriogram  to  demonstrate  pat- 
ency of  the  superior  mesenteric  arterial 
system,  this  being  the  best  nonoperative 
method  of  establishing  the  diagnosis. 

Superior  mesenteric  embolectomy  was 
first  suggested  by  Klass^  in  1951,  and  suc- 
cessfully accomplished  by  Shaw  and  Rut- 
ledge' in  1957.  Van  WeeP  in  1956,  Millert 
in  1958,  and  Hallman®  in  1966  have  report- 
ed embolectomy  with  partial  small  bowel 
I'esection.  The  Fogarty  cathetert  was  in- 
troduced in  1963,  and  first  used  for  superior 
mesenteric  embolectomy  by  Glotzer  and 
Glotzer®  in  1966. 

We  used  the  Fogarty  catheter  in  the 
smaller  radicals  of  the  superior  mesenteric 
arterial  system,  and  found  it  to  be  a very 
useful  tool.  A portion  of  the  clot  in  this 
system  was  organized,  and  we  were  forced 
to  resect  the  portion  of  bowel  it  supplied. 
However,  by  thorough  exploration  of  the 
more  distal  superior  meseneteric  arterial  sys- 
tem, we  were  able  to  reduce  this  resection  to 
a physiologically  tolerable  amount. 

We  report  this  case  because  we  believe  it 
demonstrates  the  advisability  of  attempting 
embolectomy  at  multiple  points  in  the  su- 
perior mesenteric  artery  system  before  re- 
sorting to  massive  midgut  resection,  and 
to  emphasize  the  usefulness  of  the  Fogarty 
catheter  in  this  pursuit.  This  technique  may 
increase  the  salvage  of  patients  with  even 


more  extensive  small  bowel  necrosis  than  our 
case  presented. 

Summary 

1.  A 54-year-old  man  with  superior  mes- 
enteric embolus  recovered  unevent- 
fully after  partial  small  bowel  resec- 
tion and  removal  of  a blood  clot  from 
the  distal  radicals  of  the  superior 
mesenteric  artery  as  well  as  the  main 
artery  itself. 

2.  We  recommend  multiple  arteriotomies 
where  necessary  and  the  use  of  a 
Fogarty  catheter  for  removal  of  throm- 
bus. 

3.  This  technique  was  used  satisfactorily 
in  the  case  described.  Resection  of 
most  of  the  small  bowel  would  have 
otherwise  been  necessary. 
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Role  of  Radiation  Therapy  and  Surgery 
In  Stage  I,  Invasive  Cell  Carcinoma 
Of  the  Cervix,  Review  of  the  Literature 


Radiation  therapy  can  control 
carcinoma  of  the  cervix  includ- 
ing control  of  the  tumor  in 
many  instances  where  there  has  been  spread 
to  the  pelvic  nodes.  Rutledge  et  ah-  ^ repoi’t- 
ed  a hundred  cases  of  Stage  III  carcinoma 
that  underwent  lymphadenectomy  follow- 
ing irradiation  treatment  for  CA  of  the 
cervix.  There  were  also  a hundred  cases,  un- 
selected, of  Stage  III  that  had  surgery 
alone.  Of  those  that  had  radiation  and  then 
surgery,  there  was  a total  of  22  percent 
with  evidence  of  residual  tumor  either  in 
the  irradiated  volume  of  tissue  or  in  the 
area  beyond  the  irradiated  volume.  The  lat- 
ter was  9 percent.  With  surgery  alone,  43 
to  66  percent  of  the  operative  specimens 
contained  positive  nodes  or  tumor. 

Morton  et  ah  reported  on  the  value  of 
irradiation  therapy  in  the  treatment  of  car- 
cinoma of  the  cervix,  metastatic,  to  pelvic 
lymph  nodes  in  Stage  I carcinoma  of  the 
cervix.  This  was  a randomized  study  and 
the  results  were  as  follows: 

— Thirty  eight  patients  had  lymphaden- 
ectomy before  the  radiation;  22.7  per- 
cent had  positive  nodes. 

— Thirty  two  patients  had  lymphadenec- 
tomy after  radiation ; 12.7  percent  had 
positive  nodes. 

The  above  studies  indicate  that  irradia- 
tion therapy  can  sterilize  at  least  50  per- 
cent of  those  cases  with  positive  nodes. 
Other  authors  have  also  reported  that  we 
have,  in  Stage  I,  CA  of  the  cervix,  regard- 
less of  the  size  of  the  lesion,  approximately 
20  percent  metastases  to  the  regional  nodes. 
Kottmeier^  reported  that  the  surgical  speci- 
men of  hysterectomy  in  Stage  I CA  showed 
microscopic  evidence  of  CA  in  the  para- 
cervical area  in  60  percent  of  the  cases. 
This  would  indicate  that  simple  hysterec- 
tomy has  no  place  in  the  treatment  of  Stage 
I carcinoma. 


LOUIS  WILKIE,  M.D. 
Omaha,  Nebraska 


With  surgery  alone  consisting  of  a radical 
hysterectomy,  one  could  theoretically  cure 
no  more  than  78  to  80  percent  of  the  cases 
that  are  Stage  I. 

Adequate  radiation  therapy  for  CA  of  the 
cervix  as  reported  by  many  authors  produces 
five  year  survival  rates  of  85  to  90  percent 
for  Stage  I,  70  to  80  percent  in  Stage  IIA, 
60  to  70  percent  in  Stage  IIB,  40  to  45  per- 
cent in  Stage  IIIA  and  approximately  20 
to  30  percent  in  Stage  IIIB.  A very  small 
handful  of  survivors  can  be  expected  in 
Stage  IV.  Most  of  the  deaths  in  Stage  I 
are  due  to  intercurrent  disease  or  recurrent 
metastases.  Fletcher®  has  reported  similar 
five  survivals,  and  has  reported  ten  year 
survivals  of  patients  in  Stages  I,  IIA,  and 
IIB,  indicating  at  ten  years  that  two 
thirds  of  the  deaths  were  due  to  inter- 
current diseases,  but  reactivations  of  tumor 
have  been  observed,  locally,  8 and  10  years 
after  treatment. 

With  the  advent  of  supervoltage  therapy 
and  better  radium  applicators,  there  has 
been  a reduction  in  the  complications  of 
radiation  therapy.  The  results  from  the 
M.  D.  Anderson  Hospital  have  been  similar 
to  those  reported  above.  They  had  an  inci- 
dence of  rectovaginal  and  vesical  vaginal 
fistula  of  less  than  1 percent  among  white 
patients  and  approximately  5 percent  among 
Negro  patients.  There  was  also  a low  inci- 
dence of  rectal  and  bladder  ulcers.  The  rec- 
tal and  bladder  ulcers  can  be  attributed  to 
local  high  doses  of  intracavitary  radium 
therapy.  We  do  not  see  the  skin  complica- 
tions or  the  fractures  of  the  proximal  fe- 
murs as  was  noted  in  the  use  of  the  250  kb 
therapy.  In  recent  years,  because  of  the 
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advent  of  megavoltage  therapy,  necrosis  of 
the  small  bowel  has  not  occurred  but  recto- 
sigmoiditis  in  degrees  varying  from  spasm 
to  constriction  is  a complication  which  does 
occur.  This  incidence  is  approximately  5 
percent.  The  reason  for  the  higher  compli- 
cations in  the  Negro  patients  is  attributed 
to  concurrent  infection  in  the  pelvis.  Thus, 
if  there  is  infection  present,  that  is,  if  a 
tubo-ovarian  abscess  is  diagnosed,  it  should 
be  surgically  removed  first  before  irradia- 
tion therapy. 

Surger>'  for  Carcinoma  of  Cervix 

Meigs®  has  been  one  of  the  advocates  of 
radical  pelvic  surgery  for  cervical  cancer. 
He  stated  that  the  radical  operation  is  not 
an  attempt  to  compete  with  radiation  of  can- 
cer of  the  cervix  and  also  that  irradiation  is 
the  present  treatment  of  choice,  and  that 
it  has  not  been  proved  that  the  surgical  pro- 
cedure is  as  good  or  better.  Meigs’  reason 
for  undertaking  surgery  in  selective  cases 
is  based  on  the  following: 

1.  If  the  cei’vix  is  removed,  there  is  no 
chance  of  recurrence. 

2.  If  the  cervix  has  been  removed,  no 
cervical  cancer  can  regrow  in  it  as  a 
recurrence. 

3.  Certain  cancers  of  the  cervix  are 
radioresistent. 

4.  There  will  be  less  damage  to  the 
bowel  if  surgery  is  undertaken. 

5.  He  stated  that  some  patients  with 
lymph  node  metastases  can  be  cured 
by  surgey  and  he  believed  that  it  was 
not  possible  to  cure  by  radiation,  can- 
cer in  lymph  nodes  deep  in  the  pelvis. 

Reasons  1,  2,  4,  and  5 are  invalid  as  one 
can  note  by  the  above  presentation.  There 
is  still  an  indication  for  surgery  in  the  CA 
of  the  cervix,  primarily  for  radio  resistant 
tumors.  One  may  come  to  the  conclusion 
that  it  would  be  advantageous  to  use  both 
surgery  and  irradiation  in  cancer,  as  a 
combined  force  in  close  sequence  to  obtain 
a double  effect  as  to  cure;  however,  this  is 
not  so  because  of  the  danger  of  additional 
complications  by  using  both  modalities  to- 
gether. To  maintain  a reasonable  degree  of 
safety  if  one  used  surgery  after  radiation 
therapy,  then  the  full  radio  therapeutic  dose 


could  not  be  delivered  or  the  extent  of  the 
surgical  procedure  must  be  modified  after 
a full  dose  of  radio  therapy.  Also,  one  would 
be  subjecting  a lot  of  patients  unnecessarily 
to  operation  because  the  cancer  irradiation 
effect  cannot  be  determined  before  treat- 
ment. Surgery  is  indicated,  however,  if  the 
tumor  has  spread  into  the  uterine  cavity  and 
the  enlarged  uterus  fails  to  shrink  upon  ir- 
radiation therapy  or  if  one  obtains  evidence 
of  residual  tumor  inside  the  uterus  on  a 
subsequent  D & C.  The  incidence  of  urinary 
fistulas  after  radical  hysterectomy  (13% 
by  Meigs®  and  23.5%  by  Brunschwig  and 
Frick")  has  prompted  many  surgeons  to  re- 
evaluate the  routine  radical  surgical  ap- 
proach. 

Combined  Radiation  Therapy 
and  Surgery 

If  one  is  to  undertake  this  type  of  regime 
for  the  management  of  CA  of  the  cervix, 
then  one  has  to  decrease  the  radiation,  a 
minimum  of  25  percent,  of  the  full  treat- 
ment. A review  of  the  literature  finds  that 
the  results  of  such  treatment  are  very  equiv- 
ocal and  one  cannot  decide,  objectively, 
whether  combined  treatment  is  better  than 
either  radiation  or  operation  alone.  Many 
authors  say  their  results  are  favorable,  and 
others  say  that  they  are  in  complete  dis- 
approval. One  of  the  reasons  for  this  equiv- 
ocal state  is  that  in  most  of  the  series  there 
are  only  a few  patients  who  are  actually 
treated  by  combined  treatment  and  there 
is  a definite  patient  selection,  with  over  50 
percent  of  the  patients  being  excluded  from 
the  group,  and  the  patients  which  are  usual- 
ly selected  for  this  form  of  therapy  are 
at  Stage  I and  II.  The  type  of  surgical  pro- 
cedures varies  with  the  surgeon’s  estimate 
which  tissues  probably  contain  cancer  cells. 
They  report  a high  residual  of  cancer  in 
nodes  and  the  specimen  after  surgery;  how- 
ever, histologic  evidence  of  tumor  cells  does 
not  indicate  viability  of  tumor  cells.  Most 
of  the  time  surgery  was  done  right  after 
radiation  therapy  and  the  full  effects  of  ir- 
radiation healing  was  thus  the  reason  for 
the  high  pathologic  evidence  of  residual 
tumor  cells.  The  authors  also  indicated  a 
greater  amount  of  complication  with  com- 
bined therapy  than  with  irradiation  therapy 
alone. 
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Pelvic  Lymphadenectomy 

Morton®  reported,  by  stages,  positive 
nodes  recovered  from  un-irradiated  opera- 
tive specimens  to  be  stage  I,  22.7  percent, 
stage  II,  31.9  percent,  stage  III,  46.7  per- 
cent. In  a randomized  study  of  142  patients 
in  all  stages,  lymphadenectomy  was  per- 
formed in  order  to  evaluate  the  incidence  of 
recovered  positive  nodes  after  irradiation 
therapy.  This  resulted  according  to  stages 
as  follows:  stage  1,  3 percent;  stage  IIA, 
10  percent;  stage  IIB,  20  percent;  stage 
niA,  17  percent,  and  stage  IIIB,  11  percent. 
Thus,  it  is  evident  by  the  above  statistics 
that  50  percent  of  the  nodes  can  be  steril- 
ized by  irradiation  therapy. 

Lastly,  the  failure  of  lymphadenectomy  to 
improve  survival  rates  can  be  partly  at- 
tributed to  bulky  metastatic  disease  surviv- 
ing irradiation  and  the  frequent  involvement 
of  the  periaortic  nodes  (9%)  even  when 
there  are  no  positive  nodes  recovered  from 
the  pelvic  cavity. 

Summary 

On  conclusion,  in  recent  years,  because  of 
the  advent  of  supervoltage  radiation  therapy 
equipment,  and  improved  applicators,  the 
bad  results  of  radiation  therapy  have  de- 
creased remarkably,  and  the  results  of  radi- 
ation therapy  can  be  more  easily  duplicated 
from  one  institution  to  another,  as  com- 
pared to  trying  to  duplicate  the  surgical  re- 
sults of  one  institution  and  another,  because 
of  the  varied  ability  of  the  surgeons  and 


the  selection  of  cases.  Theoretically,  radi- 
cal hysterectomy  for  stage  I CA  of  the 
cervix,  would  not  obtain  the  theoretical  ir- 
radiation salvage  rate  which  approaches  90 
percent.  Also,  surgery  in  combined  treat- 
ment with  irradiation  therapy  results  in  a 
marked  increase  in  complications.  Simple 
hysterectomy  has  no  place  in  the  treatment 
of  invasive  carcinoma  of  the  cervix  because 
of  the  high  percentage  (60%)  of  invasion 
of  the  paracervical  area  and  the  significant 
percentage  (20%)  of  positive  nodal  involve- 
ment in  Stage  I carcinoma. 
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The  New  Decade  of  the  Seventies 


PRESIDENT’S  PAGE 

During  the  past  year  as  your  president- 
elect, one  of  my  major  concerns  was  writ- 
ing the  “presidential  page.”  In  reviewing 
the  topics  of  our  past-presidents,  various 
approaches  have  been  made.  Dr.  J.  Whit- 
ney Kelley,  my  most  able  predecessor,  began 
with  “Malpractice  Insurance,”  a most  time- 
ly subject;  Dr.  Frank  Tanner  began  with 
the  “Second  One  Hundred  Years.”  I should 
like  to  begin  with  “The  New  Decade  of  the 
Seventies”  and  forget  the  “Roaring  Sixties.” 

Upon  being  notified  of  my  election  as 
president  of  your  state  association,  I won- 
dered whether  I could  afford  to  serve.  When 
the  physician  is  away,  not  only  do  his  pa- 
tients continue  to  need  care,  but  his  office 
overhead  continues  — the  rent,  salary  for  a 
nurse,  bookkeeper,  and  receptionist.  He 
must  pay  another  physician  to  care  for  his 
practice.  His  income,  just  as  disability, 
stops  as  soon  as  he  leaves,  though  he  still 
needs  to  care  for  his  family. 

Dr.  Richard  S.  Wilbur  in  IMedical  World 
News,  June  6,  1969,  “Strong  Young  Voices 
Don’t  Come  Cheap”  states  that  the  mean 
ages  of  delegates  to  the  AMA  is  over  60 
years.  Similar  situations  exist  in  other  med- 
ical organizations.  It  takes  time  to  become 
recognized,  so  that  representatives  are  usual- 
ly older  than  their  average  constituents. 
However,  the  situation  today  is  so  unbalanced 
that  the  younger  physicians  feel  that  they 
are  not  represented  and  there  is  a conspiracy 
to  freeze  them  out.  This  is  not  true. 

I believe  if  practicing  doctors  in  our  state 
really  wish  representation  by  members  who 
are  still  seeing  patients,  they  must  begin 
by  paying  such  a doctor  for  each  day  away 
from  the  office  in  addition  to  his  lodging, 
meals,  and  travelling  expenses.  In  this  way, 
the  busiest  young  doctor,  committed  to  a 


growing  practice,  children  and  business 
commitments,  could  afford  to  participate. 

As  socio-economic  problems  become  more 
involved,  they  demand  more  than  the  occa- 
sional evening  or  week-end  away.  He  now 
devotes  days  and  weeks  each  year  to  under- 
standing and  working  out  the  problems.  The 
work,  consequently,  is  done  by  the  senior 
member  of  a clinic  group  or  salaried  indi- 
vidual, who  need  not  fear  that  his  patients 
will  suffer  or  disappear  in  his  absence. 

Consequently,  it  is  essential  that  young 
physicians  and  students  become  interested 
in  the  political  aspects  of  medical  organiza- 
tions as  early  as  possible.  It  is  hoped  that 
our  medical  association  will  see  fit  to  develop 
a closer  relationship  between  the  student, 
resident,  and  physician  under  forty,  in  this 
“Decade  of  the  Seventies.” 

To  accomplish  this  and  many  other  ex- 
panded activities,  your  state  association  will 
do  well  to  consider  increased  membership 
dues  early  in  this  new  decade. 

— Clarence  Brott,  M.D. 
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Prosthetic  Replacement  of  the  Mitral  Valve: 
An  Assessment  of  the  Clinical  and 
Hemodynamic  Results  of  Operation* 


The  Starr  - Edwards  prosthetic 
mitral  valve  has  provided  the 
surgeon  a means  for  correct- 
ing malformations  of  the  mitral  valve  that 
are  not  otherwise  amenable  to  operative 
treatment.  These  malformations  may  be 
generally  classified  as  rheumatic  mitral  re- 
gurgitation and  calcific  mitral  stenosis,  al- 
though, rarely,  valve  replacement  is  required 
in  a patient  with  congenital  heart  disease. 
In  many  other  patients  with  pure  or  pre- 
dominant mitral  stenosis,  the  valve  may  re- 
tain reasonable  mobility  and  remain  free  or 
nearly  free  of  calcification.  In  such  pa- 
tients, who  are  usually  young  women  in 
regular  sinus  rhythm,  relief  of  obstruction 
can  be  achieved  by  digital  or  instrumental 
mitral  commissurotomy,  and  this  safe  and 
simple  closed  operation  should  be  applied 
whenever  possible.  In  contrast,  when  a ste- 
notic valve  and  the  supporting  subvalvular 
structures  are  heavily  calcified  and  densely 
fibrotic,  effective  function  can  almost  never 
be  restored,  even  by  debridement  and  com- 
missurotomy under  direct  vision.  In  this 
clinic  the  results  of  reconstructive  opera- 
tions for  mitral  regurgitation  have  also  been 
poor;  moderate  to  severe  regurgitation  has 
recurred  in  virtually  all  patients  after  1-2 
years,  even  though  the  valve  was  competent 
in  the  early  postoperative  period. 

The  Starr-Edwards  prosthesis  has  been 
utilized  at  the  National  Heart  Institute  since 
1961,  and  has  been  inserted  in  more  than 
300  patients.  Recently,  the  early  and  late 
results  of  operative  treatment  in  100  con- 
secutive patients  were  reviewed,  and  these 
are  summarized  in  the  present  report. 

The  Patients 

The  100  patients  all  had  acquired  mitral 
valve  disease,  and  two-thirds  gave  a clear 
history  of  previous  rheumatic  fever.  Fifty- 
three  were  female,  47  were  male,  and  they 


ANDREW  G.  MORROW,  M.D.f 


ranged  in  age  from  10  to  64  years ; the  mean 
age  at  operation  was  38  years.  All  patients 
were  distinctly  symptomatic,  and  34  were 
in  Class  IV  (NYHA),  64  in  Class  III,  and 
2 in  Class  II.  Hospitalization  for  the  treat- 
ment of  congestive  heart  failure  had  been 
necessary  on  one  or  more  occasions  in  87 
patients,  and  38  had  been  hospitalized  3 or 
more  times.  Previous  operations  on  the  mi- 
tral valve  had  been  performed  in  35  patients. 

The  characteristic  clinical,  radiographic, 
and  electrocardiographic  findings  of  mitral 
stenosis,  mitral  regurgitation  or  a combined 
mitral  valvular  malformation  were  evident 
in  each  patient.  In  36  patients  signs  of 
tricuspid  regurgitation  were  also  present, 
and  24  patients  had  physical  evidence  of 
aortic  regurgitation,  but  of  insufficient 
severity  to  necessitate  aortic  valve  replace- 
ment. Calcification  of  the  mitral  valve  was 
evident  fluoroscopically  in  63  patients. 

All  of  the  patients  were  studied  by  right 
and  95  by  left  heart  catheterization  preoper- 
atively.  On  the  basis  of  the  preoperative 
hemodynamic  and  angiographic  assessments 
and  the  operative  findings,  50  patients  were 
considered  to  have  pure  or  predominant  mi- 
tral stenosis,  and  50  to  have  pure  or  pre- 
dominant mitral  regurgitation.  In  the  en- 
tire group  of  100  severe  pulmonaiy  hyper- 
tension (systolic  >/=  50  mm.  Hg)  was 
present  in  69  patients,  and  the  average  car- 
diac index  was  reduced  to  2.1  L./min./M.^ 
Preoperatively,  the  left  atrial  mean  pres- 
sure was  abnormally  elevated  in  96  patients 
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(average  22  mm.  Hg) ; a diastolic  gradient 
across  the  valve  was  recorded  in  all  patients 
with  mitral  stenosis  and  in  33  of  those  with 
mitral  regurgitation. 

The  Operation 

In  most  patients  the  operation  was  per- 
formed through  a left  lateral  thoracotomy 
(with  right  ventricular  cannulation  for  ve- 
nous return),  and  in  the  remainder  a median 
sternotomy  or  right  thoracotomy  was  em- 
ployed. Cardiopulmonary  bypass  was  usual- 
ly conducted  at  37°C.,  but  mild  (30°C.)  gen- 
eral hypothermia  was  induced  when  aortic 
regurgitation  necessitated  numerous  or  pro- 
longed periods  of  aortic  occlusion.  Ventricu- 
lar fibrillation  was  induced  in  most  patients 
by  A.C.  stimulation. 

When  the  necessity  of  valve  replacement 
had  been  determined,  the  valve  was  excised 
in  continuity  with  the  chordae  tendineae  and 
papillary  muscles.  Residual  calcific  deposits 
in  the  annulus  were  removed  with  a ron- 
geur, and  the  ventricle  was  lavaged.  The 
prosthetic  valves  employed  were  those  sup- 
plied by  the  Edwards  Laboratories  at  the 
time,  and  all  had  bare  metal  orifices  and 
struts  and  silastic  poppets.  Size  3M  or  4M 
valves  were  inserted  in  90  patients,  while 
9 received  2M  valves,  and  one  a 5M.  The 
valves  were  anchored  by  15-20  interrupted 
sutures,  each  passed  twice  through  the  fix- 
ation ring  of  the  prosthesis  and  the  pa- 
tient’s valve  ring.  In  17  patients  a left 
atrial  thrombus  was  present,  and  was  ex- 
cised prior  to  valve  replacement;  in  6 of 
these  calcification  of  the  left  atrial  wall 
was  evident  preoperatively. 

In  the  immediate  postoperative  period  as- 
sisted ventilation  was  provided  via  the  endo- 
tracheal tube  for  12-24  hours,  and  in  34 
patients  longer  periods  of  assistance  required 
tracheostomy.  Anticoagulation  with  war- 
farin was  instituted  48-72  hours  after  opera- 
tion. 

The  Results 

Immediate  Mortality:  Seventeen  (17%) 

of  the  100  patients  died  during  the  hospital 
admission  at  which  valve  replacement  was 
carried  out.  Two  patients  died  in  the  oper- 
ating room ; one  had  uncontrolled  bleeding 


from  the  atrium,  and  in  the  other  effective 
cardiac  contractions  could  not  be  restored 
after  bypass.  Eight  patients  died  1-7  days 
after  operation  with  progressive  hypoten- 
sion and  signs  of  reduced  cardiac  output; 
all  had  normal  or  small  left  ventricular  cav- 
ities. At  necropsy  it  appeared  that  ob- 
struction to  left  atrial  outflow  had  been 
produced  by  incomplete  descent  of  the  pros- 
thetic ball  that,  in  turn,  resulted  from  pro- 
trusion of  the  muscular  ventricular  septum 
into  the  cage.  In  5 of  the  8 patients  mas- 
sive thrombosis  of  the  valve  and  atrium 
had  occurred.  Two  other  patients  died  of 
acute  myocardial  infai’ction,  one  the  result 
of  a coronary  arterial  embolus.  One  patient 
died  of  cerebral  embolism  from  air  trapped 
in  the  atrial  appendage,  and  another  from 
infected  pulmonary  emboli  which  had  been 
present  preoperatively.  The  remaining  3 
patients,  all  young  women  with  mitral  re- 
gurgitation, died  1 or  2 days  postoperative- 
ly  after  evidencing  cardiac  failure  and  hypo- 
tension; no  anatomic  cause  of  death  was 
evident  at  necropsy. 

Late  Mortality:  Seven  of  the  83  patients 
who  survived  the  immediate  postoperative 
period  have  died  5 to  24  months  later.  Two 
had  infectious  endocarditis;  in  one  patient 
the  infection  followed  an  intercurrent  oper- 
ation performed  without  the  administration 
of  antibiotics.  One  patient  sustained  a fatal 
cerebral  embolus  after  her  physician  had 
stopped  warfarin  administration  for  un- 
known reasons.  Another  patient  had  a sub- 
arachnoid hemorrhage  as  a result  of  war- 
farin overdosage.  One  patient  died  in  heart 
failure  after  an  unsuccessful  attempt  to  close 
a peribasilar  fistula.  In  the  remaining  2 
patients  death  was  sudden  and  unexpected 
and  the  cause  is  unknown. 

Thromboembolism  and  Anticoagulation: 
An  attempt  has  been  made  to  maintain  all 
patients  on  therapeutic  doses  of  warfarin, 
but  this  aspect  of  the  patient’s  management 
has  been  under  the  control  of  the  referring 
physicians.  Nine  patients  have  sustained 
definite  cerebral  emboli,  and  in  2 of  these 
cerebral  embolism  occurred  on  2 different 
occasions.  As  noted  above,  one  of  the  pa- 
tients with  cerebral  embolism,  who  was  not 
receiving  warfarin,  died.  Another  has  per- 
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sistent  flaccid  hemiparesis  and  is  severely 
incapacitated.  Two  patients  have  neuro- 
logic abnormalities  on  examination,  but  they 
are  asymptomatic.  The  other  5 patients 
who  had  cerebral  emboli  have  no  detectable 
abnormal  findings.  Five  additional  patients 
have  described  transient  vertigo,  amnesia, 
or  muscular  weakness,  but  in  them  no  neu- 
rologic abnormalities  have  ever  been  detect- 
ed on  any  examination. 

One  patient  died  as  the  result  of  warfarin 
toxicity,  and  2 others  have  had  massive  but 
nonfatal  episodes  of  gastrointestinal  bleed- 
ing. 

Clinical  Status:  The  76  surviving  pa- 

tients have  been  followed  for  intervals  of 
2-6  years.  Forty-seven  of  them  (62%)  are 
asymptomatic  (Class  I),  26  are  in  functional 
Class  II,  and  3 are  in  Class  III.  Preoper- 
atively,  52  of  these  76  patients  were  in 
Class  III,  and  23  were  in  Class  IV.  Fifty- 
three  patients  (70%)  are  working  full-time 
or,  in  the  case  of  some  women,  managing 
their  homes  and  families  without  unusual 
assistance.  Sixty-nine  patients  (92%)  are 
on  unrestricted  diets. 

Postoperative  Hemodynamic  Assessments: 
The  resting  pulmonary  arterial  pressure 
was  lower  postoperatively  in  every  patient 
in  whom  it  was  abnormally  elevated  before 
operation,  and  the  systolic  pressure  was  less 
than  50  mm.  Hg  in  71  of  74  patients  studied. 
The  left  atrial  mean  pressure  was  also  re- 
duced in  every  patient  in  whom  it  had  been 
abnormal,  but  in  15  of  68  patients  it  still 
exceeded  12  mm.  Hg.  The  cardiac  index 
was  higher  postoperatively  in  63  of  67  pa- 
tients, and  the  average  postoperative  value 
was  normal,  2.9  L./min./M.^ 


Some  Conclusions  Concerning  Mitral 
Valve  Replacement 

The  experience  with  mitral  valve  replace- 
ment in  these  and  other  patients  allows  cer- 
tain conclusions  concerning  the  present 
status  of  the  operation,  and  permits  some 
predictions  as  to  its  future  applicability. 
The  immediate  operative  risk  continues  to 
approximate  10%,  and  will  probably  not 
become  significantly  lower  as  long  as  the 
operation  is  reserved  for  severely  ill  pa- 
tients, those  in  classes  III  and  IV.  The 
Starr-Edwards  prosthesis  is  the  subject  of 
constant  re  - evaluation  and  improvement, 
and  as  the  long-term  reliability  of  the  valve 
improves  operation  reasonably  can  and 
should  be  recommended  to  patients  earlier 
in  the  course  of  their  disease.  The  incidence 
of  death  and  disabling  complications  in  the 
late  postoperative  period  has  thus  far  been 
distinctly  lower  than  in  patients  with  pros- 
thetic aortic  valves.  Arterial  emboli  have 
occurred  in  about  one-fifth  of  patients,  in 
spite  of  attempt  to  maintain  effective  anti- 
coagulation with  warfarin,  but  significant 
sequelae  of  the  emboli  have  been  absent  or 
inconsequential  except  in  two  patients.  Im- 
proved prosthesis  can  be  expected  to  elim- 
inate or  greatly  reduce  the  incidence  of 
thromboembolism.  Of  greatest  importance  is 
the  fact  that  surviving  patients  have  experi- 
enced striking  and  sometimes  dramatic 
symptomatic  improvement,  and  almost  all 
have  been  able  to  return  to  useful  and  pro- 
ductive lives  and  to  carry  on  their  in- 
creased activities  without  significant  dis- 
comfort. The  postoperative  hemodynamic 
studies  have  shown  that  symptomatic  im- 
provement is  paralleled  by  a return  of  the 
cardiac  output  and  intracardiac  pressures 
to  normal  or  near-normal  levels. 
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Hospital  Practice: 

An  increasingly  Attractive  Career 


The  Bad  Old  Days 

PRIOR  to  the  introduction  of 
modern  psychiatric  care  in  the 
1950’s,  mental  institutions  were 
usually  rather  unpleasant  places  in  which 
to  work.  There  were  some  truly  dedicated 
psychiatrists  who  devoted  their  lives  to  the 
care  of  mentally  ill  patients  in  spite  of  the 
prevailing  conditions.  However,  an  untidy, 
overcrowded,  understaffed  facility  usually 
with  substandard  pay  had  little  or  no  appeal 
for  most  physicians.  The  bad  old  days  be- 
came numbered  for  state  hospitals  in  1952 
when  Delay,  Deniker,  and  HarR  found  that 
chlorpromazine  would  not  only  influence  be- 
havior of  patients  with  serious  mental  ill- 
ness, but  also  would  rearrange  psychotic 
thinking  of  a surprising  number  of  these 
people.  The  French  studies  were  confimied 
in  Canada  in  1954,2  and  in  the  United  States 
later  that  same  year.®  Soon  thereafter,  the 
value  of  centrally  acting  medication  in  psy- 
chiatry was  reconfirmed  by  virtually  the 
entire  psychiatric  profession. 

The  Good  New  Days 

The  modern  psychiatric  hospital  has  been 
made  possible  not  only  by  the  development 
of  chlorpromazine  but  also  by  subsequent 
discoveries  of  an  impressive  number  of 
other  centrally  acting  drugs.  As  a result 
of  modern  therapy,  it  now  is  worthwhile  for 
the  states  to  provide  money  for  the  im- 
provement of  psychiatric  facilities  and  pro- 
fessional staffs.  The  public  is  beginning  to 
realize  that  mentally  ill  patients  can  be  im- 
proved and  controlled  (if  not  always  cured) 
by  medical  means,  and  that  the  rehabilita- 
tion of  such  people  is  economically,  socially, 
medically,  and  morally  worthwhile. 

A modern  psychiatric  institution  is  a 
community  which  needs  not  only  psychia- 
trists for  the  mental  health  of  its  patients, 
but  also  physicians  to  improve  and  maintain 
physical  health.  Indeed,  good  physical 
health,  inside  or  outside  an  institution,  is 
essential  for  optimal  mental  health.  As  a 
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result,  physicians  interested  in  all  types  of 
medical  practice  are  beginning  to  show  an 
interest  in  state  hospital  practice  as  an 
increasingly  attractive  medical  (as  well  as 
psychiatric)  career.  There  are  many  rea- 
sons — professional,  economic,  and  personal 
— why  such  practice  deserves  serious  con- 
sideration by  all  physicians. 

Professional  Attractions 

Psychiatric  patients  frequently  have  an 
interesting  variety  of  somatic  complaints. 
They  can  also  suffer  from  the  usual  physical 
ailments.  As  a result,  the  differential  diag- 
nosis needed  to  distinguish  between  psycho- 
genic and  organic  causes  of  symptoms  pre- 
sents a daily  challenge  to  the  physician  who 
practices  medicine  in  a state  hospital. 

The  privilege  of  working  with  a group  of 
patients  who  w^ere  regarded  until  fairly 
recently  as  “hopeless”  can  be  a truly  grati- 
fying experience.  As  we  watch  the  changes 
occuiTing  in  the  mentally  ill  patients  them- 
selves, w'e  also  see  within  the  medical  staff 
of  the  average  state  hospital  a similar 
change  in  character.  The  physicians  and 
psychiatrists  can  now  expect  their  patients 
to  get  well.  They  expect  the  highest  profes- 
sional level  of  medical  and  surgical  as  well 
as  psychiatric  care  to  be  available  to  their 
patients. 

In  most  state  hospitals  the  economic  ar- 
rangements are  such  that  there  is  no  rela- 
tionship between  the  amount  of  time  and 
professional  attention  a doctor  gives  to  a 
specific  patient  and  the  ability  of  that  par- 
ticular patient  to  pay  for  his  own  laboratory 
studies,  specialty  consultations,  or  other 
medical  expenses.  This  pennits  the  staff 
physician  to  plan  his  time  for  diagnostic  and 
therapeutic  procedures  on  the  basis  of  med- 
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ical  need  and  indications  rather  than  on  the 
basis  of  expediency  or  ability  to  pay.  This 
greatly  facilitates  the  careful  study  of  un- 
usual patients.  At  the  moment  I have  under 
my  medical  supervision  patients  with  rare 
cerebellar  degenerative  diseases,  as  well  as 
more  common  neurological  ailments  such  as 
Huntington’s  chorea.  I have  seen  unusually 
interesting  cases  of  brain  damage  due  to 
bullet  wounds,  bacteriologically  cured  tuber- 
culous meningitis,  destruction  of  large  areas 
by  accidental  dry  ice  burns,  and  oncologically 
successful  removal  of  brain  tumors  in  in- 
fancy. I have  a patient  with  the  rare  XXYY 
chromosome  variation  of  Klinefelter’s  syn- 
drome. So  far,  only  14  such  cases  have  been 
reported  in  the  medical  literature. 

Economic  Attractions 

Historically,  state  hospital  physicians 
have  usually  been  underpaid.  However, 
more  realistic  salaries  are  now  becoming  the 
rule  rather  than  the  exception.  Further  im- 
provement should  naturally  accompany  the 
growing  recognition  that  hospital  practice  is 
a serious  medical  career  and  not  just  interim 
employment.  Moreover,  the  checks  come  at 
regular,  predictable  intervals  — not  just 
when  the  patient  is  in  the  mood  to  pay  his 
doctor  bill. 

Those  physicians  who  do  not  already  own 
expensive  office  equipment  might  well  re- 
member that  in  hospital  practice  we  use  the 
hospital  equipment.  With  inflation  and  the 
development  of  newer  and  more  expensive 
devices,  the  cost  of  setting  up  a private  of- 
fice is  increasing. 

There  are,  of  course,  fringe  benefits 
which  nobody  provides  for  a private  practi- 
tioner. Paid  vacations  and  retirement  pro- 
grams are  standard.  In  most  states,  there 
is  some  opportunity  granted  to  staff  physi- 
cians for  approved  travel  to  medical  meet- 
ings. The  expenses  allowed  by  states  are 
generally  approved  in  advance,  and  they  are 
based  upon  a relatively  frugal  standard  of 
living  and  traveling.  However,  they  do 
make  a substantial  contribution  toward  the 
cost  of  the  trip  and  the  salary  goes  on  dur- 
ing the  trip.  In  private  practice,  the  office 
overhead  goes  on,  but  the  fees  stop  when 
the  doctor  is  not  seeing  patients. 


Personal  Attractions 

It  is  unusual  for  any  physician  to  work 
only  40  hours  a week.  In  hospital  practice 
the  salary  is  usually  assumed  to  cover  such 
a week.  The  amount  of  overtime  depends 
largely  upon  the  work  habits  of  the  indi- 
vidual physician  and  it  is  generally  contribut- 
ed without  any  overtime  pay.  However,  the 
medical  staff  can  work  out  a reasonable  way 
of  sharing  weekend  and  night  calls  so  that 
each  physician  does  have  somewhat  more 
free  time  for  personal  activities  than  is  usual- 
ly true  in  most  types  of  individual  or  even 
group  medical  practice. 

The  patients  in  a state  hospital  are  gen- 
erally concentrated  in  one  building  or  a 
group  of  buildings  which  are  close  enough 
together  so  that  the  physician  has  the  equiv- 
alent of  combined  hospital  and  office  prac- 
tice along  with  house  calls  all  without  mov- 
ing. The  practical  advantages  of  this,  espe- 
cially in  the  winter,  are  self-evident. 

The  physical  surroundings  which  in  days 
past  were  deplorable  are  now  usually  pleas- 
ant. The  therapeutic  advantages  designed 
to  provide  a nice  place  for  the  patients  to 
live  are  fringe  benefits  for  the  medical  staff 
in  the  form  of  a nice  place  to  work. 

In  a state  hospital,  economic  factors  rare- 
ly intrude  themselves  between  the  doctor 
and  the  patient.  On  the  rare  occasions  when 
they  are  about  to  do  so,  there  is  usually  a 
helpful  social  worker  to  whom  such  prob- 
lems can  be  referred.  We  don’t  have  to  send 
bills  to  our  patients  and  we  don’t  have  to 
explain  that  if  a house  costs  three  times 
as  much  to  build  and  a new  car  costs  four 
times  as  much  to  buy  as  compared  with 
fifteen  years  ago  that  we  should  expect 
medical  fees  to  be  up  at  least  ten  percent. 
We  can  just  practice  medicine.  And  we  do. 
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SPECIAL  ARTICLES 


Wash  ingtoNotes 


1.  New  medicaid  plan 

The  Nixon  Administration  proposed  that 
prepaid,  closed-panel  group  practice  health 
care  be  authorized  under  both  medicare  and 
medicaid. 

The  American  Medical  Association  recom- 
mended to  the  House  Ways  and  Means  Com- 
mittee a new  medicaid  plan  utilizing  exist- 
ing private  health  insurance  mechanisms  to 
replace  the  present  program  of  health  care 
assistance  for  the  medically  indigent. 

Robert  H.  Finch,  secretary  of  Health, 
Education  and  Welfare,  said  Congress  would 
be  asked  to  approve  legislation  authorizing 
“health  maintenance  contracts  guarantee- 
ing health  services  for  the  elderly  and  the 
poor  at  a single  fixed  annual  rate  for  each 
person  served.” 

“In  the  case  of  medicare,”  Finch  said, 
“the  patient  will  be  entitled  under  such  a con- 
tract to  all  of  the  usual  medicare  services 
plus  preventive  services.  The  contract  price 
will  be  negotiated  in  advance  at  an  amount 
less  than  the  Social  Security  Administration 
presently  pays  for  conventional  medicare 
benefits  in  the  locality. 

“Similarly  under  medicaid  we  are  seeking 
authority  for  the  states  to  offer  to  the  poor 
the  option  of  securing  services  under  such 
health  maintenance  contracts.  We  propose 
to  work  with  the  individual  states  toward 
the  modification  of  their  present  programs 
in  this  regard  and  to  encourage  their  use  of 
the  experimental  authority  previously  men- 
tioned for  the  testing  of  a variety  of  differ- 
ent contractual  arrangements. 

“The  cornerstone  of  this  new  option  in 
federal  health  purchasing  will  be  the  oppor- 
tunity for  consumers  to  choose  between  al- 
ternatives. The  utlimate  goal  will  be  to  give 
every  beneficiary  of  these  programs  a choice 
between  obtaining  services  from  a health 
maintenance  organization  or  arranging  for 
them  in  the  usual  way  from  individual  doc- 
tors and  hospitals.  He  will  have  the  choice 
of  withdrawing  from  enrollment  in  a health 
maintenance  organization  if  he  finds  the 


service  unsatisfactory.  The  government  will 
have  the  choice  of  entering  into  arrange- 
ments with  individual  health  maintenance 
organizations,  subject  to  special  standards 
including  assurance  that  every  contractor 
will  serve  persons  of  high  medical  risk  as 
well  as  the  healthy.” 

Earlier,  HEW  Under  Secretary  John  G. 
Veneman  told  the  house  committee  that  it 
was  planned  to  call  the  new  approach  under 
medicare  Part  C — to  provide  all  services 
covered  under  Parts  A and  B “plus  pre- 
ventive services.”  He  estimated  a saving 
of  about  $15  per  person,  but  some  commit- 
tee members  were  skeptical  that  more  serv- 
ices could  be  provided  at  less  cost. 

Both  Finch  and  Veneman  made  clear  that 
one  of  the  main  objectives  is  a fundamental 
change  in  the  nation’s  system  of  health 
care  delivery.  They  said  states  would  ask 
to  repeal  existing  laws  restricting  prepaid 
group  practice.  They  said  that  future  fed- 
eral medicaid  funds  might  be  made  contin- 
gent on  states  eliminating  “legal  barriers 
to  all  forms  of  health  delivery  organiza- 
tions.” 

“Let  me  conclude  by  saying  that  our  broad 
objective  is  to  frame  an  effective  and  rea- 
sonable approach  to  meet  the  health  needs 
of  the  American  people,”  Veneman  said. 
“Obviously  the  federal  government  by  it- 
self cannot  redirect  the  total  health  deliv- 
ery system.  We  can,  however,  do  our  best 
to  make  sure  that  the  vast  expenditures  of 
the  federal  government  in  the  health  care 
industry  are  used  in  a way  that  will  con- 
tribute to  the  evolution  of  an  improved, 
more  effective,  more  economical  system  to 
deliver  health  care  to  our  people.  To  the 
extent  we  are  successful,  we  will  be  deliver- 
ing the  maximum  benefit  from  the  public 
funds  entrusted  to  us.  But  what  is  equally 
important,  we  will  be  providing  valuable  sup- 
port for  improvement  of  the  total  health 
care  system,  public  and  private.  In  that  way, 
we  will  be  helping  to  improve  the  delivery 
of  health  services  for  all  the  American 
people.” 
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Dr.  Russell  B.  Roth,  speaker  of  the  AMA 
House  of  Delegates,  told  the  House  commit- 
tee that  medicaid  “has  demonstrated  some 
weaknesses  which  badly  need  correction.” 

A new  program,  he  said,  should:  “provide 
the  Congress  with  a basis  for  reasonable  pre- 
dictable costs ; ease  the  burden  on  the 
states ; assure  total  implementation ; and 
while  maintaining  a level  of  quality,  insure 
that  the  costs  of  the  program  remain  within 
the  range  of  acceptability.” 

The  program  recommended  by  the  AMA 
had  these  features: 

1.  Each  eligible  person  (or  family)  would 
receive  a certificate  to  be  redeemed  by  a 
qualified  health  insurance  company  offering 
a health  insurance  policy  or  contract  of  cer- 
tain basic  health  benefits  such  as  hospital- 
ization, medical  care,  preventive  care,  and 
diagnostic  and  outpatient  care. 

2.  The  premium  cost  for  such  policy  or 
contract  would  be  assumed  by  the  federal 
government  from  its  general  revenue  fund. 

3.  The  states,  freed  from  the  expenses 
of  financing  the  basic  costs  of  health  care 
for  their  indigent  and  medically  indigents 
residents,  could  provide  supplementary  bene- 
fits. These  might  include,  for  example, 
skilled  nursing  home  care  and  dental  services. 

4.  The  determination  that  an  insurance 
policy  or  contract,  and  the  company  offering 
same,  are  “qualified”  would  be  made  by  a 
state  agency  which  customarily  has  that 
authority.  However,  changes  in  the  scope 
of  benefits,  and  guidelines  or  standards  to 
be  used  by  the  insurance  departments  in 
judging  the  company  and  the  plan  it  offers, 
would  be  established  by  a national  board  ap- 
pointed by  the  President. 

5.  All  individuals  and  families  below  a 
certain  level  of  income  would  be  eligible  to 
participate.  A simple  determination  of 
eligibility  could  be  made  by  the  appropriate 
federal  agency  on  the  basis  of  income,  or 
an  even  more  refined  criterion  could  be  used 
such  as  tax  liability.  The  program  could  re- 
quire marginal  needy  families  to  participate 
in  the  expenses  of  the  premium  charge  by 
paying  a small  part  of  it,  varying  such  par- 
ticipation in  direct  pi’oportion  to  this  tax 
liability. 


6.  For  the  lower  income  family  there 
would  be  no  deductibles  and  no  co-insurance 
features. 

7.  To  insure  a high  level  of  quality  and 
to  prevent  cost  escalation,  the  program 
would  provide  for  a system  of  “peer  review,” 
organized  and  conducted  in  a manner  to  as- 
sure its  success. 

As  to  those  services  and  charges  which 
are  within  the  purview  of  the  medical  pro- 
fession, appropriate  medical  societies  would 
be  given  the  task  of  establishing  a peer  re- 
view mechanism  that  would,  among  other 
things,  review  individual  charges  and  serv- 
ices wherever  performed ; review  hospital 
and  skilled  nursing  home  admissions  as  to 
their  medical  necessity,  and  stays  in  hos- 
pitals and  skilled  nursing  homes  as  to  their 
continued  medical  necessity;  and  review  the 
need  for  the  professional  services  provided 
in  the  institution. 

In  the  case  of  fraud  or  other  clear  inten- 
tional and  gross  misconduct,  the  peer  review 
committee  would  be  expected  to  bring 
charges  before  the  appropriate  licensing  body. 

To  assist  peer  review  committees  in  be- 
coming established  and  in  their  operation, 
the  program  should  provide  for  federal  par- 
ticipation in  the  cost  incurred  in  develop- 
ing the  program  and  its  operation.  To  as- 
sure participation  by  members  of  the  profes- 
sion, those  who  serve  on  peer  review  com- 
mittees should  be  held  hannless  from  any 
actions  or  claims  based  on  their  decisions 
as  to  the  necessity  or  quality  of  the  services 
provided,  or  the  reasonableness  of  the  charge. 

In  the  event  that  a peer  review  commit- 
tee is  not  established  by  the  appropriate 
medical  society  within  a reasonable  time, 
or  although  established  is  not  functioning, 
the  Secretary  of  Health,  Education  and  Wel- 
fare in  consultation  with  the  medical  so- 
ciety, would  be  empowered  to  appoint  a com- 
mittee to  so  act. 

2.  Pollution 

The  American  Medical  Association  sup- 
ports the  Nixon  Administration’s  air  pollu- 
tion control  bill  (S.  3466)  which  would  give 
the  Department  of  Health,  Education  and 
Welfare  power  to  set  air  quality  standards 
for  the  nation. 


May,  1970 


331 


The  legislation  also  would  provide  for  in- 
tensified research  in  air  pollution  and  for 
tough  enforcement  procedures  on  the  na- 
tional air  purity  standards. 

The  AMA  also  supports  accompanying 
legislation  providing  for  expanded  research 
on  ways  to  cut  auto  exhaust  pollution  and 
for  pollution  control  standards  for  water- 
craft and  airplanes. 

Dr.  James  M.  Blake,  a member  of  the 
AMA’s  Council  on  Legislation,  told  the  Sen- 
ate Subcommittee  on  Air  and  Water  Pollu- 
tion : 

“For  too  long  we  have  taken  for  grant- 
ed the  atmosphere,  one  of  our  natural  re- 
sources; it  is  time  now  to  look  upon  this 
resource  as  one  on  which  the  survival  of 
man  depends  . . . 

“In  recent  years,  the  country  has  awak- 
ened to  the  need  to  control  air  pollution. 
Yet,  more  and  more,  our  air  becomes  pollut- 
ed and  hazards  to  health  increase.  We 
must  take  stronger  action  to  reverse  this 
direction  — stronger  action  than  we  have 
taken  in  the  past  . . . 

“It  is  imperative,  that  all  elements  of 
our  society  join  to  overcome  the  increasing 
pollution  of  our  atmosphere.  Measures 
which  a few  years  ago  were  deemed  ade- 
quate to  meet  the  needs  simply  have  not 
achieved  the  desired  goals.  New  steps  must 
be  taken  if  we  are  to  make  any  substantial 
headway  in  alleviating  the  problem.  Ac- 
cordingly, we  believe  that  it  is  now  neces- 
sary to  provide  for  additional  pollution  con- 
trols and  to  make  the  essential  financial 
commitment  . . .” 

3.  IRS  and  medicaid 

States  must  report  to  the  Internal  Revenue 
Service  each  year  on  total  payments  to  pro- 
viders of  medicaid  services  under  new  regu- 
lations issued  by  the  Department  of  Health, 
Education  and  Welfare. 

Each  year,  states  will  file  Internal  Reve- 
nue Service  Forms  1096  and  1099  giving 
amounts  paid  to  physicians,  dentists,  phar- 
macists, opticians,  nursing  homes,  hospitals 
and  other  individuals  and  institutions  that 
provide  service  to  medicaid  patients. 


States  will  be  required  to  identify  each 
individual  provider  of  service  by  social  secur- 
ity number,  and  partnerships  and  corpora- 
tions by  employer  identification  number. 

States  also  must  establish  procedures  for 
verifying  with  recipients  whether  services 
billed  by  providers  were  actually  received. 
Such  verification  may  be  made  by  spot 
checking. 

4.  The  VA 

President  Nixon  approved  a $65  million 
increase  in  the  Veterans  Administration 
medical  care  budget  mainly  to  improve  serv- 
ices for  wounded  Vietnam  war  veterans. 

An  increase  of  $50  million  was  authorized 
in  the  VA’s  medical  budget  for  fiscal  1971 
and  $15  million  for  the  remainder  of  this 
fiscal  year.  Nixon  acted  after  reviewing  a 
study  by  Veterans  Administrator  Donald  E. 
Johnson  of  the  scope  of  the  veterans  medical 
care  program  and  the  increasing  difficulties 
it  has  faced  in  providing  hospital  and  clinical 
care. 

“To  those  who  have  been  injured  in  the 
service  of  the  United  States  we  owe  a spe- 
cial obligation,”  Nixon  said.  “I  am  deter- 
mined that  no  American  serviceman  retura- 
ing  with  injuries  from  Vietnam  will  fail  to 
receive  the  immediate  and  total  medical  care 
he  requires.” 

The  $15  million  supplemental  appropria- 
tion would  be  spent  in  April,  May  and  June 
to  clear  up  the  excessive  backlog  in  Vietnam 
veterans  dental  claims  and  to  improve  the 
staffing  of  specialized  medical  programs, 
especially  the  spinal  cord  injury  centers  and 
coronary  intensive  care  units. 

The  additional  funds  also  would  be  used 
to  carry  out  plans  for  taking  hemodialysis 
units  into  the  homes  of  veterans  suffering 
from  serious  kidney  ailments  and  to  help 
meet  increased  costs  of  needed  drugs  and 
medicines. 

The  VA’s  budget  request  already  submit- 
ted to  Congress  for  the  1971  fiscal  year  be- 
ginning in  July  totals  $1.54  billion. 

The  new  request  for  $50  million  will  bring 
the  budget  for  fiscal  1971  to  $210  million 
more  than  the  approved  appropriation  for 
fiscal  1970. 
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Farewell 

Everything-  must  have  a beginning,  but 
it  must  also  have  an  end.  As  I pass  the 
gavel  on  to  my  close  friend  and  successor, 
Dr.  Clarence  Brott,  I am  experiencing  many 
mixed  emotions. 

I have  enjoyed  the  contacts  with  you,  my 
colleagues,  as  well  as  the  challenge  of  be- 
ing your  president  this  past  year.  To  come 
to  the  finale  is  to  leave  a bright  spot  in  my 
life.  However,  passing  on  the  torch  is  not 
only  traditional,  it  is  also  necessary  and 
good.  New  officers  mean  new  ideas  and 
Clarence  is  full  of  them.  He  is  well  quali- 
fied by  his  past  experiences,  and  will  be  a 
fine  president. 

Any  success  I have  had  has  been  due  to 
the  help  of  many  people.  My  wife  has  been 
a great  helpmate,  she  has  accompanied  me 
on  every  trip  that  I have  made,  and  has 
helped  me  not  only  by  her  inspiration,  but 
by  her  literary  capabilities  as  well. 

Next  I must  acknowledge  my  debt  of 
gratitude  to  Marlene  Laughlin,  who  has 
worked  many  extra  hours  on  her  own  with- 
out being  asked  to  do  so.  She  has  kept  my 
files  in  excellent  order,  written  many  let- 
ters, and  she  has  encouraged  me  when 
things  looked  bad.  Never  once  was  a file  or 
letter  or  important  paper  mislaid  or  misfiled. 

Chet  Farrell  and  my  other  physician  col- 
leagues at  St.  Joseph’s  Hospital  have  taken 
care  of  my  patients  when  I have  been  away 
or  busy  with  the  duties  of  my  office.  It 
has  been  a real  challenge  when  I have  re- 
turned from  a trip  to  equal  the  quality  of 
the  care  my  patients  received  during  my 
absence. 

Ken  Neff,  Bill  Schellpeper,  Mary,  and  the 
rest  of  the  staff  at  the  state  association  of- 
fice have  been  invaluable  in  their  guidance, 
help  and  cooperation  during  this  year.  Clar- 
ence will  soon  learn  that  no  other  state  as- 
sociation has  this  kind  of  dedicated,  imagin- 
ative staff. 

I’ll  be  relieved  to  slow  up  a little,  but  I 
can  assure  you  that  I will  miss  the  respon- 
sibility, too. 


Address 


Up  to  now  I have  written  my  presidential 
page  always  bearing  in  mind  that  I was 
speaking  for  all  of  the  doctors  in  the  state. 
This  time  I am  speaking  for  myself. 

The  physicians  of  Nebraska  have  Jcept 
faith  with  their  patients  and  have  main- 
tained their  fees  at  the  same  or  lower  level 
than  the  ever  increasing  cost  of  living.  In 
spite  of  this  — and  in  spite  of  the  need  to 
work  more  than  60  hours  per  week,  the  doc- 
tors have  taken  time  to  realize  that  several 
of  our  population  are  hard  put  to  meet  medi- 
cal expenses. 

That  group  of  people  who  are  in  the  lower 
middle  income  bracket  are  not  eligible  for 
Medicare  nor  Medicaid.  At  the  same  time, 
they  don’t  have  enough  income  to  pay  for  a 
health  insurance  policy  which  would  be  ade- 
quate to  cover  the  increased  costs  of  the  new 
life  saving  discoveries  in  medicine. 

These  people  are  in  need  of  help,  and  they 
need  it  badly.  The  answer  suggested  by 
some  people  is  nation  wide  health  insurance. 
The  physicians  would  prefer  to  care  for  these 
people  in  the  traditional  way,  absorbing  the 
loss  themselves,  in  order  to  retain  the  physi- 
cian-patient relationship. 

If,  however,  the  government  decides  for 
political  reasons  that  National  Health  In- 
surance is  the  answer,  then  let  us  do  it 
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through  the  already  existing  health  and  ac- 
cident insurance  companies.  They  know 
how  to  do  it,  and  would  save  the  govern- 
ment millions  of  dollars. 

In  1969  the  administrative  costs  of  Medi- 
care alone  were  $287,352,000  and  $95,053,- 
000  for  Medicaid.  The  private  companies 
could  do  the  job  much  more  efficiently  and 
for  much  less  money. 

The  premiums  could  be  paid  by  deductions 
from  income-tax  for  those  who  could  afford 
it.  The  federal  government  could  pay  the 
premiums  for  the  group  whose  income  is  too 
small.  These  funds  could  come  from  social 
security  sources,  and  relieve  the  govern- 
ment of  a large  new  wasteful  agency. 

Should  they  choose  to  do  it  all  on  a federal 
basis,  however,  reducing  the  phj'sicians  to 
the  common  vendors  that  in  name,  they  have 
already  called  us,  they  should  be  aware  of  the 
risk  they  take. 

^lerely  a few  alterations  in  the  constitu- 
tion of  the  A.M.A.  could  bring  about  a 
change  which  would  make  of  the  associa- 
tion a guild  or  union.  In  this  manner,  if 
we  are  to  be  servants  of  the  government, 
we  could  take  advantage  of  the  laws  protect- 
ing the  rights  of  union  members. 

We  could  demand  the  right  to  collective 
bargaining,  ar  forty  hour  week,  vacations 
with  pay,  retirement  funds  at  age  65,  and 
other  fringe  benefits. 

That  this  would  cut  the  number  of  doctor 
hours  spent  by  over  a third  should  be  ob- 
vious to  the  hard  core  politicians.  They 


would  be  haunted  by  the  spectre  of  the  strike 
of  the  Belgian  physicians  three  years  ago, 
and  the  recent  strike  of  30,000  Argentine 
doctors  which  took  place  in  March  of  this 
year. 

The  politicians  know  so  little  of  the  dedi- 
cated feelings  of  physicians,  and  they  would 
probably  feel  that  a strike  was  all  right, 
and  that  they  would  do  the  same  if  pushed 
hard  enough.  They  think  only  in  terms  of 
power. 

You  and  our  patients  know  that  American 
physicians  are  very  unlikely  to  resort  to 
such  ends.  We  are  much  too  devoted  to  the 
principles  of  service  to  our  patients  to  cause 
them  to  suffer  because  of  the  mistakes  of 
self  seeking  politicians.  These  same  poli- 
ticians don’t  know  this,  however,  because 
they  don’t  have  the  same  sense  of  dedication. 

Let  them  beware,  because  even  the  doctor 
has  a limit  to  his  patience  if  pushed  too 
hard. 

Now  let  us  depart  from  this  somber 
thought  and  return  to  the  pleasantries  of 
the  occasion. 

Clarence,  with  this  gavel,  I pass  to  you 
the  authority  that  I have  carried  for  the 
past  year.  With  it,  I pass  to  you  also  the 
good  will  and  inestimable  help  that  you  will 
receive  from  the  staff  and  the  entire  mem- 
bership of  the  Nebraska  State  IMedical  As- 
sociation. Last  of  all,  with  this  gavel,  I 
pass  on  to  you  all  my  best  wishes  for  a 
successful  year,  and  a promise  to  be  of  any 
help  that  I can. 

— J.  Whitney  Kelley,  M.D. 


Respiratory  Diseases 


ADVANTAGES  OF  QUANTITATIVE:  CULTURES 
IN  DIAGNOSING  AND  TREATING  ACUTE 
BACTERIAL  PNEUMONIA 

Quantitative  culturing  of  homogenized 
sputum  led  to  more  frequent  isolation  of 
pathogens  than  did  routine  qualitative  cul- 
turing. It  also  provided  pertinent  informa- 
tion on  superinfection  and  the  effectiveness 
of  antimicrobial  chemotherapy. 

Identification  of  the  specific  pathogen  in  acute 
bacterial  pneumonia  is  necessary  for  rational  and 


appi’opriate  therapy.  Routine  qualitative  bacterio- 
logic  cultures  of  sputum  may-  lead  to  erroneous  di- 
agnosis and  inappropriate  therapy,  particularly  in 
patients  with  chronic  obstructive  lung  disease. 

Because  tracheobronchial  secretions  are  bacterio- 
logically  sterile,  sputum  cultures  should  show  growth 
of  only  an  etiologically  significant  organism.  Rare- 
ly are  such  clear-cut  results  obtained.  Even  a care- 
fully produced  deep  sputum  from  the  bronchi  be- 
comes contaminated  in  passing  through  the  bacteria- 
laden  pharynx. 

An  organism  which  can  cause  inflammation  of  the 
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lungs  should  be  present  in  sputum  in  greater  num- 
bers than  the  contaminating  phai’yngeal  residents. 
However,  pneumonia  pathogens,  particularly  D. 
pneumoniae  and  H.  influenzae  are  irregularly  dis- 
tributed in  sputum.  This  leads  to  inaccurate  results 
when  the  portions  of  sputum  which  contain  few  or 
no  pathogenic  organisms  are  inoculated  onto  media. 
Liquefaction  and  thorough  mixing  of  sputum  per- 
mit more  uniform  sampling. 

The  present  study  of  20  pneumonia  patients  ad- 
mitted consecutively  into  two  hospitals  at  different 
periods  was  designed  to  evaluate  the  usefulness 
of  quantitative  cultures  of  fresh  homogenized 
sputum  in  the  diagnosis  of  bacterial  pneumonia  and 
in  following  its  clinical  course.  Medical  histories, 
physical  examinations,  and  pulmonary-function  tests 
revealed  that  the  19  men  and  one  woman  in  this 
study  had  chronic  obstructive  lung  disease.  None 
had  received  antimicrobial  treatment  before  admis- 
sion. 


PREPARATION  OF  CULTURES 

All  sputum  specimens  collected  on  admission  and 
at  intervals  during  illness  were  liquefied,  homo- 
genized, and  buffered  before  being  streaked  onto 
a culture  medium  of  blood,  chocolate  eosin-methy- 
lene  blue,  and  Sabourand  dextrose  agar.  Estimates 
of  culturable  aerobic  microorganisms  were  obtained 
after  24-hour  incubation  at  37°C.  Routine  cultures 
from  18  were  also  studied  by  the  usual  clinical  lab- 
oratory techniques. 

The  quantitative  technique  led  to  the  isolation 
of  pathogens  in  all  20  patients  whereas  the  conven- 
tional qualitative  technique  led  to  isolation  of  patho- 
gens in  only  7 out  of  18. 

The  initial  quantitative  cultures  prepared  from 
sputum  taken  on  admission  uncovered  predominant 
colonies  (minimum  of  10'?  per  ml  of  sputum)  of  D. 
pneumoniae  in  7 patients,  H.  influenzae  in  8,  pre- 
dominance of  both  of  these  pathogens  in  3,  and  Sta- 
phylococcus aureus  in  2.  They  also  uncovered  col- 
onies of  other  microorganisms  in  fewer  numbers, 
including  S.  viridans,  Candida,  and  Neisseria. 

Quantitative  culturing  uncovered  “superinfec- 
tion” from  gram  - negative  organisms  in  7 patients. 
In  the  present  study,  superinfection  was  arbi- 
trarily designated  as  the  presence  of  10^  per  ml 
or  higher  concentrations  of  microorganisms  other 
than  S.  viridans  and  Neisseria.  In  these  mixed 
infections  there  were  actually  three  times  as  many 
superinfecting  organisms  as  all  other  organisms 
combined. 


PATHOGENS  OR  CONTAMINANTS? 

Other  investigators  have  noted  that  mechanical 
homogenization  without  mucolysis  increases  the  sen- 
sitivity of  sputum  cultures.  As  has  already  been 
noted,  quantitative  culturing  uncovered  pathogens 
in  all  20  patients. 

A number  of  factors  appear  responsible: 

In  the  present  study,  smaller  colony  counts  of 
common  pharyngeal  flora,  which  more  uniform 
sampling  permits,  provided  a reliable  guide  for  dif- 


ferentiating lower-tract  pathogens  from  contam- 
inating pharyngeal  flora. 

Actually,  the  sample  plated  by  routine  methods 
constitutes  a very  small  portion  of  a sputum  speci- 
men. Identification  of  the  predominant  oi’ganisms 
is  necessarily  limited  to  the  microorganisms  therein. 
This  problem  of  adequate  sampling  may  be  the 
most  important  source  of  error  in  routine  cultures. 

Homogenization  overcomes  the  problem  in  provid- 
ing culture  samples  of  different  portions  of  a single 
specimen.  Other  workers  have  shown  that  D. 
pneumoniae,  H.  influenzae,  and  S.  aureus  are  not 
always  isolated  more  frequently  from  purulent  than 
from  mucoid  portions  of  sputum. 

Previous  studies  reveal  that  a much  greater  yield 
of  H.  influenzae  is  obtained  from  saline-washed 
sputum  than  unwashed  specimens  from  the  same 
patients.  Apparently,  inhibitory  factors  are  re- 
moved or  destroyed  by  the  washing  procedure.  In 
the  quantitation  procedures,  saline  diluting  solutions 
appear  to  have  a similar  effect. 

One  study  revealed  that  a combination  of  N. 
catarrhalis  and  mucin  inhibited  H.  influenzae 
growth  in  unwashed  sputum,  while  the  liquefying 
agent,  N-acetycysteine,  promoted  its  recovery.  In 
addition,  relatively  slow  growing  D.  pneumoniae  and 
H.  influenzae  in  diluted  sputum  are  not  as  easily 
masked  by  faster  growing  organisms,  such  as  gram- 
negative bacilli. 

Quantitative  sputum  analysis  provides  informa- 
tion as  to  whether  new  organisms  appearing  in  the 
sputum  are  responsible  for  true  superinfection. 
When  colony  counts  are  low  (10^  or  less),  use  of 
more  toxic  antimicrobial  agents  is  usually  less  ur- 
gent than  when  this  information  is  not  available. 
If  the  colony  count  is  high,  clinical  evidence  of 
supeiinfection  will  develop  in  30  to  50  per  cent  of 
these  patients.  Quantitative  analysis  also  reveals 
pertinent  information  concerning  the  efficacy  of 
antibacterial  therapy  and  a better  understanding 
of  the  cooperative,  competitive,  and  antagonistic 
interactivities  of  bacteria. 

The  high  incidence  of  H.  influenzae  and  D.  pneu- 
moniae in  sputum  from  pneumonia  patients  in  this 
study  may  have  been  related  to  the  high  incidence 
of  underlying  lung  disease.  These  are  the  two  most 
common  pathogens  associated  with  exacerbations  of 
bronchial  infection  in  patients  with  chronic  lung 
disease.  Colonization  of  at  least  one  of  them  was 
found  on  admission  in  all  but  two  patients  who 
were  also  found  to  have  chronic  lung  disease,  sug- 
gesting that  chronic  lung  disease  is  common  in  pa- 
tients admitted  with  pneumonia. 

There  appeared  to  be  significant  correlation  be- 
tween elevated  bacterial  colony  counts  and  the  pres- 
ence of  clinical  disease.  Quantitation  culture  proce- 
dure was  found  to  be  rapid  and  simple  and  yielded 
consistent  results.  Further  studies  of  larger  num- 
bers of  patients  are  needed  to  define  more  precise- 
ly the  concentrations  of  organisms  in  the  sputum 
that  may  be  significant  in  various  circumstances. 

— J.  Kin  Pirtle,  M.D.  ; Patrick  W.  Monroe,  M.D.  ; Tim  K. 
Smalley,  M.D.  ; John  A.  Mohr,  M.D.,  and  Everett  R. 
Rhoades,  M.D.  American  Review  of  Respiratory  Disease, 
December,  1969  (Vol.  100). 
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While  Making  Rounds 


Quote  Unquote. 

“What  drugs  cannot  heal,  the  knife  can 
heal;  what  the  knife  cannot  heal,  the 
cautery  can  heal ; what  the  cautery 
cannot  heal,  nothing  can  heal.” 

Hippocrates. 

“Raising  taxes  does  not  now  seem  popu- 
lar.” 

Coolidge. 

“Blood  for  blood.” 

Shakespeare. 

Words  We  Can  Do  Without. 

Breakthrough. 

Conceptual. 

Interrogatories. 

Our  Own  Monthly  Statistical  Report. 

In  the  U.S.,  a suicide  occurs  every  24 
minutes. 

Anniversary  Time. 

May  19,  1923. 

Luckhardt  introduces  ethylene. 

Strange  Disease  Of  The  Month. 

Vanishing  testis. 

Who? 

Who  introduced  sulfa  drugs? 

Domagk,  in  1935. 

Curiosity  Corner. 

We  notice  that  one  degree  of  severity  of  a 
disease  is  called  “severe”  and  another, 
the  disease  being  worse,  is  called  “pro- 
nounced.” They  sound  the  same  to  us, 
or  if  anything,  “severe”  sounds  as  bad 
as  you  can  get.  But  maybe  not ; you 
can  always  get  “pronounced.” 

Why  O Why? 

Why  do  we  say  Argyll  Robertson  pupil? 

It’s  Douglas  Moray  Cooper  Lamb  Argyll 
Robertson.  We  looked  it  up,  and  it’s  all 
one  man.  We  think  you  should  just  say 
Robertson  or  say  the  whole  thing. 


Lines  To  Practice  By. 

“As  is  our  pathology,  so  is  our  practice.” 
Osier. 

“The  diseases  of  the  mind  are  more  dan- 
gerous and  more  numerous  than  those 
of  the  body” 

Cicero. 

— F.C. 


Smoking  Habits  of  Oral  Contraceptive  Users 
C.  R.  Kay,  A.  Smith,  and  B.  Richards 
(Univ  of  Manchester,  Manchester,  Eng- 
land). Lancet  2:1228-1229  (Dec  6)  1969. 

Preliminary  analyses  of  data  based  on  32,- 
000  women  recruited  for  observation  in  a 
prospective  oral  contraception  study  have  re- 
vealed that  oral  contraceptive  users  are  more 
likely  to  be  smokers,  and  to  smoke  heavily, 
than  non-users.  The  user  and  control  sam- 
ples are  thought  to  be  representative  of 
their  respective  populations  in  the  United 
Kingdom  at  this  time.  The  possible  reasons 
for  the  difference  in  smoking  habits  are  im- 
material to  the  conclusion  that  it  might  con- 
tribute to  any  observed  differences  in  mor- 
bidity or  mortality  between  users  and  non- 
users. 


Pregnancy  in  Narcotics  Addicts  Treated 
by  Medical  Withdrawal  — G.  Blinick,  R. 
C.  Wallach,  and  E.  Jerez  (Beth  Israel 
Medical  Center,  New  York).  Amer  J 
Obstet  Gynec  105:997-1003  (Dec  1)  1969. 

A study  was  made  of  300  pregnant  addicts 
voluntarily  treated  with  medical  withdrawal 
on  methadone.  In  100  consecutive  deliv- 
eries of  these  patients  there  were  increased 
incidences  of  low  birth  weight,  meconium, 
and  breech  presentations.  Other  problems 
with  the  newborn  were  not  significantly  in- 
creased. Maternal  complications  were  few 
and  included  a high  rate  of  positive  results 
in  serologic  tests  for  syphilis. 
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FEATURES 


Who's  In  The  News? 


Doctor  Max  M.  Raines,  North  Platte,  re- 
cently received  the  North  Platte  Elks  Lodge 
Outstanding  Adult  Award. 

Doctor  Joseph  H.  Gardner,  Alliance,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  William  Reedy,  Omaha,  is  the  new 
president  of  the  Nebraska  Society  of  In- 
ternal Medicine. 

Doctor  Paul  Bancroft,  Lincoln,  was  a guest 


Notes  From  All 

Pediatricians  open  office 

Starting  in  July,  the  American  Academy 
of  Pediatrics  will  begin  operating  a penna- 
nent  office  in  Washington,  D.C.  The  Wash- 
ington Office  is  an  extension  of  the  AAP’s 
Department  of  Government  Liaison  which 
was  established  and  approved  by  the  Acad- 
emy Executive  Board  last  April. 

Through  its  Washington  Office,  the  Acad- 
emy will  maintain  close  contact  with  all 
agencies  of  the  federal  government  in  health 
programs  affecting  children. 

Missouri  announces 

The  Thompson,  Brumm  & Knepper  Clinic, 
St.  Joseph,  Missouri,  announce  the  21st  an- 
nual Dr.  F.  G.  Thompson,  Sr.  Lectureship, 
to  be  given  by  Dr.  E.  Grey  Dimond,  Provost 
for  the  Health  Sciences  of  the  University  of 
Missouri.  The  lecture  is  entitled;  Can  We 
Produce  Doctors  Better  and  Faster? 

To  be  given  at  the  St.  Joseph  Country 
Club,  St.  Joseph,  Missouri,  Thursday  eve- 
ning, May  13th  at  8 o’clock.  The  profession 
is  invited. 

Medicare  money 

The  Associated  Physicians  of  Cook  County 
Hospital  have  repaid  $300,000  of  a total  of 


speaker  at  a recent  meeting  of  Falls  City’s 
North  School  PTA. 

Doctor  William  G.  Heusel,  Hooper,  has 
been  appointed  a part-time  Associate  Profes- 
sor in  Family  Practice  at  the  University  of 
Nebraska  College  of  Medicine. 

Doctor  Charles  W.  Landgraf,  Jr.,  has  filed 
for  re-election  to  the  Hastings  City  Council. 
He  is  currently  serving  as  President  of  that 
body. 


Over 

over  $1  million  incorrectly  collected  from  the 
Medicare  program,  Robert  M.  Ball,  Commis- 
sioner of  Social  Security,  announced  recent- 
ly. 

The  remainder  will  be  repaid  to  the  Gov- 
ernment within  the  next  36  months,  out  of 
current  and  future  payments  due  the  Asso- 
ciation. Medicare  payments  to  the  Associa- 
tion of  supervising  and  teaching  physicians 
were  suspended  April  15,  1969,  because  of 
questionable  billing  practices. 

As  the  result  of  an  investigation  begun  at 
that  time.  Commissioner  Ball  said,  it  has 
been  determined  that  $1,109,000  out  of  a 
total  of  $1,600,000  collected  by  the  Associa- 
tion was  overpaid.  There  was  evidence  that 
the  Association  in  some  cases  improperly 
submitted  bills  in  the  names  of  individual 
supervising  physicians  for  services  actually 
rendered  only  by  residents  or  interns. 

In  other  instances,  there  was  no  docu- 
mentation to  support  bills  for  services  alleg- 
edly furnished  by  supervising  physicians  to 
Medicare  beneficiaries. 

Under  Medicare  regulations,  payments 
may  be  made  to  a supervising  physician  in 
a teaching  hospital  for  the  services  he  has 
personally  rendered  to  a Medicare  benefi- 
ciary. The  participation  by  an  intern  or 
resident  (for  purposes  of  training)  in  the 
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care  of  the  patient  does  not  preclude  pay- 
ment to  the  physician  who  is  also  a teacher. 

But  no  payment  is  due  the  teaching  physi- 
cian under  the  doctor  bill  insurance  part  of 
IMedicare  if  an  intern  or  resident  alone  actu- 
ally performed  the  services.  The  cost  of 
services  provided  by  interns  and  residents  is 
already  paid  for  under  the  hospital  insur- 
ance part  of  Medicare. 

It's  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Prenatal  vitamin-mineral  supplement 

A new  Mead  Johnson  & Company  pre- 
natal vitamin-mineral  supplement  with  in- 
creased amounts  of  folic  acid  and  other  im- 
portant vitamins  is  being  introduced  by  the 
Evansville,  Indiana,  company. 

Natalins  Rx,  an  addition  to  the  Mead 
Johnson’s  vitamin-mineral  supplement  line, 
is  designed  to  give  more  nutritional  support 
during  pregnancy  than  the  usual  prenatal 
supplements.  This  is  due  to  its  increased 
amounts  of  folic  acid  and  other  specific  vita- 
mins. 

A Company  spokesman  said  that  among 
physicians  there  is  a new  trend  toward  pre- 
natal vitamins  which  offer  something  more. 
Natalins  Rx  with  0.1  mg  of  folic  acid  pro- 
vides extra  protection  against  certain  kinds 
of  anemia.  Its  increased  level  of  vitamins 
and  minerals  also  provides  added  nutritional 
support  so  important  to  many  expectant 
women. 

Natalins  Rx  is  available  in  bottles  of  100 
and  1000.  The  suggested  wholesale  prices 
to  retailers  are  $3.67  for  the  lOO’s  size  and 
$30.36  for  the  lOOO’s. 


Laboratory  animals 

The  American  Association  for  Accredita- 
tion of  Laboratory  Animal  Care  (AAALAC) 
has  announced  that,  as  of  March  16,  1970, 
a total  of  140  laboratory  animal  facilities 
have  been  fully  accredited  by  the  Associa- 
tion. This  figure  represents  a net  increase 
of  21  fully  accredited  facilities  since  March 
16,  1969,  when  the  total  stood  at  119. 


Further  information  can  be  obtained  by 
writing  Mead  Johnson  & Company,  Evans- 
ville, Indiana. 

Posey  individual  leg  straps 

The  Posey  Company  introduces  individual 
leg  straps  for  the  patient  who  slides  for- 
ward in  a wheelchair.  Straps  may  be  placed 
anywhere  on  chair  from  knees  to  ankles  to 
prevent  sliding.  A connecting  belt  is  at- 
tached to  the  frame  of  the  wheelchair  and 
the  individual  straps  simply  wrap  around  legs. 
A welcome  aid  for  the  cooperative  patient 
who  slides  forward.  The  Posey  leg  straps. 
Cat.  No.  5163-4227,  are  priced  at  $8.10. 
Manufactured  by  the  Posey  Company,  39 
South  Santa  Anita  Avenue,  Pasadena,  Cali- 
fornia 91107. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

May  2 — North  Platte,  Elks  Lodge 
May  9 — Cozad,  Elks  Lodge 
June  6 — Fairbury,  Elks  Lodge 
June  20  — Norfolk,  Elks  Lodge 

THIRD  NATIONAL  VOLUNTARY 
HEALTH  CONFERENCE  — Sponsored 
by  the  AMA  Council  on  Voluntary  Health 
Agencies,  May  7-8,  1970,  Statler  - Hilton 
Hotel,  Washington,  D.C.  Conference 
theme  — Health  Team  Relationships : 
Professional  Associations ; Governmental 
Agencies,  and  Voluntary  Organizations. 
Write  to:  3rd  National  Voluntary  Health 
Conference,  Department  of  Health  Educa- 
tion, Communications  Division,  AMA,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

AMERICAN  MEDICAL  ASSOCIATION  — 
119th  Annual  Convention,  June  21-25, 
1970,  Chicago,  Illinois. 

NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 
day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Informa- 
tion from  program  coordinator:  R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 

EIGHTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETITIVE 
ATHLETICS  — August  21,  1970,  Hotel 
Cornhusker,  Lincoln,  Nebraska. 


TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 
tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 


Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chairman. 

THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  Ne- 
vada, October  18-23,  1970.  Its  focus  will 
be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  department.  For  in- 
formation write:  Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  Michigan 
48823. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  A ALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION  — 
24th  Clinical  Convention,  Boston,  Massa- 
chusetts, November  29  - December  2,  1970. 


Alcoholic  Treatment  Center  in  a Community 
General  Hospital  — G.  A.  Mann  (St 
Mary’s  Alcoholic  Treatment  and  Rehabili- 
tation Center,  Minneapolis).  Hosp  Prog 
50:125-128  (Oct)  1969. 

A private  general  hospital  may  function  as 
an  effective  alcoholic  treatment  and  rehabili- 
tation facility  by  joining  with  already  exist- 
ing community  agencies.  Medical,  para- 
medical, clerical,  and  lay  therapists  can  func- 
tion effectively  as  a team  within  a commun- 
ity hospital.  The  alcoholic  patient  can  be 
treated  within  a general  hospital  without  any 
isolation  or  restriction  of  movement  and 
without  disruption  of  normal  hospital  rou- 
tine. Because  of  recent  extension  of  insur- 
ance coverage  for  such  treatment,  it  is  eco- 
nomically feasible  for  such  a unit  to  exist 
without  undue  hardship  to  either  the  patient 
or  the  hospital. 
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PD  promotes 

Parke,  Davis  & Company  announced  the 
promotion  of  Robert  M.  Hodges,  M.D.,  to 
Director  of  Ann  Arbor  Research,  a newly 
created  position. 

Dr.  Joseph  F.  Sadusk,  Jr.,  vice  president, 
medical  and  scientific  affairs,  said  Dr. 
Hodges,  45,  who  has  been  Director  of  Clinical 
Investigation  for  Parke-Davis,  would  as- 
sume overall  responsibility  for  the  operation 
of  all  facilities  at  Ann  Arbor. 

Conference  on  human  sciences 

Approximately  90  students  and  counselors 
from  Nebraska  high  schools  will  attend  the 
Ninth  Annual  Conference  on  the  Human 
Sciences.  The  purpose  of  the  conference  is 
to  expose  students  to  the  various  careers 
available  in  the  fields  of  mental  health  and 
mental  retardation. 

The  conference  will  begin  on  April  2nd  at 
the  Nebraska  Center  for  Continuing  Educa- 
tion in  Lincoln.  Dr.  Robert  G.  Osborne,  Di- 
rector of  Medical  Services  of  the  Department 
of  Public  Institutions,  and  Acting  Director 
of  the  Department  of  Health,  will  address 
the  students  at  a banquet  that  evening. 

On  April  3rd  the  conference  will  continue 
at  the  Nebraska  Psychiatric  Institute  in 
Omaha.  During  the  two-day  conference,  in- 
formation on  professional  and  non-profes- 
sional careers  in  the  field  of  mental  health 
and  mental  retardation  will  be  presented. 
The  program  includes  discussion  sessions 
with  professional  persons,  viewing  of  films, 
small  group  sessions,  tours  of  Nebraska  Psy- 
chiatric Institute,  and  opportunities  to  meet 
and  talk  with  professional  workers  engaged 
in  training,  research,  treatment,  and  com- 
munity services. 

The  theme  of  the  conference  is  “The  Chal- 
lenge.” Our  concern  for  the  70’s  is  to  im- 
prove the  total  quality  of  man’s  life — physi- 
cal, mental,  social  and  emotional.  The  Chal- 
lenge of  the  70’s  is  to  meet  the  shortages 
of  manpower  and  advance  ourselves  in  the 
areas  of  the  human  sciences. 


It  is  felt  that  this  conference  provides  the 
students  to  visit  with  professional  workers 
both  in  and  out  of  their  job  settings  may 
help  to  guide  them  in  career  selection. 

Sponsors  of  the  conference  are  the  Medi- 
cal Services  of  the  Department  of  Public  In- 
stitutions, Department  of  Health,  and  the 
Nebraska  Congress  of  Parents  and  Teachers. 

Representing  Lincoln  are  Mr.  Jim  Go- 
gela.  Miss  Barbara  Fischbach  of  Lincoln 
East  High  School;  Miss  Mary  Cariotto,  Mr. 
Craig  Imm  of  Lincoln  High  School ; Mr.  Steve 
McBride,  Miss  Janet  Endorf  of  Lincoln 
Northeast  High  School;  Miss  Karen  Hagel- 
berger.  Miss  Buffie  Brown  of  Lincoln  South- 
east High  School;  Miss  Lynn  Focht,  Mr.  Neil 
Harper  of  Pius  X High  School.  Mr.  Ivan 
Goochey,  Mrs.  Martha  Cline,  and  Mr.  Tom 
Douglas,  advisors,  will  also  be  attending. 


Passano  award 

The  Passano  Foundation,  Inc.,  announced 
the  selection  of  Dr.  Paul  C.  Zamecnik  to  re- 
ceive the  $7,500  Passano  Award  for  1970, 
one  of  the  highest  awards  in  American  medi- 
cine. 

The  Passano  Foundation  is  a Maryland 
nonprofit  corporation  with  the  sole  purpose 
of  encouraging  medical  science  and  research, 
especially  that  having  a clinical  application. 
Of  the  30  Passano  lam'eates  sharing  in  the 
award  since  1945,  six  have  subsequently  re- 
ceived the  Nobel  Prize. 

Dr.  Zamecnik,  57,  is  Professor  of  Oncologic 
Medicine  at  the  Harvard  University  Medical 
School  and  Director  of  J.  Collins  Warren 
Laboratories  of  Huntington  Memorial  Hos- 
pital at  Massachusetts  General  Hospital  in 
Boston. 

His  research,  on  which  the  Award  is  based, 
centers  on  the  chemical  processes  in  both 
normal  and  tumor  or  cancer  cells,  particu- 
larly the  incorporation  of  amino  acids  into 
proteins  — the  building  of  proteins  by  body 
cells. 
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The  Funny  Bone 


The  Patient. 

“I’ve  got  a cardiac  heart.” 


you’ll  have  to  watch  two  games  to  see 
one. 


How  Much  Do  You  Weigh? 

“I  told  them.” 

The  Chart. 

“Chest  x-rays  reveal  extensive  fibrosis 
in  the  right  knee.” 

The  Article. 

“The  women  were  not  easily  located.” 
(Follow-up) 

The  Oldest  Medical  Joke. 

“0  he  just  thinks  he’s  sick.” 

“Well  now  he  thinks  he’s  dead.” 

Department  Of  Definitions. 

Organ  recital:  autopsy  report. 

Slow  Death  Of  The  English  Language. 

“How  are  we  doing  patient-wise?” 

Pet  Peeve. 

TV  football  reruns. 

If  they  keep  it  up  and  rerun  every  play, 


Gray  Hair  Department. 

Our  hospital  clocks  are  synchronized, 
and  somebody  whom  we  have  never  seen, 
and  who  probably  lives  inside  the  walls, 
adjusts  them  every  day  at  some  unholy 
hour  of  his  own  choosing.  We  were 
counting  the  patient’s  pulse  when  the 
Clock  Adjuster  stopped  the  clock  and 
added  a few  gray  hairs  to  our  adequate 
supply. 

A stopped  clock  is  not  like  a stopped 
pulse,  we  know.  Were  we  completely  ra- 
tional, we  should  have  decided  that  the 
pulse  rate  had  risen  to  infinity,  not  fallen 
to  zero.  But  we  didn’t  think  clearly  for  a 
minisecond,  and  we  wondered  if  the  patient 
had  died. 

Remember? 

Remember  diphtheria  ? 

— F.C. 


Down  Memory  Lane 


1.  It  was  twenty-five  years  ago  this  year 
that  Roentgen  discovered  the  x-ray. 

2.  In  closing  I shall  review,  briefly,  with 
lantern  slides  ninety  typical  cases  treated 
and  their  results. 

3.  The  definite  etiology  of  scarlet  fever 
is,  as  yet,  not  settled,  so  specific  therapy  is 
not  possible  at  the  present  time. 

4.  The  prognosis  of  aneurysms  is  bad. 

5.  The  care  of  the  ordinary  convalescent 
case  is  not  particularly  interesting  work  for 
the  nurse  and  certainly  does  not  offer  a 
field  for  the  special  knowledge  and  skill 
which  she  possesses. 

6.  On  this  same  trip  the  writer  visited 
another  town  from  which  13  births  had 
been  reported  during  these  three  months. 


and  in  a few  hours  time  found  nine  unreport- 
ed. 

7.  It  is  now  the  consensus  of  opinion  milk 
is  a food  to  be  cooked. 

8.  There  isn’t  a place  in  this  country 
where  a person  can’t  get  a good  examination, 
free. 

9.  The  pathological  difference  between 
the  chronic  interstitial  and  arteriosclerotic 
kidney  would  seem  to  lie  much  in  the  size 
of  the  arteries  affected. 

10.  Some  one  has  mentioned  as  funda- 
mental in  the  treatment  of  contagious  dis- 
eases the  following:  Rest,  fresh  air,  diet, 
hydrotherapy  and  drugs,  including  specifics. 

Nebraska  State  Medical  Jouraal 
May,  1920 
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GENERAL 


From  the  Editor 


Psychiatric  council  established 

Francis  de  Marneffe,  M.D.,  director,  Mc- 
Lean Hospital,  Belmont,  Mass.,  was  elected 
chairman  of  the  newly  established  Accredi- 
tation Council  for  Psychiatric  Facilities  of 
the  Joint  Commission  on  Accreditation  of 
Hospitals,  at  the  council’s  first  meeting  held 
February  23,  1970,  in  Chicago,  according  to 
an  announcement  by  John  D.  Porterfield, 
M.D.,  director  of  the  Joint  Commission. 

At  the  same  time,  Robert  Osborne,  M.D., 
deputy  director.  Department  of  Public  In- 
stitutions, Lincoln,  Nebr.,  was  elected  vice 
chairman  and  Louis  Belinson,  M.D.,  super- 
intendent, Lincoln  State  School,  Lincoln,  111., 
secretary. 

The  new  accreditation  council,  which  rep- 
resents the  fifth  accreditation  program  spon- 
sored or  administered  by  the  Joint  Commis- 
sion has  five  member  organizations  — Amer- 
ican Academy  of  Child  Psychiatry,  Ameri- 
can Association  on  Mental  Deficiency,  Amer- 
ican Psychiatric  Association,  National  Asso- 
ciation of  Private  Psychiatric  Hospitals,  and 
National  Association  of  State  Mental  Health 
Program  Directors.  The  first  two  organiza- 
tions each  have  one  representative  on  the 
Council,  and  the  other  three  organizations 
each  have  three  representatives. 


Laryng^ology  and  bronchoesophagology 

The  Department  of  Otolaryngology  of  the 
University  of  Illinois  at  the  Medical  Center 
will  conduct  a postgraduate  course  in  Laryn- 
gology and  Bronchoesophagology  from  No- 
vember 2 through  13,  1970.  This  course 
is  limited  to  fifteen  physicians  and  will  be 
under  the  direction  of  Paul  H.  Holinger, 
M.D.  It  will  be  held  largely  at  the  Eye  and 
Ear  Infirmary  of  the  University  of  Illinois 
Hospital,  1855  West  Taylor  Street,  Chicago, 
and  will  include  visits  to  a number  of  other 
Chicago  hospitals.  Instruction  will  be  pro- 
vided by  means  of  animal  demonstrations 
and  practice  in  bronchoscopy  and  esophago- 
scopy,  diagnostic  and  surgical  clinics,  as  well 


as  didactic  lectures  and  several  motion  pic- 
tures. 

Interested  registrants  will  please  write  di- 
rectly to  the  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine  of  the 
College  of  Medicine,  University  of  Illinois 
at  the  Medical  Center,  Postoffice  Box  6998, 
Chicago,  Illinois  60680. 


AHA  appoints 

James  D.  Walker,  publicity  director  for 
the  Baltimore  Colts  of  the  National  Football 
League,  has  been  named  director  of  the 
American  Hospital  Association’s  Division  of 
Media  Relations,  it  was  announced  by  Edwin 
L.  Crosby,  M.D.,  director  of  AHA. 

Mr.  Walker  will  join  the  AHA  Bureau  of 
Public  Information  staff  on  April  13.  AHA 
is  the  national  representative  of  7, €00  mem- 
ber hospitals  and  other  health  care  institu- 
tions. 


Nursing  service  cassettes 

A new  nursing  service  education  program 
using  audio  - tape  cassettes  has  been  an- 
nounced by  the  National  League  for  Nursing, 
New  York.  Designed  for  inservice  educa- 
tion of  nurses,  nurse  administrators  and 
other  health  professionals,  the  NLN  Nursing 
Service  Cassettes  feature  lectures  and  dis- 
cussions packaged  in  60-minute  cassettes 
suitable  for  group  or  individual  use. 

The  National  League  for  Nursing  is  a 
membership  organization  for  cooperative 
action  by  nurses,  allied  professional  persons, 
lay  leaders,  nursing  schools  and  service 
agencies  concerned  with  improving  nursing 
service  and  nursing  education. 

For  further  information,  write  NLN 
Nursing  Service  Cassettes,  10  Columbus  Cir- 
cle, New  York,  N.Y.  10019. 
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Emergency  care  and  children 

An  emergency  care  center  featuring  two 
unusual  approaches  has  been  opened  at  the 
University  of  Nebraska  Medical  Center. 

Besides  general  emergency  care,  the  hos- 
pital offers  a set  of  three  separate  examin- 
ing rooms  devoted  exclusively  to  the  care  of 
child  patients. 

“The  reason  we  are  providing  these  rooms 
is  because  we  believe  that  to  a child  an  emer- 
gency room  visit  where  he  is  placed  with 
adult  patients  can  be  a frightening  experi- 
ence. These  rooms  set  aside  for  children 
should  help  to  allay  these  fears,”  said  Rich- 
ard Schripsema,  hospital  administrator. 

The  other  approach  is  to  provide  emer- 
gency care  to  an  entire  family  when  it  is 
required  instead  of  placing  adults  in  one 
hospital  and  children  in  another,  a Medical 
Center  spokesman  said. 

The  major  room  in  the  center  contains 
two  stretcher  tables,  two  operating  tables 
and  necessary  surgical  lighting  and  support 
equipment  as  well  as  special  cardiac  equip- 
ment. 

The  care  center  has  six  other  examination 
and  treatment  rooms  including  one  for  eye, 
ear,  nose  and  throat  cases  and  a room  where 
orthopedic  specialists  may  place  casts  on 
broken  bones.  A two-bed  room  will  be  util- 
ized to  care  for  patients  who  are  under  ob- 
servation while  x-ray  or  pathology  test 
results  are  awaited. 

Emergency  psychiatric  service  will  also  be 
available. 

Also  included  in  the  emergency  care  cen- 
ter are  sleeping  rooms  for  physicians  as- 
signed to  the  service,  nursing  quarters,  a 
public  lounge,  a central  nursing  station  with 
two-way  communication  to  each  room  in  the 
center,  record  rooms  for  physicians  and 
nurses  and  a room  where  police  officers  and 
ambulance  crews  may  write  up  reports. 

The  emergency  center  is  located  on  the 
south  side  of  the  new  University  Hospital 
with  an  ambulance  unloading  area  which  is 
covered  with  a permanent  canopy. 


Research  project  at  CU 

A massive  research  project  is  underway 
at  Creighton  University  to  determine 
whether  particular  groups  of  people  are 
more  likely  than  others  to  contact  certain 
types  of  cancer. 

The  project  will  involve  a survey  of  each 
of  the  1,700  persons  in  Omaha  and  Douglas 
County  known  to  have  been  afflicted  with 
cancer  in  1964. 

Dr.  Henry  T.  Lynch,  chairman  of  the  De- 
partment of  Preventive  Medicine  and  Public 
Health  at  Creighton  University,  is  director  of 
the  project. 

“This  survey  is  part  of  a continuing  five- 
year  project  designed  to  learn  how  cancer  is 
distributed  in  Douglas  County,”  Dr.  Lynch 
said. 

“Ours  is  the  first  study  of  this  type  in 
medicine,  in  which  every  case  of  cancer  in 
a community  this  size  has  been  evaluated  for 
multiple  factors  which  may  contribute  to 
cancer  development,”  he  said. 

“Our  findings  may  be  of  immense  value  in 
cancer  detection,”  he  said.  “The  more  we 
can  learn  about  how  cancer  is  distributed  in 
the  population,  the  more  likely  it  is  we  will 
be  able  to  find  clues  as  to  its  cause. 

“We  have  already  surveyed  all  known  oc- 
currences of  cancer  in  Douglas  County  in 
1964,  and  have  found  approximately  1,700 
cases  of  vei’ified  cancer,”  Dr.  Lynch  said. 

“Now  we  are  trying  to  evaluate  what  has 
happened  to  those  1,700  persons  in  the  five 
years  since,”  he  said. 

“We  are  attempting  to  gather  further  per- 
tinent information,  such  as  family  history, 
socioeconomic  status,  race,  other  diseases 
present  in  the  family,  occupation,  area  of 
residence  within  the  county,  habit  patterns, 
customs,  and  other  idiosyncrasies.” 

Dr.  Lynch  said  questionnaires  have  been 
mailed  to  all  of  the  1,700  persons  whose 
physicians  have  consented.  He  said  strict 
medical  confidence  is  guaranteed,  and  as- 
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sured  that  information  obtained  will  be 
used  only  in  the  advancement  of  science. 

Dr.  Lynch  is  assisted  by  Mrs.  Anne  Krush, 
a medical  social  worker,  and  Miss  Darlene 
Ewers,  a registered  nurse.  Several  other 
Creighton  University  faculty  members  are 
consulting  on  the  project.  Dr.  Lynch  said. 

During  the  summer,  five  medical  students 
will  be  involved  in  the  project,  conducting 
thorough  interviews  concerning  specific 
types  of  cancer  with  patients  who  give  their 
permission,  he  said. 

The  project  is  supported  by  a five-year, 
$25,000  grant  from  the  Department  of 
Health,  Education  and  Welfare. 


Dr.  Norris  named 

Dr.  Thomas  W.  Norris  has  been  named  direc- 
tor of  the  division  of  audiology  and  speech 
pathology  at  the  University  of  Nebraska 
Medical  Center.  He  will  hold  the  rank  of 
associate  professor  at  the  University  of  Ne- 
braska College  of  Medicine. 

Dr.  Norris  has  been  director  of  audio- 
logical  services,  Loveland  Clinic,  Albuquer- 
que, New  Mexico,  since  1962.  He  was  a re- 
search fellow  in  psycho  acoustics  at  Wayne 
State  University  in  Detroit,  Michigan,  from 
1959-62. 

Dr.  Norris  received  his  bachelor  of  arts 
degree  from  Fairmont  State  College,  his 
master  of  arts  degree  from  West  Virginia 
University  and  his  Ph.D.  from  Wayne  State 
University. 


U of  N school  of  nursing 

For  the  fourth  consecutive  year  gradu- 
ates of  the  University  of  Nebraska  School 
of  Nursing  ranked  high  in  the  National 
State  Board  Test  Pool  Examinations.  The 
scores  of  the  University  of  Nebraska  gradu- 
ates were  far  in  excess  of  the  average  scores 
of  graduates  of  other  accredited  degree  pro- 
grams, according  to  Dr.  Rena  Boyle,  dean 
of  the  University  of  Nebraska  School  of 
Nursing. 

The  33  University  of  Nebraska  graduates 
who  took  the  standardized  tests  within  the 


last  year  scored  significantly  higher  than 
the  6,455  candidates  of  other  accredited  bac- 
calaureate programs. 

In  medical  nursing  the  mean  score  for 
Nebraska  graduates  was  646.4  and  the  na- 
tional mean  score  was  533.  In  surgical 
nursing  the  mean  score  for  University 
graduates  was  582.2,  compared  to  the  na- 
tional mean  score  of  524.  The  mean  score 
for  obstetrical  nursing  was  University, 
644.5;  national,  545.  In  pediatric  nursing 
the  comparative  mean  scores  were  Univer- 
sity, 617.5;  national,  542.  The  comparative 
mean  scores  in  psychiatric  nursing  were  Uni- 
versity, 610.7 ; national,  560. 

Enrollment  at  the  University  of  Nebraska 
School  of  Nursing  has  increased  by  almost 
100  per  cent  in  the  last  three  years.  From 
an  enrollment  of  100  in  1966,  the  school  now 
has  196  students. 

Dr.  Fine  appointed 

The  University  of  Nebraska  regents  have 
named  a director  of  Children’s  Services  at 
the  Nebraska  Psychiatric  Institute  om  the 
University  Medical  Center  campus. 

The  regents  appointed  Dr.  Paul  M.  Fine 
to  the  post  with  the  rank  of  associate  profes- 
sor. 

Dr.  Fine’s  appointment  will  be  effective 
July  1.  He  is  presently  an  assistant  profes- 
sor and  director  of  the  Rebound  Children 
and  Youth  Project  in  mental  health  services 
for  the  University  of  Pennsylvania. 

Dr.  Fine  attended  the  New  York  State 
School  of  Medicine  and  took  his  residency 
in  psychiatry  at  Michael  Reese  Hospital  in 
Chicago. 

Dr.  Shipp  chairman 

Dr.  Joseph  C.  Shipp  has  been  named  chair- 
man of  the  department  of  internal  medicine 
at  the  University  of  Nebraska  Medical  Cen- 
ter in  Omaha.  He  will  join  the  faculty  July 
1. 

Dr.  Shipp,  33,  is  presently  professor  of 
internal  medicine  and  director  of  the  Clinical 
Research  Center  at  the  University  of  Florida 
School  of  Medicine  in  Gainesville. 
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A graduate  of  the  University  of  Alabama, 
Dr.  Shipp  attended  the  Columbia  University 
School  of  Medicine.  He  interned  at  Presby- 
terian Hospital  in  New  York  City  and  was 
chief  resident  in  internal  medicine  at  Har- 
vard University. 

As  an  undergraduate  student  Dr.  Shipp 
was  Phi  Beta  Kappa.  In  medical  school  he 
was  elected  to  membership  in  Alpha  Omega 
Alpha.  He  was  also  a Markle  Scholar  in 
Medicine. 

Dr.  Shipp  will  succeed  Dr.  Robert  L. 
Grissom  who  has  been  department  chairman 
the  past  14  years.  Dr.  Grissom,  53,  asked 
to  be  relieved  as  chainnan.  He  will  remain 
on  the  faculty  as  a full  professor. 

Dr.  Shipp  will  hold  the  rank  of  professor 
at  Nebraska. 

Continuing  education  genetics 

The  continuing  education  department  of 
the  University  of  Nebraska  Medical  Center 
has  added  a course  on  genetics  to  its  May 
calendar. 

The  Law 

Presidential  Signature 

The  President  has  recently  signed:  S. 
2809,  which  extends  authorization  for  the 
making  of  grants  to  schools  of  public  health 
(P.L.  9-208) ; H.R.  14733,  which  extends  the 
Migrant  Health  Act  (P.L.  91-209)  ; S.  2523, 
the  Community  Mental  Health  Centers  Act 
(P.L.  91-211) ; and  H.R.  11702,  the  Medical 
Library  Assistance  Act  (P.L.  91-212). 


Aid  to  paramedical  students 

Senator  Yarborough,  (D)  Texas,  has  in- 
troduced S.  3586,  the  Health  Training  Im- 
provement Act  of  1970,  which  broadens  the 
present  federal  requirements  for  receiving 
federal  financial  assistance  by  schools  of 
medicine,  dentistry,  osteopathy,  pharmacy, 
optometry,  allied  health,  veterinary  medi- 
cine, and  podiatry.  Under  present  law,  fed- 
eral aid  received  by  each  school  is  in  rela- 
tionship to  the  increase  in  enrollment  of  the 


The  course  will  be  presented  intensively  in 
a series  of  five  consecutive  one  and  one-half 
hour  luncheon  sessions,  starting  at  12:00 
noon.  The  sessions  will  be  taught  in  the 
Storz  Pavilion  of  Clarkson  Hospital  May  25 
through  May  29,  1970. 

The  registration  fee  of  $25  includes  sand- 
wiches for  each  day.  The  course  is  ap- 
proved for  seven  and  one-half  hours  of 
AAGP  credit. 

The  course  will  review  principles  of  the 
rapidly  expanding  areas  of  human  genetics 
and  will  provide  practical  applications  of 
these  principles  to  clinical  situations.  The 
theme  of  genetic  counseling  in  chromosome 
and  gene  disorders  and  in  cases  of  malforma- 
tions of  questionable  etiolog>"  will  be  car- 
ried throughout  the  sessions. 

The  continuing  education  department  said 
that  it  would  not  send  out  mailers  on  the 
course.  Further  information  may  be  ob- 
tained from  the  department  at  the  Medical 
Center  in  Omaha. 


school.  The  Secretary  of  HEW  would  be 
authorized  to  establish  criteria  for  these 
schools  to  receive  funding  which  would  not 
be  based  strictly  on  increases  in  enrollment. 
Authorized  would  be : Scholarship  grants 
to  individuals  in  exceptional  financial  need; 
federal  grants  for  a work-study  program  for 
those  who  are  not  sufficiently  poor  to  be 
eligible  for  a scholarship ; and  federal  assist- 
ance for  a loan  program  for  other  stu- 
dents . . . The  proposal  also  contains  a loan 
forgiveness  provision  under  which  up  to 
50%  of  a loan  could  be  cancelled,  at  the  rate 
of  10%  a year,  for  full-time  employment  in 
any  of  the  allied  health  professions  in  any 
public  or  non-profit  agency,  institution,  or 
organization,  or  in  a rural  area  with  an  in- 
dividual practitioner  if  the  service  was  ap- 
proved by  the  local  county  health  depart- 
ment ...  At  the  time  of  the  introduction 
of  his  bill.  Senator  Yarborough  commented 
that  there  is  currently  a shortage  of  about 
150,000  in  the  allied  health  professions  in 
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this  country,  and  that  projections  indicate 
that  these  shortages  would  be  still  greater 
by  1975.  The  Senator  said  that  the  main 
reason  for  this  shortage  is  the  increase  in 
the  use  of  the  allied  health  professions  and 
the  changes  in  the  patterns  of  medical  prac- 
tice which  have  developed  in  allied  health 
occupations. 


HEW  calls  for  “Part  C” 

Under  Secretary  of  HEW  John  Veneman, 
speaking  to  the  House  Ways  and  Means 
Committee  in  executive  session,  suggested 
an  optional  approach  to  delivering  health 
care  under  the  medicare  program.  His  pro- 
posal for  a new  “Part  C — Comprehensive 
Health  Maintenance  Services,”  would  com- 
bine Part  A and  B medicare  benefits  and 
allow  a beneficiary  to  elect  to  have  his  bene- 
fits provided  by  a closed-panel  prepaid  group 
practice,  which  he  refers  to  as  a Health 
Maintenance  Organization.  The  Under  Sec- 
retary said  that  the  fixed  annual  rate  to  be 
paid  to  the  HMO  would  be  less  than  that 
paid  by  the  Government  today  in  its  medi- 
care expenditure.  He  maintained  that  this 
would  be  the  case  even  though  “preventive 
services”  would  also  be  provided  under  Part 
C. 


promote  diversity,  choice  and  healthy  com- 
petition in  American  medicine  if  we  are  to 
escape  from  the  grip  of  spiraling  costs.” 


AM  A on  Narcotic  addict  treatment 

Recently,  the  Chairman  of  AMA’s  Com- 
mittee on  Alcoholism  and  Drug  Dependence 
of  the  Council  on  Mental  Health  appeared 
before  the  Senate  Labor  and  Public  Welfare 
Subcommittee  on  Alcoholism  and  Narcotics 
to  present  the  Association’s  views  on  S.  3562, 
the  Federal  Drug  Abuse  and  Drug  Depend- 
ence Prevention,  Treatment,  and  Rehabilita- 
tion Act  of  1970. 


Books 

Current  Diagnosis  and  Treatment  by  Henry  Brain- 
erd,  Marcus  Krupp,  Milton  Chatton,  and  Sheldon 
Margen,  and  associate  authors.  Published  Jan- 
uary 1970  by  Lange  Medical  Publications,  Los 
Altos,  California.  884  pages  (T'-g"  by  lOlU')- 
Price  $11.00. 


Prior  to  suggesting  the  new  Part  C pro- 
gram, Under  Secretary  Veneman  told  the 
House  Committee  that  HEW  would  “’use  the 
economic  leverage  of  the  Federal  Govern- 
ment” to  encourage  States  to  remove  bar- 
riers to  prepaid  group  practice.  He  pro- 
posed that  Federal  payments  under  medicaid 
and  title  V after  1972  be  conditioned  upon 
the  state  eliminating  “legal  barriers  to  all 
forms  of  health  delivery  organizations.” 

HEW’S  Secretary  Finch  said  that  he  did 
not  believe  the  nation  was  getting  its 
money’s  worth  in  the  national  health  care 
system  and  major  changes  were  necessary. 
In  specific  reference  to  Part  C,  Secretary 
Finch  said,  “Our  goal  is  that  every  elderly 
or  poor  person  covered  by  medicare  or  medi- 
caid be  given  the  right  to  choose  between  re- 
ceiving services  under  such  a contract  and 
receiving  individual  hospital  and  physician 
services  in  the  traditional  manner.  We  must 


This  book  first  appeared  in  1962;  annual  revisions 
will  continue,  it  is  planned,  to  be  prepared  for  each 
January.  Spanish,  Italian,  and  Romanian  edi- 
tions are  now  available.  It  is  divided  into  30  chap- 
ters and  a seven-section  appendix.  Thirty-four  au- 
thors are  listed;  30  have  California  addresses;  one. 
New  York.  The  cover  is  flexible,  attractive,  and 
seems  durable. 

The  book  is  meant  to  be  a collection  of  the  most 
commonly  used  accepted  techniques  now  available, 
not  to  be  used  as  a textbook  of  medicine.  There 
are  chapters  on  everything  a reader  may  look  for, 
including  gynecology  and  obstetrics,  six  chapters 
on  infectious  diseases;  and  on  medical  genetics.  The 
writing  is  good,  and  the  layout  and  the  use  of 
boldface  type  make  for  easy  reading  and  learning. 
The  sections  are  short,  but  thorough.  Current  ref- 
erences and  bibliographies  appear  throughout  the 
book. 

The  index  is  a delightful  accompaniment  to  the 
book.  No  book  is  better  than  its  index.  This  one 
is  the  work  of  someone  both  anonymous  and  intelli- 
gent; it  is  well  set  up,  easy  to  read,  and  it  does 
not  drive  you  from  pillar  to  post. 

I like  the  book. 

— Frank  Cole,  M.D. 
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The  Letter  Box 

To  the  Editor: 

The  University  of  Miami  School  of  Medi- 
cine, Department  of  Otolaryngology,  is  pre- 
senting a postgraduate  course  entitled  Oto- 
laryngology for  the  Family  Practitioner.” 
The  course  will  be  held  November  13-14, 
1970,  at  the  Sheraton  Four  Ambassadors 
Hotel  in  Miami,  Florida,  and  is  accredited 
by  the  AAGP.  For  information  write : 

Frederic  W.  Pullen,  II,  M.D. 
Neuro-Otologic  Laboratory 
University  of  Miami 
School  of  Medicine 
P.  0.  Box  875,  Biscayne  Annex 
Miami,  Florida  33152 

Thank  you  for  your  consideration  in  this 
matter. 

Sincerely, 

Frederic  W.  Pullen,  II,  M.D. 

Welcome  New  Members 

Calvin  Outright,  M.D. 

Sidney,  Nebraska  69162 

Dennis  D.  Beavers,  M.D. 

8601  W.  Dodge  Road,  No.  228 
Omaha,  Nebraska  68114 

Richard  L.  Brennan,  M.D. 

Dept,  of  Pathology 
Clarkson  Hospital 
Omaha,  Nebraska  68105 

Carl  H.  Dahl,  M.D. 

8424  West  Center  Road 
Omaha,  Nebraska  68124 

Phillip  R.  Reiff,  M.D. 

Methodist  Hospital 
Omaha,  Nebraska  68114 

Frederick  Wietecha,  M.D. 

1112  North  9th  Street 
Noi’folk,  Nebraska  68701 

Lewis  A.  McCormick,  M.D. 

Crawford,  Nebraska  69339 


Charles  K.  Kraul,  M.D. 
Western  Electric 
120th  and  “I”  Street 
Omaha,  Nebraska  68137 

Gerald  N.  Siedband,  M.D. 
4848  Sumner 
Lincoln,  Nebraska  68506 

L.  M.  Magruder,  M.D. 

Box  431 

Chadron,  Nebraska  69337 

William  Robinson,  M.D. 

600  Main  Street 
Chadron,  Nebraska  69337 

John  L.  Reed,  M.D. 

3145  ”0”  Street 
Lincoln,  Nebraska  68510 

Charles  A.  Dobry,  M.D. 
University  of  Nebraska 
College  of  Medicine 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

G.  E.  Peterson,  M.D. 

Oakland,  Nebraska  68043 


Fly  the  Skies  of  WA-SAMA 

By  Mrs.  Rod  Basler,  President 

(Mrs.  Fay  Smith,  Liaison  Chairman: 
Woman’s  Auxiliary) 

In  September  over  100  medical  students’ 
wives  boarded  the  University  of  Nebraska 
flight  1969-1970.  The  plane  crew  of  WA- 
SAMA:  President,  Mrs.  Rod  Basler;  Vice 
President,  Mrs.  Kaye  Carstens ; Secretary, 
Mrs.  Ron  Scott;  Treasurer,  Mrs.  Charles 
Goetowski ; Historian,  Mrs.  Harold  Thaut, 
Jr.;  Newsletter  Editor,  Mrs.  Robert  Bur- 
lingame, and  the  executive  cabinet,  greeted 
the  passengers  with  a smile,  refreshments 
and  a small  flight  gift  for  all  those  going 
“First  Class”  — That  is,  paying  their  dues. 
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This  fight  was  crowded  with  nearly  eighty 
“first  class”  passengers. 

There  were  various  “lay-overs”  along  the 
way  in  order  to  enjoy  monthly  WA-SAMA 
programs.  By  February,  eighty-one  WA- 
SAMA  members  had  toured  University  of 
Nebraska  Medical  Center,  explored  future 
plans  with  a panel  of  Intern  and  Resident 
wives,  delved  into  our  own  personal  lives 
as  wives  of  medical  students  led  by  our 
“travel  agent,”  a University  of  Nebraska 
psychiatrist.  We  celebrated  the  holiday  sea- 
son with  a Christmas  Party  where  we  devot- 
ed our  time  preparing  tree  decorations  and 
small  treats  for  needy  Omaha  families  and 
University  of  Nebraska  Hospital  pediatric 
patients. 

Twice  monthly  we  took  a “small,  private 
flight”  to  University  of  Nebraska  Hospital 
to  visit  pediatric  and  adult  patients.  Dur- 
ing each  visit  four  wives  gave  their  time  to 
help  the  children  eat  their  dinner  and  bring 
meal  trays  to  adults.  These  were  valuable 
flights. 

On  our  “Lay-Overs,”  we  raised  our  spirits 
and  added  to  our  bank  balance  by  selling 
stationery  and  gift  items.  We  are  saving 
for  a special  “Spring  Flight,”  a trip  to  Phila- 
delphia for  two  delegates  to  National  WA- 
SAMA  Convention. 

Through  the  combined  efforts  of  our 
“crew”  and  passengers.  University  of  Ne- 
braska WA-SAMA  has  enjoyed  a happy, 
successful  flight. 


By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Lawrence  Morrow,  M.U.,  Tekamah 

Doctor  Lawrence  Morrow  was  born  Novem- 
ber 17,  1890  in  Murray,  Nebraska.  He  died 
February  3,  1970  after  being  hospitalized 
for  a number  of  weeks. 


Doctor  Morrow  graduated  from  Creighton 
University  School  of  Medicine  in  1916  after 
completing  a basic  science  program  at  Fre- 
mont Normal  College.  Doctor  Morrow  had 
previously  practiced  in  Brunswick,  Nebraska. 
He  is  survived  by  his  widow,  Jessie;  one  son, 
Alan  of  Omaha;  two  daughters,  Mrs.  Elaine 
Boulay  of  Hartford,  Conn.,  and  Miss  Helen 
of  Willmette,  Illinois. 


Daniel  P.  McCIeery,  M.D.,  Beatrice 

Doctor  McCIeery  was  born  May  6,  1909 
in  Lawrence,  Nebraska.  He  died  March  21, 
1970  following  a brief  illness. 

Doctor  McCIeery  graduated  from  the  Uni- 
versity of  Nebraska  in  1931  and  from  the 
University  of  Nebraska  College  of  Medicine 
in  1934. 

In  recent  years  he  served  as  a physician 
at  the  Beatrice  State  Home  while  continu- 
ing his  private  practice. 

Survivors  include  his  wife,  Nellie;  two 
daughters,  Kathryn  and  Jeanne,  both  of 
Denver;  and  a sister,  Mrs.  Ruth  Allard,. .Har- 
lingen, Texas. 


Blast  Injuries  of  the  Chest  and  Abdomen  — 

T.  Huller  and  Y.  Bazinin  (Israel  Defense 

Forces  Medical  Corps,  POB  321,  Kiron). 

Arch  Surg  100:24-30  (Jan)  1970. 

Thirty-two  survivors  of  the  sunken  de- 
stroyer, Eilat,  who  sustained  underwater 
blast  injuries  were  studied.  Eight  sailors 
had  pulmonary  lesions  only,  five  had  ab- 
dominal trauma  alone,  and  19  sustained  both 
pulmonary  and  abdominal  blast  injury.  The 
most  frequent  sign  of  pulmonary  injury  was 
hemoptysis.  Chest  x-rays  revealed  marked 
changes  in  spite  of  a relatively  benign  clin- 
ical picture  in  some  of  the  patients.  In  a 
few  of  those  with  more  severe  pulmonary  in- 
juries, the  heart  was  enlarged.  The  abdom- 
inal injuries  gave  a clinical  picture  of  an 
acute  abdomen.  Of  24  laparotomies,  23  pa- 
tients had  tears  and  hemorrhages  of  the 
bowel  wall,  mainly  in  the  large  bowel. 
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Cancer  Mortality  Among  Chemists  — Fred- 
erick P.  Li,  et  al  (National  Cancer  Insti- 
tute, Bethesda,  Md).  J Nat  Cancer  Inst 
43:1159-1164  (Nov)  1969. 

Occupational  exposures  to  chemicals  have 
been  implicated  in  the  origin  of  cancers  of 
the  skin,  lung,  and  urinary  bladder.  To 
evaluate  the  cancer  experience  of  chemists 
in  general,  study  was  made  of  the  causes  of 
death  among  3,637  members  of  the  American 
Chemical  Society  who  died  between  1948  and 
1967.  A significantly  higher  proportion  of 
deaths  from  cancer  was  found  among  male 
chemists  in  the  two  age  categories,  20  to  64 
years  and  over  64  years,  as  compared  with 
professional  men  in  general  (P<  0.001)  and 
the  elderly  white  male  population  (P<0.05) 
in  the  United  States.  Nearly  half  the  excess 
cancer  deaths  were  attributed  to  malignant 
lymphoma  and  carcinoma  of  the  pancreas. 
These  findings  and  other  fragmentary  data 
suggest  that  chemical  agents  may  induce 
cancers  of  the  pancreas  and  lymphoid  tissue 
in  man. 


The  Lumbar  Intervertebral  Disc  — R.  C. 

Gardner  (198  Union  Ave,  Framingham, 
Mass).  Arch  Surg  100:101-104  (Jan) 
1970. 

Clinical  experience  with  over  100  laminec- 
tomies has  demonstrated  a correlation  be- 
tween the  clinical  findings  and  the  gross 
pathology  of  the  disc  at  surgery.  Micro- 
scopic evaluation  could  not  be  correlated  with 
the  clinical  findings.  Five  major  types  of 
discs  were  found  at  surgery  and  each  showed 
a different  clinical  pattern;  the  most  com- 
mon was  the  firm-herniated  types.  The  oth- 
er types  were  either  soft-bulging,  free-ex- 
truded, soft-degenerated,  or  watery-degen- 
erated. One  can  often  predetermine  the 
findings  at  laminectomy  by  simple  clinical 
and  neurological  examination. 


Occlusion  of  the  Vertebral  Arteries  — C.  M. 

Fisher  (Massachusetts  General  Hosp,  Bos- 
ton). Arch  Neurol  22:13-19  (Jan)  1970. 

Five  cerebrovascular  cases  are  described  in 
which  arteriographic  studies  showed  occlu- 
sion of  the  vertebral  arteries  in  the  neck  (or 


of  the  large  arteries  proximal  to  the  verte- 
brals).  The  patients  had  mainly  transient 
symptoms  — faintness,  blurred  vision,  im- 
balance, dizziness,  and  weakness  — like 
those  of  the  subclavian  steal  syndrome.  The 
patients  were  protected  from  infarction  by 
an  abundant  collateral  flow  from  one  ex- 
ternal carotid  artery  to  the  upper  vertebral 
artery  or  from  one  subclavian  artery  to  the 
ipsilateral  upper  vertebral  artery  via  the 
deep  cervical  and  thyrocervical  arteries. 
Review  of  the  literature  on  occlusion  of 
other  large  supra-aortic  arteries  showed 
that  obstruction  of  the  large  cranio-cervical 
arteries  with  the  exception  of  the  internal 
carotid  artery  carried  relatively  little  dan- 
ger of  precipitating  a disastrous  infarct  but 
was  either  asymptomatic  or  associated  with 
transient  symptoms. 


Outpatient  Skin  Grafting  of  Venous  Ulcers — 

A.  S.  Chilvers  and  G.  K.  Freeman  (St 
Thomas’  Hosp,  London).  Lancet  2:1087- 
1088  (Nov  22)  1969. 

Most  venous  ulcers  respond  to  compression 
bandaging,  but  a small  number  do  not.  For 
these  resistant  ulcers,  a skin  grafting  tech- 
nique usable  in  an  outpatient  department  is 
described.  Under  local  anesthetic  a piece  of 
skin,  a little  smaller  than  the  ulcer  in  area, 
was  removed  with  a scalpel  and  cut  into  1 
cm-square  pieces  which  were  placed  on  the 
ulcer.  The  graft  area  was  covered  with 
gauze  and  Bisgaard  bandage.  The  grafts 
survived  intact  in  21  out  of  25  cases,  permit- 
ting sclerosant  or  surgical  therapy. 

Diazepam  for  Bronchoscopic  Premedication 
— D.  R.  Sanderson  and  A.  M.  Olsen  (Mayo 
Clinic,  Rochester,  Minn).  Anesth  Analg 
48:906-908  (Nov-Dec)  1969. 

To  compare  the  effectiveness  of  diazepam 
with  meperidine  for  bronchoscopic  premedi- 
cation, 100  patients  were  observed  in  a con- 
trolled double-blind  study.  All  examinations 
were  satisfactorily  completed  with  topical 
anesthesia.  No  significant  side  effects  were 
observed  with  either  drug.  Diazepam  pro- 
vided somewhat  less  relaxation  than  meperi- 
dine, but  a higher  incidence  of  amnesia  and 
patient  acceptance. 
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Bronchial  Asthma,  Allergic  Rhinitis,  and 
Allergy  Skin  Tests  Among  College  Stu- 
dents — G.  W.  Hagy  and  G.  A.  Settipane 
(Brown  Univ,  Dept  of  Medicine,  Provi- 
dence, RI).  J Allerg  44:323-332  (Dec) 
1969. 

Allergic  conditions  were  evaluated  for  two 
successive  years  among  1,836  college  fresh- 
men (99.2%).  Students  gave  personal  al- 
lergic histories  and  family  histories  of  al- 
lergy, and  information  was  supplemented 
by  parents.  Some  type  of  allergy  was  pres- 
ent in  34.8%  of  the  population.  A total 
of  25.0%  of  students  had  a history  of 
asthma,  seasonal  hay  fever,  or  non-seasonal 
allergic  rhinitis.  The  frequency  of  each 
of  these  conditions  was  5.3%  for  asthma, 
21.1%  for  seasonal  hay  fever,  and  5.2%  for 
non-seasonal  allergic  rhinitis.  Positive  fam- 
ily histories  of  asthma  or  allergic  rhinitis 
were  found  to  localize  among  students  who 
had  these  conditions.  Skin  scratch  tests 
with  15  commercial  allergens  and  a control 
were  performed  on  1,243  students  (67.7%)  ; 
30.9%  showed  at  least  one  positive  reaction 
with  localization  found  among  the  allergic 
group.  No  association  between  scratch  test 
reaction  and  family  history  was  observed. 
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Practical  Graded  Exercise  Program  After 
Myocardial  Infarction  — E.  M.  Heller  (New 

Mount  Sinai  Hosp,  Toronto).  Arch  Phys 

Med  50:655-662  (Nov)  1969. 

A standardized  physician-approved  graded 
exercise  program  for  patients  following  a 
myocardial  infarction  has  been  in  operation 
for  31/2  years  without  specific  measurements 
of  cardiac  function  and  under  the  supervi- 
sion of  a physical  educator.  The  great  value 
of  this  program,  particularly  if  long  con- 
tinued, is  demonstrated  by  the  findings  in 
the  first  22  regular  participants.  Nineteen, 
including  seven  of  the  eight  anginal  patients, 
still  attend  the  workouts  regularly  and  all 
can  now  perform  the  whole  or  a portion  of  a 
2-mile  run-walk  sequence.  Eight  (including 
three  of  the  anginal  patients)  can  run  the 
entire  2 miles.  All  show  definite  clinical  im- 
provement. The  sole  criterion  used  to  deter- 
mine the  amount  of  activity  permitted  and  to 
assess  the  individual’s  progress  is  work  ca- 
pacity (field  performance)  — the  degree  of 
activity  the  patient  can  tolerate  without 
undue  symptoms. 


“I  think  we  can  dispense,  Miss  Evans,  with 
such  remarks  as  “here  goes  nothing!” 
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DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Tobacco  Smoke  Toxicity:  Loss  of  Human 
Oral  Leukocyte  Function  and  Fluid-Cell 
Metabolism  — B.  Eichel  and  H.  A.  Shah- 
rik  (50  Hunt  St,  Watertown,  Mass).  Sci- 
ence 166:1424-1428  (Dec  12)  1969. 

The  human  mouth  has  been  utilized  as  a 
new  and  significant  in  vivo  open  bioassay 
system  for  tracing  undesirable  substances 
present  in  tobacco  smoke,  in  an  exact  milieu 
where  the  smoking  problem  begins  and  must 
be  dealt  with  directly.  Results  of  studies 
carried  out  with  cigarettes  currently  manu- 
factured and  marketed  in  the  United  States, 
filter  or  nonfilter,  indicate  that  the  retain- 
ing residuum  of  the  gas-vapor  phase  of  to- 
bacco smoke  from  puffing  a single  cigarette 
is  toxic  to,  and  seriously  impairs  the  de- 
scribed functions  of  human  oral  leukocytes. 
Such  an  effect  must  be  presumed  to  be  un- 
desirable since  cells  of  this  type  constitute 
an  essential  line  of  body  defense. 

Iron  Absorption  in  Addisonian  Pernicious 
Anemia  — K.  Boddy  and  G.  Will  (Scot- 
tish Research  Center,  East  Kilbride,  Scot- 
land). Amer  J Clin  Nutr  22:1555-1558 
(Dec)  1969. 

The  mean  percentage  absorption  of  iron 
by  the  patients  treated  for  pernicious  ane- 
mia was  12.4%.  Normal  male  subjects  had 
a mean  absorption  of  9.6%,  and  for  nonnal 
women  the  correspondence  value  was  11.4%. 
The  mean  absorption  of  iron  by  the  patients 
was  not  significantly  different  from  that 
by  noiTnal  men  or  women. 
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WHEN  A DOCTOR  DIES 

They  print  the  date  and  place  of  his  birth, 
and  of  his  death.  They  tell  you  where  he 
went  to  school,  where  he  practiced,  and 
whom  he  left  behind.  Sometimes  there  is  a 
long  inventory  of  scientific  accomplish- 
ments and  it  is  sad  to  think  that  he  did 
so  much  and  that  he  will  never  be  here  to 
read  the  list  of  appointments,  discoveries, 
and  publications.  But  it  is  no  less  touching 
when  the  notice  is  short  and  contains  only 
the  few  commonplace  details. 

For  when  he  did  not  publish,  did  he  not 
get  up  at  night?  And  when  he  did  not  head 
a department,  were  there  not  lives  that  were 
saved,  fears  to  be  allayed,  pains  to  assuage, 
and  were  there  not  griefs  that  must  be  soft- 
ened? The  barest  of  notices  demands  the 
most  thoughtful  of  between-the-lines  read- 
ing, and  the  least  spectacular  of  obituaries 
includes,  without  recording  it,  a lifetime  of 
service. 

When  a doctor  dies,  one  or  two  seemingly 
dull  lines  are  not  really  dull,  and  an  inch  of 
type  is  as  high  as  the  sky.  He  healed  and 
he  comforted,  and  his  death  notice  is  his 
shining  badge  of  honor. 

Born  years  ago.  Graduated  Alma  Mater 
University.  Got  up  nights.  Saved  lives. 
Died  last  week.  Survived  by  relatives. 

Remembered  by  everybody. 

— F.C. 


THE  EMDEE  AWARDS 

Hollywood  personalities  have  for  some  time 
had  the  strange  custom  of  giving  themselves 
awards:  the  Oscars.  The  struggle  is  fierce, 
and  they  make  no  effort  to  conceal  their  ex- 
ertions to  win  the  nominations  and  the 
awards.  In  television,  it’s  the  same  thing; 
they  give  themselves  Emmies,  and  on  the 
stage  they  have  something  like  it ; and  there 
are  Grammies,  too. 

Now  for  the  doctor  of  the  year.  I have 
several  categories,  of  course,  one  for  pedi- 
atrics and  one  for  surgery  and  you  know 


the  rest.  Even  best  supporting:  the  surgical 
assistant.  Best  intern  and  best  resident,  too. 

Best  medical  journal?  Aw,  shucks. 

—F.C. 

THE  ANNUAL  SESSION 

We  are  not  a state  society,  we  are  an 
association ; and  we  do  not  have  annual 
meetings,  we  have  sessions.  Both  words 
carry  with  them  a justifiable  correlation  of 
greatness.  But  this  one  was  an  unusually 
good  get-together,  and,  like  every  one  that 
preceded  it,  it  was  different. 

The  attendance  was  large,  and  may  have 
been  a record-breaker. 

There  was  no  overlapping,  and  you  could 
go  to  all  the  lectures. 

The  exhibits  were  better  than  ever. 

The  program  was  excellent.  The  newborn, 
abortion,  hypertension,  emphysema,  ^a  n d 
drug  abuse:  my  compliments  to  the  commit- 
tee for  the  choice  of  subjects  and  for  the 
selection  of  speakers.  Lieutenant  Friend  was 
especially  good. 

We  think  all  our  speakers  are  good,  but  we 
are  justly  and  terribly  proud  of  our  cus- 
tom of  having  a distinguished  speaker.  This 
year’s  D.S.  was  marvelous,  but  then  he  was 
Doctor  Cole.  The  other  Doctor  Cole. 

And  this  year,  the  ladies  ate  with  us  and 
listened  to  our  honored  guest. 

The  Board  of  Councilors  and  the  House  of 
Delegates  were  unusually  busy. 

Doctor  Kelley  spoke,  movingly.  Doctor 
Brott  took  over.  Doctor  Mason  was  elected. 
The  President-elect  of  t h e AMA,  Doctor 
Bornemeier,  came  and  talked  to  us,  which 
we  always  like.  The  fifty-year  pins  were  giv- 
en and  there  was  a Sportsman’s  Dinner.  And 
a Fun  Night  which,  if  our  memory  serves 
us  accurately,  topped  all  Fun  Nights;  but  we 
had  so  good  a time  that  our  memory  may 
not  be  serving  us  well  at  all. 

See  you  next  year.  And  join  AMP  AC. 

—F.C. 
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ORIGINAL  ARTICLES 


Blowout  Fractures  of  the  Orbit 


Mechanism  of  Production 

Typically,  the  blowout  frac- 
ture occurs  without  fracture 
of  the  thick  orbital  rim,  fol- 
lowing the  application  of  a traumatizing 
force  over  the  orbital  contents  by  a non- 
penetrating object,  such  as  a large  ball  or 
human  fist. 

The  floor  of  the  orbit  has  a thin  area 
of  bone  situated  in  its  posterior  half  im- 
mediately anterior  to  the  inferior  orbital  fis- 
sure. When  the  orbital  contents  are  pushed 
backward,  they  must  be  made  to  fit  into  a 
smaller  area,  and  the  increased  internal 
pressure  causes  a “blow-out”  fracture  at 
the  weak  area  of  the  orbital  floor. 

As  a result  of  the  blowout  of  the  orbital 
floor,  the  soft  tissue  contents  of  the  orbit, 
including  the  inferior  oblique,  inferior  rec- 
tus muscles  and  Tenon’s  capsule,  may  her- 
niate through  the  defect  into  the  maxillai'y 
sinus  and  become  incarcerated.  The  oculo- 
rotatory  movements  of  the  globe  are  re- 
stricted, particularly  on  upward  gaze  and 
diplopia  develops. 

In  another  form,  the  blowout  occurs  in 
conjunction  with  comminution  of  the  bones 
of  the  orbital  rim,  principally  the  lateral 
and  inferior  rim  which  is  formed  by  the 
zygomatic  and  maxillary  bones. ^ In  addi- 
tion, fractures  involving  the  nasal  bones, 
ethmoid,  and  maxilla  often  may  be  associat- 
ed with  a blowout  fracture.  After  fractur- 
ing the  bones,  the  striking  force  continues  in 
its  progression  backward,  causing  pressure 
on  the  orbital  soft  tissues  and  thus  produc- 
ing a concomitant  blowout  fracture.  This 
type  of  fracture  is  typical  of  the  injury 
caused  by  striking  the  dashboard  in  an  auto- 
mobile crash. 

Diagnosis 

The  history  of  recent  blunt  trauma  to  the 
face,  especially  in  the  region  of  the  orbit, 
should  make  one  suspect  the  presence  of  a 
blowout  fracture.  The  patient  usually  will 
complain  of  diplopia  particularly  on  upward 
gaze.  The  finding  of  anesthesia  over  the 
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distribution  of  the  infraorbital  nerve  may  be 
noted  by  the  patient. 

The  physical  exam  will  reveal  varying 
degrees  of  ecchymosis  and  edema  will  be 
present.  The  ocular  globe  occasionally  gives 
the  appearance  of  being  displaced  backward 
and  downward.  The  supratarsal  sulcus  in 
the  affected  eye  may  be  deepened.  Restric- 
tion of  upward  gaze  will  be  noted  frequently 
with  restriction  in  downward  and  lateral  ro- 
tation also. 

Traction  applied  to  the  tendon  of  the  in- 
ferior rectus  muscle  by  means  of  a forceps 
shows  that  the  ocular  globe  cannot  be  ro- 
tated upward.  This  is  known  as  the  trac- 
tion test,  and  gives  a means  of  differentiat- 
ing contracture  or  adhesions  of  the  inferior 
rectus  from  weakness  or  paralysis  of  the 
superior  rectus.  This  test  constitutes  the 
best  means  of  diagnosis  of  incarceration  of 
the  inferior  rectus  and  blowout  fracture 
syndrome. 2 

Differential  Diagnosis 

The  following  disorders  can  mimic  some  of 
the  features  of  a “floor  fracture”  because  of 
limitation  of  ductions  in  upward  gaze:  dou- 
ble elevator  palsy,  thyroid  myopathy. 
Brown’s  superior  oblique  tendon  sheath  syn- 
drome, and  supranuclear  paralysis. 

A double  elevator  palsy  is  a congenital 
anomaly  with  weakness  of  the  elevators  of 
the  eye  (superior  rectus  and  inferior  oblique 
muscles) . This  often  is  associated  with  some 
degree  of  ptosis  of  the  upper  lid.  In  this 
condition  the  eyeball  can  be  passively  moved 
upward  when  the  examiner  performs  forced 
ductions. 

•Instructor  in  Ophthalmology,  Department  of  Ophthalmology. 
Present  address  : 1335  Biscayne  Boulevard.  Miami,  Florida  33132. 

tinstructor  in  Otolaryngology.  Department  of  Otorhinolaryn- 
gology. the  University  of  Nebraska  College  of  Medicine.  Oma- 
ha. Nebraska 
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Thyroid  myopathy  is  frequently  associat- 
ed with  other  signs  and  symptoms  of  thy- 
roid dysfunction.  It  is  similar  to  a blow- 
out fracture  in  that  the  eye  cannot  be 
moved  passively  with  forced  ductions. 

The  Brown’s  tendon  sheath  syndrome  is 
believed  to  be  due  to  a congenital  constric- 
tion or  fibrosis  of  the  tendon  sheath  of  the 
superior  oblique  muscle.  This  causes  an  ap- 
pai’ent  paralysis  of  the  inferior  oblique. 
Elevation  is  normal  in  the  abducted  position. 

Supranuclear  paralysis  of  upgaze  is  usual- 
ly associated  with  other  neurologic  and  pu- 
pillarly  abnormalities.  Bell’s  phenomenon 
and  the  forced  ductions  tests  are  normal. 

Roentgenographic  Examination 

Routine  sinus  series  should  be  obtained  in 
any  patient  suspected  of  having  a blowout 
fracture.  The  Water’s  view  and  the  Cald- 
well view  frequently  show  a periorbital  pro- 
lapse of  the  orbital  contents  through  an  or- 
bital floor  fracture.  This  has  been  termed  a 
tear  drop  configuration.  The  latter  finding 
may  not  be  visualized  due  to  a cloudy  max- 
illary antrum  because  of  hematoma. 

Laminography  can  be  very  helpful  to  de- 
termine the  location  and  extent  of  the  frac- 
ture, including  the  degree  of  herniation  of 
orbital  contents.  This  study  can  be  very 
helpful  when  the  antrum  is  filled  with  blood 
and  any  herniation  of  the  orbital  contents 
can  not  be  visualized  on  routine  films. 

Management 

The  objective  of  the  surgical  repair  is  to 
restore  the  prolapsed  tissues  within  the  or- 
bit, to  free  the  trapped  inferior  oblique  and 
inferior  rectus  muscles,  and  to  reconstruct 
the  orbital  floor  by  covering  the  fracture  de- 
fect with  an  implant  which  maintains  the 
repositioned  tissues  and  facilitates  fibro- 
osseous  union. 

The  infraorbital  approach  is  favored  by 
many  surgeons  because  it  is  a direct  ap- 
proach which  enables  the  surgeon  to  assess 
accurately  the  exact  pathology  present  in 
the  patient.^  The  surgeon  is  thus  enabled 
to  restore  the  continuity  of  the  floor  under 
direct  visualization  and  can  support  the 
freed  tissue  satisfactorily. 


An  implant  may  be  inserted  to  repair  the 
defect.  Various  materials  have  been  used 
for  this  purpose:  autogenous  bone  or  car- 
tilage, preserved  cartilage,  silicone  and 
teflon  sheeting,  and  alloplasts  including 
acrylic,  polyethylene,  Supramid,  and  Crani- 
oplast.  The  implant  is  placed  subperiosteal- 
ly  and  anchored  to  the  orbital  rim  to  prevent 
mobility  of  the  implant. 

The  sublabial  antrostomy  approach  has 
been  used  in  the  past,  but  today  it  is  re- 
served for  management  of  cases  with  asso- 
ciated facial  fractures.  In  these  cases  a 
combination  of  the  infraorbital  and  maxil- 
lary sinus  route  is  often  used.  Blowout 
fractures  which  were  felt  to  necessitate 
opening  the  maxillary  sinus  via  the  sublabial 
approach  have  been  corrected  by  enlarge- 
ment of  the  bony  margin  of  the  defect 
through  the  infraorbital  approach  to  facili- 
tate repositioning  the  orbital  contents.  A 
three  to  five  millimeter  widening  of  one  bor- 
der of  the  fracture  opening  is  usually  suffi- 
cient, and  imposes  no  disadvantage  in  cover- 
ing by  the  implant. 

Attempts  at  reduction  of  a blowout  frac- 
ture have  been  successful  by  inserting  a Foly 
catheter  through  an  intranasal  antrostomy 
and  filling  the  balloon  with  sufficient  fluid 
to  fill  the  sinus  space  completely.  This 
gaves  support  to  the  orbital  floor  until  heal- 
ing occurs.  Dalitsch  has  modified  this  meth- 
od by  using  a specially  designed  intracavity 
hydrolic  expansile  splint.^ 

The  sublabial  antrostomy  and  the  intra- 
nasal antrostomy  both  are  often  successful, 
but  an  uncertainty  remains  in  the  freeing 
of  the  trapped  muscles,  reduction  of  the 
heiTiiation,  and  the  accuracy  in  the  main- 
tenance of  the  floor  elevation  through  these 
blind  elevation  techniques. 

Whichever  method  or  combination  of 
methods  are  utilized,  it  is  important  to  test 
the  degree  of  mobility  of  the  eye  through 
passive  forced  duction  testing  of  the  tenn- 
ination  of  the  procedure.  The  primary  ob- 
jective of  the  connective  surgery  to  insure 
normal  motility  of  the  eye  may  have  been 
inadvertently  missed  though  a good  cos- 
metic result  has  been  achieved. 

In  reconstructing  the  orbit,  one  must 
estimate  the  loss  of  size  and  volume.  Many 
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people  find  that  despite  all  measuring  meth- 
ods and  devices,  a deformity  may  still  result. 
It  is  best  not  to  overcorrect,  because  this 
could  result  in  diplopia  of  the  most  severe 
type.  Good  surgical  judgment  at  the  time 
of  surgery  gives  the  best  end  results. 

Summary 

The  possibilities  of  a blowout  fracture 
must  be  considered  in  all  cases  of  trauma 
about  the  face.  An  innocent  appearing  or- 
dinary “black-eye”  may  involve  a fracture 
of  the  orbital  floor  in  addition. 

A good  physical  examination  including  a 
complete  ophthalmological  exam  is  manda- 
tory. 

Radiographic  examination  w i t h routine 
sinus  series  is  impoifant  in  diagnosis.  Lam- 
inogi*aphy  will  help  detennine  location  and 
extent  of  the  fracture. 

The  most  popular  method  of  repair  is  the 
infraorbital  approach  with  subperiosteal 


implants.  The  sublabial  antrostomy  is 
usually  reserved  for  cases  with  associated 
facial  bone  fractures  in  which  it  may  be 
combined  with  the  infraorbital  approach. 
An  intranasal  antrostomy  with  insertion  of 
an  inflatable  balloon  is  also  used  in  some 
cases. 

The  importance  of  postoperative  passive 
duction  testing  to  insure  adequate  freedom 
of  the  inferior  muscles  and  good  surgical 
judgment  at  the  time  of  surgery  are  the 
most  important  factors  in  good  functional 
and  cosmetic  results. 
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Recognition  of  Pulmonary  Embolism* 


The  diagnosis  of  acute  pulmon- 
ary thromboembolism  may  be 
derived  from  history,  symp- 
toms, physical  findings,  electrocardiogram, 
serum  enzymes,  chest  roentgenogram,  pul- 
monary function  tests,  isotope  lung  scan, 
and  pulmonary  angiography.  Of  these, 
angiography  is  by  far  the  most  accurate 
and  specific  in  detecting  the  presence  and 
extent  of  embolic  disease.  Indeed,  angi- 
ography may  be  absolutely  necessary  to 
establish  the  diagnosis  in  the  presence  of 
congestive  heart  failure,  or  to  differentiate 
such  conditions  as  atelectasis,  pneumonia, 
acute  myocardial  infarction,  and  peritonitis. 

The  symptoms  of  acute  pulmonary  embol- 
ism are  notoriously  protean,  so  that  the  dis- 
ease may  mimic  a variety  of  neurological, 
cardiovascular,  respiratory,  and  upper  ab- 
dominal disorders.  Dyspnea,  restlessness, 
and  apprehension  are  common,  as  are  symp- 
toms due  to  cerebral  ischemia  such  as  dizzi- 
ness, syncope,  and  convulsive  phenomena. 
Dull  substernal  pain  signals  massive  em- 
bolism, and  is  probably  secondary  to  coro- 
nary insufficiency.  If  pulmonary  infarc- 
tion ensues,  pleuritic  pain,  cough,  and  he- 
moptysis may  develop.  Wheezing  occurs  in- 
frequently with  acute  pulmonary  embolism, 
though  atelectasis  and  hypocapnia  in  the 
affected  regions  of  the  lung  favor  airway 
narrowing. 

Of  the  findings  on  examination,  hyperp- 
nea  is  the  most  consistent,  and  often  the 
most  striking.  Though  increased  physiolog- 
ical dead  space  is  a factor,  the  mechanism 
of  hyperpnea  in  man  is  unknown.  Oxygen 
administration  usually  produces  little  ef- 
fect. Fever,  tachycardia,  and  tachypnea 
are  frequent  findings.  Signs  of  venous 
thrombosis  in  the  legs  develop  in  less  than 
half  the  patients,  and  may  not  appear  until 
days  or  weeks  after  onset  of  cardiorespira- 
tory or  neurological  symptoms.  Jaundice 
is  more  often  due  to  hepatic  dysfunction 
than  to  hemolytic  mechanisms,  occurring 
most  frequently  in  association  with  conges- 
tive heart  failure  or  chronic  liver  disease. 

While  certain  symptoms  and  signs  in  an 
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appropriate  clinical  setting  may  strongly 
suggest  the  diagnosis  of  pulmonary  embol- 
ism, these  same  findings  may  obtain  in 
other  diseases.  To  establish  the  presence  of 
acute  pulmonary  embolism,  or  to  rule  it  out, 
additional  diagnostic  aids  are  almost  always 
necessary.  The  conditions  presenting  dif- 
ferential diagnostic  problems  most  frequent- 
ly are  pneumonia,  atelectasis,  pericarditis, 
cholecystitis,  dissecting  aortic  aneurysm, 
cardiac  tamponade,  acute  myocardial  infarc- 
tion, and  hyperventilation  syndrome. 

Appraisal  of  aids  in  diagnosis  may  begin 
with  electrocardiography.  In  most  cases, 
acute  pulmonary  embolism  results  in  no  def- 
inite electrocardiographic  abnormality,  and 
the  transient  nature  of  the  changes,  when 
they  do  occur,  is  characteristic.  The  elec- 
trocardiographic findings  most  comrnonly 
observed,  namely  sinus  or  supraventricular 
tachycardia,  right  axis  deviation,  right  bun- 
dle branch  block,  and  inverted  T waves  in 
leads  Vi  to  V3  or  may  be  helpful,  but 
are  all  non-specific. 

Elevated  serum  lactic  dehydrogenase 
(LDH)  along  with  normal  serum  glutamic 
oxalacetic  transaminase  (SGOT)  and  nor- 
mal or  elevated  serum  bilirubin  favor  the 
diagnosis  of  pulmonary  embolism.  However, 
LDH  levels  may  not  rise  following  embolism, 
and  elevation  is  a nonspecific  finding,  occur- 
ring also  with  cardiac  failure,  shock,  preg- 
nancy, liver  disease,  and  after  surgical  pro- 
cedures. In  addition,  LDH  assay  does  not 
differentiate  pulmonary  infarction  from 
pneumonia. 

Chest  roentgenographic  findings  may  be 
suggestive  of  embolism,  but  are  not  often 
diagnostic.  Before  frank  infarction  devel- 
ops, the  chest  film  may  show  no  abnorm- 
ality. In  some  cases,  enlargement  of  main 
pulmonary  arteries  or  their  major  branches 

‘Prepared  by  the  Nebraska  Heart  Association  for  this 
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is  discernible,  with  absent  or  diminished  pul- 
monary vascular  markings  peripherally.  The 
hemidiaphragm  on  the  affected  side  may 
be  elevated,  due  to  atelectatic  changes.  Pul- 
monary densities  appearing  after  infarction 
are  typically  subpleural,  may  be  transient, 
are  often  associated  with  effusion,  and  most 
frequently  involve  the  right  lower  lobe. 

Scintillation  scanning  of  the  lungs,  after 
intravenous  injection  of  macro-aggregated 
human  serum  albumin  particles  labeled  with 
1131  or  other  appropriate  radioactive  ma- 
terial, is  a useful  technique  in  the  diagnosis 
of  acute  pulmonary  embolic  disease.  Since 
most  of  these  particles  have  a larger  cross- 
sectional  area  than  the  average  pulmonary 
capillary,  they  are  trapped  at  precapillary 
level  during  the  initial  transit  through  the 
lungs,  and  the  distribution  of  radioactivity 
reflects  regional  pulmonary  blood  flow. 
Thus,  segments  to  which  the  blood  supply 
has  been  interrupted  by  occlusive  thrombo- 
emboli  will  appear  as  “cold  areas”  or  areas 
of  diminished  radioactivity  on  the  lung 
scan.  This  method  is  advantageous  because 
it  is  virtually  without  risk,  and  lends  itself 
well  to  the  performance  of  serial  observa- 
tions. However,  any  condition  leading  to 
reduced  or  absent  regional  capillary  perfu- 
sion may  produce  alterations  in  the  lung 
scan  so  that  reduced  radioactivity  over  the 
site  of  a pulmonary  infiltrative  lesion  on  the 
chest  film  can  be  anticipated  regularly,  and 
provides  no  differential  diagnostic  informa- 
tion. The  diagnostic  potential  of  the  scan- 
ning procedure  is  greatest  when  embolism  is 
suspected,  but  there  is  little  or  no  abnormal- 
ity found  on  the  chest  film.  Even  under 
these  conditions,  “cold  areas”  may  be  found, 
particularly  over  lung  bullae,  in  obstructive 
lung  disease,  or  over  the  lower  lobes  with 


left  ventricular  failure.  Conversely,  in 
some  cases  little  abnormality  in  the  scan 
may  be  seen  where  thromboemboli  produce 
partial  but  not  completely  occlusive  lesions. 
Though  cautious  intei-pretation  is  required, 
the  lung  scan  remains  a very  useful  screen- 
ing procedure  in  the  diagnosis  of  acute  pul- 
monary embolism,  and  once  the  diagnosis  is 
established,  may  provide  infoiTnation  re- 
garding the  course  of  the  disease  and  re- 
sponse to  therapy. 

Visualization  of  the  pulmonary  vascula- 
ture can  be  accomplished  by  either  selective 
or  venous  angiography.  In  patients  with 
acute  pulmonary  thromboembolism,  the  chief 
angiographic  findings  are  complete  or  in- 
complete obstructions  of  various  pulmonary 
arterial  branches,  intra-arterial  filling  de- 
fects, decrease  in  volume  of  affected  lung 
segments,  and  changes  in  arterial  caliber 
proximal  or  distal  to  the  obstructive  le- 
sions. In  other  cardiorespiratory  diseases 
such  as  cardiac  failure,  pneumonia,  pulmon- 
ary tumor,  abscess,  bulla,  fibrosis  or  em- 
physema, the  pulmonary  arteries  may  be 
compressed,  displaced,  or  attenuated,  but 
remain  patent  to  the  subsegmental  level, 
showing  neither  filling  defects  nor  obstruc- 
tive lesions.  Thus  it  is  the  identification 
of  specific  structural  changes  within  the  pul- 
monary arteries  that  renders  angiography 
the  most  definitive  diagnostic  method  avail- 
able. The  decision  to  perfomi  arteriography 
ultimately  must  be  a matter  of  clinical  judg- 
ment, based  on  the  status  of  the  patient, 
facilities  available,  and  possible  therapeutic 
implications.  Angiographic  demonstration 
of  pulmonary  thromboembolism  would  appear 
essential  before  pulmonary  embolectomy, 
and  highly  desirable  before  interruption  of 
blood  flow  through  the  inferior  vena  cava. 
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Dyslexia* 


For  the  past  40  years  thei'e  have 
been  short  peaks  and  long  val- 
leys in  the  ophthalmologist’s 
interest  and  involvement  in  reading  prob- 
lems. While  there  has  always  been  a small 
corps  of  concerned  individuals  whose  intei'- 
est  and  involvement  have  been  unflagging, 
ophthalmology  as  a whole  has  adhered  to 
the  more  or  less  cyclic  behavior.  At  present 
ophthalmology  seems  to  be  peaking  in  its 
concern  and  involvement  with  regard  to 
reading  problems.  Why  should  this  be  so? 

We  might  speculate  that  the  ophthalmolo- 
gist’s renewed  interest  in  reading  problems 
or  dyslexia  may  be  due,  in  some  measure,  to 
parental  pressure  in  the  wake  of  many 
articles  in  the  lay  press  in  recent  years  deal- 
ing with  the  problem,  “why  Johnny  can’t 
read.”  Education  is  the  essential  stepping- 
stone  in  our  ever  more  complex  society,  and 
while  the  opportunity  for  a good  education 
theoretically  is  available  to  all,  it  is  ab- 
solutely essential  that  a child  be  able  to  read 
well  in  order  to  take  advantage  of  these  edu- 
cational opportunities.  Johnny’s  inability  to 
read  well  is  a significant  deterrent  to  his 
education  and  is  a legitimate  concern  in  our 
society  today. 

Another  reason  — a much  less  idealistic 
one  — for  the  ophthalmologist’s  interest  in 
dyslexia  is  that  many  nonmedical  eye  spe- 
cialists have  become  involved  in  the  diag- 
nosis and  treatment  of  reading  disorders. 
They  have  popularized  the  notion  that  the 
eyes  have  a great  deal  to  do  with  the  me- 
chanical as  well  as  the  perceptual  aspects 
of  reading,  and  they  often  engage  in  costly 
diagnosis  and  therapy  of  reading  disorders. 
In  these  activities,  some  nonmedical  eye 
specialists  have  become  closely  associated 
with  treatment-oriented  groups  whose  basic 
philosophies  rest  on  very  shaky  scientific 
ground. 

Since  the  eyes  are  an  indispensable  inter- 
mediary in  the  act  of  reading  and  since 
many  nonmedical  eye  specialists  are  mak- 
ing miraculous  claims  of  reading  improve- 
ment due  to  eye  exercises  and  optical  treat- 
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ment,  ophthalmologj^  has  been  almost  forced 
into  assuming  a stand  regarding  the  role 
of  the  eyes  and  the  role  of  the  ophthalmolo- 
gist in  reading  problems. 

In  this  report  the  role  of  the  ophthalmolo- 
gist in  reading  disability  or  dyslexia  will  be 
discussed  under  three  headings; 

1.  Examination  of  the  patient.  The  com- 
plete eye  examination  will  be  described,  and 
the  role  of  the  various  eye  functions  rela- 
tive to  reading  ability  or  disability  will  be 
discussed. 

2.  Treatment.  Some  ways  in  which  oph- 
thalmologists are  presently  dealing  with  the 
problem  of  dyslexia  will  be  mentioned. 

3.  Research.  Present  research  activities 
on  the  part  of  the  ophthalmologist  in  the 
field  of  reading  disability  will  be  outlined. 

Examination 

A thorough  eye  examination  of  a child 
referred  with  a reading  problem  includes 
obtaining  an  adequate  history  as  well  as 
accurate  determination  of  several  subjective 
and  objective  eye  functions.  Specific  ques- 
tions should  be  asked  about  school  grade 
failure,  with  special  emphasis  on  reading 
performance  both  in  the  individual  being 
examined  and  in  any  blood  relative. 

InfoiTnation  about  neonatal  health,  a his- 
tory of  injuries,  and  a statement  about  the 
child’s  general  health  and  behavior  patterns 
are  also  significant.  A detailed  history  of 
prior  eye  care,  such  as  use  of  glasses,  eye 
exercises,  or  surgery,  should  be  elicited. 

Dyslexic  individuals  often  have  a positive 
family  history  of  reading  disability,  are 
often  hyperactive  behavior  problems,  and 
are  more  likely  to  have  a positive  history 

•Presented  at  the  Sixtieth  Anniversary  Conference  of  the 
National  Society  for  the  Prevention  of  Blindness.  November 
21.  1968.  Roosevelt  Hotel,  New  York  City. 

t Assistant  Professor,  Indiana  University  Medical  Center. 
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of  some  tj-pe  of  neonatal  distress.  These 
individuals  also  often  have  had  extensive 
treatment  (eye  and  otherwise)  which  was 
obviously  unsuccessful  or  they  would  not 
be  seeking  further  aid. 

The  examination  of  the  eyes  includes  de- 
termination of  visual  acuity,  cycloplegic  and 
manifest  refraction,  ductions,  phorias,  tro- 
pias,  near  point  of  convergence,  and  near 
point  of  accommodation.  In  addition,  a de- 
tei-mination  is  made  of  fusion  amplitudes, 
4 (prism  diopter)  base  out  prism  response, 
stereoacuity,  color  vision,  dominent  hand 
and  eye,  and  controlling  eye.  The  anterior 
segment  and  fundus  are  also  evaluated. 

A few  ophthalmologists  also  do  simple  psy- 
chological tests,  including  some  evaluation 
of  perceptual  bahavior.  Others  include  oph- 
thalmodynomography  and  EEG  evaluations. 

Table  1 lists  the  results  of  a questionnaire 
in  which  18  ophthalmologists  actively  in- 
volved in  dealing  with  the  problem  of  dys- 
lexia were  asked  to  grade  the  relative  sig- 
nificance of  several  eye  functions  with  re- 
gard to  their  role  in  dyslexia.  It  is  of  in- 


terest to  note  that  of  the  15  eye  functions 
listed,  only  binocular  eye  control  behavior 
and  phorias  were  considered  to  be  even  pos- 
sibly significant.! 

Treatment 

Ophthalmologists  deal  with  the  problems 
of  dyslexia  in  greatly  differing  ways,  rang- 
ing from  denial  that  dyslexia  is  in  any  way 
related  to  the  eyes  to  prescription  and  su- 
pervision of  complicated  and  comprehensive 
therapy  aimed  at  reorientation  of  the  neu- 
rological processes  involved  in  the  act  of 
reading.  Some  work  or  deny  alone,  while 
others  work  with  one  or  several  members 
of  other  disciplines. 

Our  approach  to  the  problem  of  dyslexia 
is  embodied  by  the  Dyslexia  Clinic  of  the 
Indiana  University  IVIedical  Center,  a service- 
research  interdisciplinary  clinic.  This  clinic 
consists  of  representatives  from  pediatric 
neurology,  psychology,  education,  and  psy- 

tSince  this  1968  questionnaire  was  prepared,  significant  evi- 
dence has  been  gathered  indicating  that  eye  dominance  factoids 
have  no  significant  relationship  to  reading  disorders.  Benton, 
C.  D.,  Jr.,  and  McCann,  J.  W.,  Jr. : Dyslexia  and  Dominance. 
Some  Second  Thoughts.  Journal  of  Pediatric  Ophthalmology, 
Vol,  6.  No.  4.  Nov.,  1969,  p.  220-222. 


Table  1.  Relationship  between  3everal  Ocular  Functions  and  Reading  Disabilit) 
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chiatry.  The  team  attempts  to  make  a 
thorough  evaluation  of  each  child  referred 
with  a reading  problem  by  completing  a five 
part  work-up  during  three  clinic  visits.  The 
components  of  the  work-up  include  evalua- 
tion by  the  pediatric  neurologist,  the  psy- 
chologist, and  the  ophthalmologist.  Two  ad- 
ditional segments  of  the  dyslexia  work-up 
are  the  school  report  form  and  the  inter- 
disciplinary conference.  In  some  particular 
cases,  patients  require  a fourth  clinic  visit 
for  further  examination  on  the  day  of  the 
conference. 

In  more  detail,  the  five  parts  of  the  work- 
up include:* 

1.  School  Report  Form.  A detailed  ques- 
tionnaire is  sent  to  the  parents  when  they 
call  for  an  appointment,  or  it  is  given  to 
them  at  the  time  of  their  first  clinic  visit. 
The  parents  are  instructed  to  give  the  form 
to  the  school  principal  for  completion  by 
the  child’s  teachers,  who  in  turn,  return 
the  form  to  the  Dyslexia  Clinic.  The  pri- 
mary areas  explored  are  (1)  academic  his- 
tory, (2)  health  factors,  (3)  learning  prob- 
lems, (4)  specific  requests,  (5)  school  ad- 
justment, and  (6)  family  background.  This 
information  is  compiled  in  a structured  for- 
mat by  teachers  able  to  evaluate  objective- 
ly a child’s  reading  ability  and  school  ad- 
justment. 

2.  Pediatric  Neurology  Examination.  The 
neurologic  examination  of  the  suspected  dys- 
lexic child  must  be  designed  to  detect  ex- 
tremely subtle  changes.  Such  gross  signs  as 
defects  of  motor  strength,  reflex  changes, 
frank  cerebellar  signs  of  abnormalities  of 
touch,  pain,  temperature,  vibration,  and  deep 
pressure  are  not  a part  of  the  usual  neuro- 
logic picture  in  dyslexia.  Indeed,  the  dys- 
lexic child  may  show  no  neurologic  abnorm- 
alities whatsoever.  Among  the  subtle  neu- 
rologic signs  looked  for  in  evaluating  a child 
with  suspected  dyslexia  are  defects  in  Head’s 
test  for  right-left  orientation,  finger  dys- 
nosia,  minimal  synkinesis,  defects  in  tem- 
poral sequential  ordering,  and  ability  to 
cross  the  midline  at  the  blackboard.  There 
is  no  consistent  pattern  of  neurologic  deficit 

*The  extracted  material  is  taken  from  “Organization  of  the 
Dyslexia  Clinic,  Indiana  University  Medical  Center,”  by  Hel- 
veston  et  al.,  which  appeared  in  the  Journal  of  Pediatric  Oph- 
thalmology, 5:139,  August  1968.  Reprinted  with  permission. 


in  the  genetically  determined  form  of  dys- 
lexia. Those  dyslexic  children  with  acquired 
brain  damage  tend  to  show  more  neurologic 
findings  but  again  there  is  no  consistent  pat- 
tern. 

3.  Psychologic  Examinations.  A 1 1 pa- 
tients are  tested  using  the  Wechsler  Intel- 
ligence Scale  for  Children  (WISC),  the 
Wide  Range  Achievement  Test,  the  Raven 
Progressive  Matrices,  and  the  Bender  Visual 
Motor  Gestalt  Test.  In  addition,  most  pa- 
tients are  also  given  the  Wepman  Auditory 
Discrimination  Test,  Horst  Reversals  Test, 
Developmental  Test  of  Visual  Motor  Integra- 
tion, Durrel  Analysis  of  Reading  Difficulty 
(listening,  comprehension,  and  oral  reading 
sections  only),  Gates-McKillop  Reading  Di- 
agnostic Test,  California  Arithmetic  Test, 
Purdue  Perceptual  Motor  Survey,  Stencil 
Design  from  the  Grace  Arthur  Performance 
Scale,  and  Sentence  Testing  from  the  Stan- 
ford-Binet  Intelligence  Scale. 

The  administration  time  for  the  above 
tests  is  from  four  to  five  hours;  whenever 
possible,  school  psychologists  are  encour- 
aged to  provide  the  initial  series  of  tests. 

Jf.  Ophthalmologic  Examination.  This  is 
described  under  Examination. 

5.  Conference.  One  member  represent- 
ing each  of  the  involved  specialties  attends 
a meeting  twice  monthly  at  which  time  those 
patients  whose  work-up  has  been  completed 
are  discussed.  In  an  atmosphere  of  frank 
discussion,  the  clinic  members  analyze  each 
case  work-up  and  attempt  to  arrive  at  a 
diagnosis  and  a course  of  treatment.  Be- 
cause of  the  lack  of  clear-cut  definitions  and 
well-defined  categories  for  the  diagnosis  of 
dyslexia,  it  is  not  possible  to  classify  every 
problem.  It  is  often  necessary  to  diagnose  a 
patient  as  having  an  emotional  disturbance 
with  some  dyslexic  characteristics,  or  as  a 
primarily  dyslexic  child  with  some  emotional 
overlay.  Some  patients  may  have  an  or- 
ganic defect  and  represent  minimal  brain 
damage,  with  or  without  an  appropriate  his- 
tory to  support  this  diagnosis.  Other  pa- 
tients may  receive  a clear-cut  diagnosis  of 
dyslexia,  emotional  disturbance,  cultural  de- 
privation, delayed  maturation,  brain  damage, 
or  primary  retardation. 
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When  a diagnosis  has  been  made,  the  par- 
ents are  counseled  as  to  the  best  course  of 
action,  be  it  other  medical  care,  tutoring, 
special  classes  at  school,  a change  in  the 
parental  attitude,  or  a realignment  of  ex- 
pectations. In  some  cases  parents  may  be 
told  only  that  the  child  is  having  a problem 
of  a transitory  nature  which  requires  no 
intervention. 

The  school  is  then  contacted  by  phone  or 
letter  and  the  findings  and  recommenda- 
tions outlined.  This  establishes  communica- 
tion between  school  authorities  and  the  Dys- 
lexia Clinic. 

This  clinic  is  of  some  value  as  a stopgap 
diagnostic  treatment  center,  but  it  will  not 
realize  its  full  potential  until  sufficient 
data  can  be  obtained  to  establish  better 
diagnostic  criteria  and  more  successful 
treatment  methods. 

Reseaich 

In  general,  ophthalmologists  involved  in 
the  interdisciplinary  approach  to  reading 
problems  find  little  evidence  to  support  the 
contention  that  the  eyes  play  a significant 
role  in  dyslexia  (that  is,  after  correction 
of  refractive  errors  and  certain  muscle  im- 
balances). But,  since  there  are  still  many 
unanswered  questions,  research  dealing  with 
the  relationship  of  eye  function  and  reading 
abilitj^  must  be  continued. 

In  October  1968,  approximately  40  oph- 
thalmologists met  to  discuss  the  problems 
related  to  dyslexia.  It  was  the  consensus  of 
those  present  that  opthalmology  should  take 
a positive  stand  on  the  problem  of  dyslexia 
but  this  should  be  done  in  an  enlightened 
way.  For  this  reason,  the  Dyslexia  Study 
Association  was  established  under  the  spon- 
sorship of  the  Dyslexia  Clinic  of  the  Indiana 
University  Medical  Center.  This  Associa- 
tion has  four  major  goals. 

1.  To  establish  a national  cooperative  re- 
search center  which  will  collect  and  dis- 
tribute research  protocols  and  early  research 
data  through  a central  collecting  point.  This 
collecting  point  will  be  the  American  Com- 
mittee on  Optics  and  Physiology,  Pemianent 


Subcommittee  on  Dyslexia,  headed  by  Ar- 
thur Keeney,  M.D.,  Philadelphia,  Pennsyl- 
vania. He  will  assemble  and  duplicate  all 
of  the  research  materials  sent  to  him  and 
then  forward  these  data  to  each  member 
of  the  Dyslexia  Study  Association.  This  will 
enable  members  to  repeat,  criticize,  or  add 
to  the  studies  done  at  other  centers,  leading 
to  more  rapid  processing  and  evaluation  of 
scientific  data. 

2.  A national  information  exchange  serv- 
ice headed  by  Herman  K.  Goldberg,  M.D., 
Baltimore,  Maryland,  was  established.  Doc- 
tor Goldberg  will  accept  printed  material 
dealing  with  any  phase  of  dyslexia  and  will 
have  this  material  duplicated  and  sent  to 
members  of  the  association.  This  will  help 
members  in  their  community  relations  as 
well  as  in  their  scientific  endeavors. 

3.  The  Dyslexia  Study  Association  will 
continue  to  meet  at  least  once  yearly  so 
that  members  can  exchange  ideas  through 
personal  contact.  A secretary  of  the  Na- 
tional Dyslexia  Study  Association  will  be 
the  only  officer  and  will  coordinate  the  ac- 
tivities of  this  group  and  its  several  func- 
tions. 

4.  The  Dyslexia  Study  Association  will 
prepare  a symposium  to  present  the  views 
of  the  members  of  the  association  regard- 
ing the  role  of  the  eyes  and  the  role  of  the 
ophthalmologist  in  the  problem  of  dyslexia. 
The  aim  of  this  symposium  will  be  to  present 
to  the  practicing  ophthalmologist  a practic- 
al, realistic,  and  scientifically  sound  plan  for 
dealing  with  those  patients  who  seek  medical 
help  for  a reading  problem  or  learning  dis- 
ability. 

In  the  meantime,  ophthalmologists  should 
continue  to  provide  treatment  for  signifi- 
cant refractive  errors  and  symptomatic  mus- 
cle imbalance,  assist  patients  in  seeking  oth- 
er needed  medical  care,  cooperate  with  school 
authorities,  and  protect  patients  from  those 
who  promote  expensive  but  useless  treat- 
ment. 

Reprinted  from  Sight-Saving  Review  by  per- 
mission: National  Society  for  the  Prevention  of 

Blindness. 
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Experiences  with  Permanent 
Intracardiac  Pacing 


Introduction 

IN  1952,  Zole^  reported  the  suc- 
cessful pacing-,  of  a patient 
whose  heart  was  in  electric 
standstill,  by  the  use  of  external  electric 
stimulation.  Since  1952,  a great  deal  of  ex- 
perience has  accumulated  on  the  effective- 
ness and  safety  of  artificially  induced  electric 
pacing  of  the  heart.  Today,  electric  pacing 
is  generally  employed  to  increase  the  heart 
rate  in  a person  with  a hemodynamic  prob- 
lem due  to  a slow  pulse.  In  a vast  majority 
of  instances,  this  is  a consequence  of  ad- 
vanced or  complete  atrioventricular  block 
and  is  frequently  associated  with  Adams- 
Stokes  syndrome.  There  are  basically  two 
approaches  for  the  permanent  implantation 
of  the  electrode  for  the  pulse  generator. 
Myocardial  electrodes  require  a thoracotomy 
or  an  extrapleural  approach,  whereas  endo- 
cardial electrodes  are  installed  transvenous- 
ly  and  can  be  carried  out  under  local  anes- 
thesia. In  1965  Chardack  et  aP  described 
the  transvenous  system  for  permanent  pac- 
ing of  the  heart,  and  now  this  method  has 
become  increasingly  popular  for  permanent 
pacing.  The  transvenous  method  is  highly 
desirable  because  of  the  ease  of  installing 
the  pacing  system,  and  because  of  the 
avoidance  of  the  morbidity  and  mortality  of 
a thoracotomy  in  an  older  patient.  Our 
experience  with  30  patients  who  have  been 
paced  with  a permanently  implanted  pulse 
generator  and  a transvenous  catheter  elec- 
trode is  presented. 

Clinical  Material 

Thirty  patients  were  reviewed  from  May 
1965  to  November  1968  who  had  permanent- 
ly implanted  pacemakers  using  a transven- 
ous electrode.  This  review  does  not  include 
patients  who  were  only  temporarily  paced, 
or  those  who  had  epicardial  electrodes  im- 
planted as  a primary  procedure.  The  young- 
est patient  was  39  years,  and  the  oldest  was 
85 ; the  average  age  was  69  years.  The  pre- 
ponderance of  males  was  5 to  1.  Twenty- 
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four  of  the  thirty  patients  had  Adams-Stokes 
syndrome,  whereas  14  had  either  frank  con- 
gestive failure  or  evidence  of  low  cardiac 
output.  The  etiology  of  the  conduction  dis- 
turbance in  most  could  not  be  stated  with 
certainty,  although  14  had  evidence  of  coro- 
nary artery  disease.  The  rhythm  prior  to  inser- 
tion of  the  pacemaker  varied.  Normal  sinus 
rhythm  with  periods  of  asystole,  atrial  fibril- 
lation with  slow  ventricular  response,  and 
sinus  bradycardia  was  noted;  the  major- 
ity had  either  complete  heart  block  or  vari- 
able AV  dissociation.  The  duration  of  the 
block  prior  to  the  insertion  of  a permanent 
pacemaker  varied  from  two  weeks  to  several 
years.  All  of  the  patients  had  had  a trial 
of  medical  therapy  without  effective  long 
term  results.  In  nine  patients,  the  cardiac 
rhythm  was  controlled  by  temporary  pacing 
prior  to  the  implantation  of  a permanent 
system. 

Methods 

The  pacing  unit  consisted  of  a Medtronic 
pulse  generator  and  a Medtronic  bipolar 
endocardiac  electrode.  Early  in  the  series, 
the  adjustable  asynchronous  Medtronic  pulse 
generator.  Model  No.  5870C  was  used.  Since 
the  advent  of  the  ventricular  programmed 
(demand)  pulse  generator,  Medtronic  Model 
5841  has  been  used  almost  exclusively.  Con- 
stant electrocardiographic  monitoring  was 
used  during  the  implantation  procedures. 
The  external  pacemaker  and  a DC  defibril- 
lator was  immediately  available.  Using  local 
anesthesia,  the  bipolar  catheter  electrode  was 
introduced  into  the  cephalic  vein  or  the  ex- 
ternal jugular  vein.  The  catheter  was 
wedged  into  position  into  the  right  ven- 
tricle with  the  use  of  the  image  intensifier. 
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If  the  stimulus  threshold  was  above  1.5 
milliamps,  the  catheter  was  repositioned  in 
order  to  obtain  an  adequate  low  threshold 
of  stimulation.  The  position  was  rechecked 
with  the  stylets  removed  from  the  catheter. 
The  catheter  was  fixed  in  the  vein  with 
nonabsorbable  sutures  and  attached  to  the 
electrode  terminals  of  the  pulse  generator. 
The  pulse  generator  w’as  placed  in  an  infra- 
clavicular  subcutaneous  pocket,  and  the 
wound  drained  with  Hemovac  drains.  Fol- 
lowing the  procedure,  the  position  of  the 
electrode  tip  was  rechecked  with  a posterior- 
anterior  and  lateral  chest  film  for  a perma- 
nent record.  Prophylactic  antibiotics  were 
administered  and  the  patients  were  moni- 
tored in  the  coronary  care  unit  for  a mini- 
mum of  24  hours  postoperatively. 

Results 

The  average  follow-up  was  14  months, 
with  the  longest  44  months  and  the  shortest 
four  months.  There  were  three  deaths,  and 
none  of  these  were  related  to  the  pacing 
system.  Deaths  occurred  at  seven  days,  two 
months,  and  six  months,  and  adequate  pacing 
was  noted  during  their  terminal  illness. 
There  were  eight  complications  in  seven  pa- 
tients for  a complication  rate  of  26.7  per- 
cent. The  most  frequent  complication  was 
the  dislodgement  of  the  catheter  electrode. 
This  occurred  three  times,  and  required  re- 
positioning of  the  electrode.  All  three  oc- 
curred within  the  first  postoperative  month. 
Twelve  hours  postoperatively,  one  patient 
encountered  hiccoughs  synchronous  with 
his  pacer  due  to  phrenic  nerve  stimulation. 
Resumption  of  adequate  pacing  was  accom- 
plished by  withdrawing  and  rewedging  the 
electrode  tip.  Loss  of  pacing  did  not  occur 
in  this  series  due  to  late  displacement  of  the 
electrode,  electrode  wire  fracture,  or  perfor- 
ation of  the  myocardium  by  the  electrode. 
Wound  hematoma  occurred  in  three  patients 
prior  to  the  routine  use  of  the  Hemovac 
drains.  Adequate  wound  healing  was  ob- 
tained in  all  three  cases  after  drainage  was 
instituted.  Neither  wound  infection  nor 
sepsis  was  encountered  in  this  series.  Ax- 
illary vein  thrombosis  was  diagnosed  in  one 
patient  who  was  treated  conservatively,  with 
no  late  disability.  Erosion  of  the  subcu- 
taneous tissue  and  skin  due  to  the  pulse  gen- 
erator or  electrode  was  not  encountered. 


There  was  one  early  failure  of  the  pulse 
generator  at  six  months  that  required  re- 
placement. Two  other  pulse  generators 
were  replaced  at  26  and  22  months.  Twenty- 
six  of  the  30  patients  (86.7  percent)  in  this 
series  obtained  reliable  pacing  after  the  pri- 
mary procedure  for  an  average  period  of 
13  months. 

Discussion 

The  mortality  rate  of  patients  in  com- 
plete heart  block  without  an  artificial  pac- 
ing system  is  50  to  60  percent  within  the 
first  year.3-5  Numerous  reports  of  large 
series  attest  to  the  effectiveness  of  long 
term  pacing  in  relieving  the  symptoms  and 
significantly  increasing  the  survival  of  these 
patients  with  complete  heart  block.®-*  With 
continued  sophistication  in  pulse  generators, 
electrodes,  and  surgical  technique,  the  mor- 
bidity and  mortality  associated  with  the  in- 
sertion of  the  functional  pacing  system  is 
being  continuously  reduced.  Following  the 
advent  of  the  transvenous  method,  the  im- 
mediate mortality  of  implantation  was  fur- 
ther reduced.  The  placement  of  myocardial 
electrodes  by  thoracotomy  carried  a signifi- 
cant early  mortality  rate  in  the  elderly  of 
approximately  7.5  percent.'^  The  transvenous 
placement  of  the  electrode  under  local  anes- 
thesia carries  a risk  comparable  to  the  risk 
for  cardiac  catheterization,  which  should  be 
less  than  one  percent. 

A variety  of  immediate  and  long  term 
complications,  however,  are  associated  with 
the  transvenous  method.  Many  of  these  are 
of  a minor  nature  and  can  be  readily  man- 
aged without  cessation  of  pacing.  Other 
complications,  although  usually  easily  man- 
aged, have  the  inherent  risk  of  temporary 
cessation  of  pacing.  The  pulse  generator 
has  been  the  extremely  reliable  component 
of  the  system  in  the  early  pacing  period. 
Our  experience  with  the  transvenous  sys- 
tem for  an  average  of  13  months  for  30 
patients  revealed  three  premature  failures 
of  the  pulse  generator.  Electrode  failure  of 
the  endocardiac  pacing  system  due  to  dis- 
location, perforation,  wire  fracture  or  an  in- 
crease in  threshold  remain  the  most  perplex- 
ing problem  of  serious  import.  The  incidence 
of  these  complications  in  several  series  is 
approximately  10  to  15  percent  and  can  be 
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detected  by  postoperative  monitoring  and 
close  observation. Displacement  can  usual- 
ly be  expeditiously  corrected  under  local  anes- 
thesia by  rewedging  the  electrode.  Myo- 
cardial perforation  is  usually  heralded  by  the 
cessation  of  pacing.  Tamponade  is  the  ex- 
ception, but  this  possibility  must  always  be 
kept  in  mind  when  one  is  rewedging  for  elec- 
trode failure.^®  Providing  the  stylets  are 
removed,  wire  fracture  of  the  electrode  is 
presently  uncommon  with  the  currently  avail- 
able endocardiac  electrodes. Electrode  fail- 
ure in  the  endocardiac  pacing  system  is  most 
often  due  to  dislodgement,  and  is  seen  within 
the  first  few  days  or  weeks  following  im- 
plantation. Whereas  late  displacement  of  the 
electrode  or  late  perforation  of  the  myo- 
cardium is  uncommon  due  to  the  growth  of 
endocardium  around  the  catheter.®  Neither 
of  these  late  complications  were  noted  in  this 
series. 

The  endocardiac  pacing  system  in  this 
series  proved  to  be  a reliable  and  an  effec- 
tive method  of  pacing.  The  implantation  was 
well  tolerated  by  the  elderly  debilitated  pa- 
tient and  we  consider  it  the  treatment  of 
choice  for  permanent  pacing  in  elderly  pa- 
tients. If  the  endocardiac  system  cannot  be 
maintained,  there  should  be  no  hesitation 
to  revert  to  a myocardial  implantation  of 
the  electrode. 

Summary 

Thirty  patients  with  symptomatic  atrio- 
ventricular block  were  treated  with  an  intra- 
cardiac pacing  system.  Three  deaths  oc- 
curred in  the  series,  and  none  of  these  were 
related  to  the  pacing  system.  There  were 
eight  complications  in  seven  patients ; the 
most  serious  was  dislodgement  of  the  cathe- 
ter with  temporary  loss  of  pacing.  Dis- 
lodgement occurred  three  times  and  required 


repositioning  of  the  electrode  under  local 
anesthesia.  Twenty-six  of  these  30  patients 
(86.7  percent)  obtained  long  term  pacing 
without  adjustment  after  their  primary  im- 
plantation. The  transvenous  pacing  method 
was  found  to  be  a highly  reliable  and  effec- 
tive method  for  long  term  pacing  without 
mortality  and  with  minimal  morbidity. 
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Neonatal  Jaundice  Secondary  to 
Endogenous  Maternal  Steroids 
(Breast  Milk  Jaundice) 


Introduction 

Breast  milk  jaundice  is  an  en- 
tity consisting  of  jaundice  in 
the  breast-fed  infant  starting 
on  the  third  or  fourth  day  of  life  and  per- 
sisting for  over  14  days.  Laboratory 
studies  w’ill  show  that  the  jaundice  is  due 
to  an  unconjugated  hyperbilirubinemia.  The 
bilirubin  may  rise  to  levels  significantly  high 
to  cause  kernicterus  if  not  properly  diag- 
nosed and  treated  or  circumvented  by  ex- 
change transfusions.*-  * It  is  caused  by  in- 
hibition of  the  enzyme  glucuronyl  trans- 
ferase in  the  infant  by  the  steroid  pregnane- 
3(alpha),20(beta)-diol  which  is  secreted  in 
the  milk  of  some  women  and  ingested  by 
the  infant.  The  inhibitory  activity  of  the 
steroid  is  rapidly  reversible  upon  with- 
drawal of  the  steroid. Because  cow’s  milk 
has  no  such  inhibitory  steroid,  discontinu- 
ance of  breast  feeding  is  one  way  to  effect  a 
complete  cure. 

Case  Reports 

#1.  History:  A baby  girl  was  born 
to  a 34-year-old  Caucasian  para  4-0-0-4 
mother  by  spontaneous  delivery  with 
low  forceps  following  a full-term  nor- 
mal pregnancy.  Weight  was  3215  gms. 
Apgar  was  9 at  one  minute.  The  moth- 
er was  blood  group  0 positive  whose 
previous  infants  had  had  ABO  incom- 
patability.  This  baby’s  blood  type  was 
B positive. 

Hospital  course:  At  age  10  hours, 

jaundice  was  noted  by  attending  staff. 
Total  bilirubin  was  determined  to  be 
9.1  mg/100  ml,  and  direct  Coombs’  was 
negative  while  indirect  Coombs’  was 
positive.  The  following  day,  bilirubin 
was  10  mg/100  ml  total,  and  direct 
acting  only  1.9  mg  100  ml.  By  the  age 
of  5 days  the  bilirubin  had  risen  to  a 
total  of  18.6  mg/100  ml,  with  16.1  mg 
100  ml  being  indirect  or  unconjugated. 
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The  baby  was  breast-fed  from  birth. 
Initial  impression  was  hemolytic  disease 
of  newboiTi  due  to  ABO  incompatability, 
but  when  the  jaundice  continued  to  age 

2 weeks,  the  diagnosis  of  breast  milk 
jaundice  was  entertained,  and  breast 
feeding  was  discontinued.  The  bilirubin 
fell  from  approximately  18  mg/100  ml 
to  11  mg/100  ml  in  24  hours,  and  con- 
tinued to  fall  to  normal  range. 

Final  diagnosis:  (1)  Hemolytic  dis- 

ease of  newborn  due  to  ABO  incompat- 
ability. (2)  Breast  milk  jaundice. 

*2.  History:  A baby  boy  was  born 

to  a 33-year-old  Caucasian  para  3-0-0-3 
mother  by  Cesarean  section.  Birth 
weight  was  3005  gms,  and  the  baby 
was  noi*mal  in  all  respects.  A one 
minute  Apgar  was  8. 

Clinical  course:  The  mother  breast 

fed  the  infant  from  birth,  and  at  age 

3 days  the  baby  was  noted  to  be  jaun- 
diced. Bilirubin  was  total  12.8  mg/100 
ml,  with  conjugated  fraction  1.8  mg/ 
100  ml.  The  mother  was  0 positive  and 
the  baby  was  0 negative.  Direct  Coombs’ 
was  negative. 

By  age  5 days,  bilirubin  had  risen  to 
total  15.6  mg/100  ml,  with  only  1.3 
mg/100  ml  direct.  Breast  feeding  was 
discontinued,  and  the  baby  was  placed  on 
formula,  resulting  in  a drop  in  bilirubin 
to  13.0  mg/100  ml  total  within  24  hours. 
The  baby  and  mother  were  discharged 
and  the  mother  was  instructed  to  con- 
tinue formula  feeding. 

Five  days  later,  the  baby  was  again 
brought  to  the  clinic  and  was  jaundiced. 

•Senior,  University  of  Nebraska  College  of  Medicine. 
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Bilirubin  was  17.8  mg/100  ml  total 
with  direct  of  2.5  mg/100  ml.  It  was 
determined  that  the  mother  had  re- 
sumed breast  feeding.  She  was  again  in- 
structed to  feed  only  cow’s  milk  formula 
and  returned  home. 

Eight  days  later  the  baby  was  seen 
in  the  clinic  at  a scheduled  visit  and  was 
found  to  be  well  in  all  respects.  The 
mother  had  not  breast  fed  the  infant. 
Bilirubin  was  3.6  mg/100  ml  total,  with 
1.1  mg/100  ml  direct.  Final  diagnosis: 
Breast  milk  jaundice. 

Jaundice,  kemicterus  and  bilirubin 
metabolism 

Jaundice  or  icterus  is  the  clinical  state  that 
exists  when  bilirubin,  either  conjugated  or 
unconjugated,  accumulates  in  the  serum  in 
excessive  amounts  resulting  in  tissue  stain- 
ing and  giving  rise  to  the  characteristic  yel- 
low pigmentation.  Indirect  bilirubin  acts 
as  a metabolic  poison.  Specifically,  the  neu- 
rotoxicity associated  with  severe  hyperbili- 
rubinemia in  the  neonatal  period  is  known  as 
kemicterus  and  results  in  irreversible  brain 
damage. 

Most  bilirubin  is  derived  from  the  break- 
down of  hemoglobin  which  comes  from  either 
the  normal  or  pathological  breakdown  of  the 
erythrocytes  in  the  body  releasing  hemo- 
globin into  the  blood.  This  is  complexed 
with  haptoglobin  and  the  complex  is  taken 
up  by  the  reticuloendothelial  system  where 
it  is  converted  to  free  bilirubin,  iron,  and 
globin  thus  freeing  the  haptoglobin  to  re- 
circulate. The  resulting  free  bilirubin  then 
passes  into  the  serum  and  is  bound  to  albu- 
min. 

Free  bilirubin  is  insoluble  in  water  there- 
by making  excretion  from  the  body  diffi- 
cult. The  liver  solubilizes  bilirubin  by  con- 
jugation with  glucuronic  acid  by  an  active 
enzymatic  process  which  occurs  within  the 
cells  of  the  normal  liver.  Following  uptake 
of  the  free  bilirubin  from  the  serum  by  the 
hepatic  cells,  glucuronic  acid  is  transferred 
from  uridine  diphosphoglucuronic  acid  to 
the  carboxyl  groups  of  bilirubin  in  the  pres- 
ence of  the  enzyme  glucuronyl  transferase. 
The  soluble  end-products  of  this  conjuga- 


tion, bilirubin  monoglucuronide  and  bilirubin 
diglucuronide,  are  then  excreted  into  the  bile. 
No  free  bilirubin  is  excreted  into  the  bile. 

Once  in  the  intestinal  tract,  the  conjugat- 
ed bilirubin  is  acted  upon  by  the  normal  bac- 
terial flora,  effecting  a series  of  reductive 
reactions  resulting  in  the  foraiation  of  uro- 
bilinogen and  urobilin.  Normally,  about  half 
of  the  urobilinigen  is  reabsorbed  by  the  gut, 
returned  to  the  liver  via  the  portal  system, 
taken  up  by  the  liver,  and  again  excreted 
into  the  bile.  A small  amount  of  this  may 
reach  the  general  circulation  and  is  then 
excreted  by  the  kidney.  If  the  liver  is  un- 
able to  clear  the  portal  blood  of  the  uro- 
bilinogen, the  urinary  excretion  increases. 

It  should  be  noted  that  only  soluble  bili- 
rubin (conjugated)  and  urobilinogen  can  be 
excreted  in  the  urine.  Therefore,  if  the 
original  uptake  or  congugation  of  free  bili- 
rubin by  the  liver  is  impeded,  the  bilirubin 
can  neither  be  passed  through  the  liver  and 
be  excreted  via  the  GI  tract  nor  excreted  by 
the  kidney.  Therefore,  free  or  indirect  act- 
ing bilirubin  levels  build  up  in  the  blood 
and  a state  of  hyperbilirubinemia  (jaundice) 
and  eventually  kemicterus  may  result.  It  is 
this  point  in  bilirubin  metabolism,  uptake 
and  conjugation,  and  specifically  the  action 
of  glucuronyl  transferase  that  is  involved 
in  the  pathogenesis  of  the  breast  milk- jaun- 
dice syndrome. 

It  has  been  known  for  several  years  that 
the  neonate,  especially  the  premature,  has 
a functional  immaturity  of  the  glucuronyl 
transferase  system. ^ The  enzyme  activity 
increases  during  early  life  but  for  a time 
is  deficient  resulting  in  a physiological 
jaundice.  The  serum  bilirubin  level  usual- 
ly does  not  go  above  8 mg/ 100  ml  and  rare- 
ly exceeds  12  mg/100  ml.^  The  duration  and 
severity  is  worse  in  the  premature  due  to  the 
less  mature  enzyme  system. 

Inhibition  of  Glucuronyl  Transferase  — 
Review  of  the  Literature 

It  is  apparent  that  if  an  inhibitor  of  glu- 
curonyl transferase  were  superimposed  on 
this  already  immature  and  ineffective  en- 
zyme system  that  prolonged  and  severe  jaun- 
dice might  result. 
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The  presence  of  such  inhibitors  was  first 
postulated  by  investigation  of  a familial 
syndrome  of  transient  neonatal  indirect 
hyperbilirubinemia  and  frequent  kernicterus 
affecting  all  of  a mother’s  offspring  and 
occurring  in  successive  generations  of  these 
families. 

One  of  the  first  to  work  on  this  were 
Lathe  and  Walker  in  1958.®  These  authors 
were  able  to  show  that  sera  of  certain  females 
was  able  to  inhibit  conjugation  of  0-amino 
phenol  and  bilirubin  to  glucuronic  acid  in 
liver  slices  in  vitro.  The  inhibitory  activ- 
ity was  not  related  to  the  menstrual  cycle  but 
did  show  an  increase  throughout  pregnancy 
and  a post  partum  decline.  The  sera  of  neo- 
nates likewise  showed  increased  inhibitory 
action  up  to  two  days  of  age  but  no  differ- 
ence of  inhibitory  activity  between  jaundiced 
and  nonjaundiced  infants’  sera. 

Based  on  dialyzation  patterns  of  the  sera 
it  was  postulated  that  a steroid  was  present 
and  thereafter  numerous  steroids  were  test- 
ed for  inhibitory  activity.  Although  the 
steroid  or  steroids  responsible  for  the  inhibi- 
tory activity  of  the  sera  could  not  be  iso- 
lated, the  postulation  was  correct.  In  this 
study,  however,  the  sera  was  inhibitory  only 
to  whole  cell  liver  preparations  and  not  to 
broken  cell  or  homogenate  preparations. 
This  was  interpreted  to  mean  that  the  in- 
hibitory substance  did  not  inhibit  glucuronyl 
transferase  but  the  entry  of  the  bilirubin  into 
the  cell  or  the  exit  of  the  glucuronide.  It 
was  further  obseiwed  that  the  mothers  of 
the  jaundiced  infants  were  not  themselves 
jaundiced.  On  the  basis  of  these  studies  it 
was  concluded  that  the  inhibitory  substance 
was  not  responsible  for  neonatal  jaundice  in 
the  absence  of  hemolytic  factors. 

Numerous  studies  followed  this  work  and 
eventually  it  was  shown  that  in  some  cases 
the  inhibitory  substance  in  sera  was  respon- 
sible for  neonatal  jaundice  showing  that 
broken  cell  liver  preparations  were  indeed 
inhibited.  Comparative  studies  of  maternal 
cord  blood  and  neonate  blood  showed  ma- 
ternal blood  to  be  higher  in  inhibitory  activ- 
ity indicating  that  the  substance  was  pass- 
ing from  mother  to  fetus.  The  failure  of 
Lathe  and  Walker  to  detect  a difference 
between  jaundiced  and  nonjaundiced  infants 


has  been  resolved  by  the  realization  that  it 
is  the  balance  between  maturity  of  the  neo- 
nate’s enzjTne  system  and  presence  of  in- 
hibitory substances  that  determines  the  out- 
come. Lathe  and  Walker’s  series  had  prob- 
ably been  to  small  to  detect  this  differ- 
ence. The  specific  steroid  responsible  was 
identified  as  pregnane-3  (alpha)  ,20  (alpha) - 
diol.^-'^  Jaundice  due  to  the  above  mech- 
anism would  be  expected  to  manifest  itself 
at  birth  or  within  one  or  two  days,  because 
the  inhibitory  steroid  is  being  passed  to  the 
fetus  in  utero  and  is  therefore  present  at 
birth  causing  jaundice  as  soon  as  the  hepatic 
system  is  called  upon  to  metabolize  bilirubin. 

Another  syndrome  consisting  of  prolonged 
unconjugated  hyperbilirubinemia  associated 
with  breast  feeding  was  also  known  and  did 
not  fit  this  pattern.  One  of  the  first  groups 
to  report  this  was  Newman  and  Gross  at 
Western  Reserve.®  They  presented  a series 
of  eleven  breast  fed  infants  who  showed 
hyperbilirubinemia  for  a period  of  time 
from  two  to  six  weeks  following  birth.  All 
eleven  were  fed  breast  milk  from  birth,  and 
all  had  jaundice  of  the  indirect  reacting 
type.  All  were  thoroughly  screened  for 
other  known  causes  of  neonatal  jaundice.  In 
none  of  the  cases  was  the  direct  reacting 
bilirubin  over  1.0  mg/100  ml  but  the  in- 
direct in  some  instances  rose  to  20.0  mg/ 
100  ml.  In  those  who  continued  breast  feed- 
ing, the  daily  decrease  in  indirect  bilirubin, 
following  a peak  within  the  first  five  days, 
was  0.32  mg/100  ml/day,  with  a range  of 
.03  to  .7  mg/100  ml/day.  Once  cow’s  milk 
was  introduced,  the  average  rate  of  decrease 
was  2.5  mg/100  ml/day,  with  a range  of 
1.3  to  4.0  mg/100  ml/day.  Furthermore,  the 
effect  was  rapidly  reversible,  in  that  the 
rapid  decrease  while  receiving  cow’s  milk 
was  immediately  reversed  with  one  day  feed- 
ing with  breast  milk  and  vice  versa.  Based 
on  an  unpublished  report  by  Arias  et  al  at 
the  Annual  IMeeting  of  the  American  Society 
for  Clinical  Investigation  in  April,  1963, 
which  reported  the  presence  of  pregnanediol 
in  breast  milk  of  a small  series  of  mothers 
of  jaundiced  infants,  Newman  and  Gross 
concluded  that  an  endogenous  maternal  ste- 
roid in  the  milk  was  responsible  but  were 
unable  to  pursue  it  further. 

In  1964,  Arias  et  al  published  their  find- 
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ings  on  the  effect  of  milk  from  mothers  of 
seven  jaundiced  infants,  from  control  moth- 
ers and  from  pregnant  and  post  partum 
cows  on  glucuronyl  transferase  activity  in 
vitro.® 

The  pregnancies  were  considered  normal 
in  all  cases;  there  were  no  known  contribu- 
tory prenatal  factors;  birth  was  uncompli- 
cated and  all  babies  were  full  term.  Breast 
feeding  began  in  all  on  the  second  or  third 
day  of  life,  and  all  thrived.  Jaundice  ap- 
peared in  all  by  14  days,  and  in  four  cases 
during  the  first  four  days  of  life.  Appropri- 
ate laboratory  studies  to  determine  the  eti- 
ology were  unrevealing.  The  maximum  in- 
direct bilirubin  concentration  ranged  from 
14.3  to  24.5  mg/100  ml  and  peaked  between 
the  tenth  and  nineteenth  days  of  life.  The 
direct  was  never  more  than  10%  of  the 
total.  The  seven  mothers  were  not  related 
nor  were  they  of  the  same  ethnic  extraction. 
None  of  their  mothers,  sisters,  or  grand- 
mothers were  known  to  have  shown  a sim- 
ilar pattern.  However,  of  the  13  children 
born  previously  to  these  mothers,  7 had  been 
breast  fed  and  6 of  these  7 had  had  jaun- 
dice of  unknown  etiology  while  none  of  the 
6 bottle-fed  had  prolonged  jaundice. 

Inhibitory  activity  was  determined  by  the 
mean  percentile  inhibition  of  duplicate  esti- 
mates of  glucuronyl  transferase  activity  in 
guinea  pig  liver  homogenates  using  0- 
amino  phenol  as  receptor  for  glucuronide. 
Milk  from  the  test  mothers  (mothers  of 
jaundiced  infants)  showed  71±  6.5%  (SD)  in- 
hibition while  the  milk  from  control  mothers 
showed  11. 0±;  4.1%  (SD)  inhibition.  Colos- 
trum taken  from  the  test  mothers  during 
the  first  three  days  post  partum  showed  16 
to  19%  inhibition. 

The  duration  of  inhibitory  action  of  the 
test  mothers  milk  was  followed  in  only  two 
cases,  and  in  both  it  had  dropped  to  control 
levels  by  35  days. 

Inhibitory  activity  of  the  sera  of  the  test 
mothers  was  not  significantly  different  from 
the  control  sera.  Milk  from  pregnant  and 
postpartum  cows  of  different  species  showed 
an  average  of  only  4.2=t  1.4 (SD)  inhibition. 

Thin  layer  chromatography  was  carried 
out  on  the  milk  of  the  test  mothers,  the  in- 


hibitory zones  were  identified,  and  35%  of 
the  inhibitory  activity  of  the  original  milk 
was  recoverable  from  eluates  of  these  zones. 
No  such  inhibitoi’y  zones  were  detectable  on 
chromatography  of  the  control  milk. 

The  crystalline  substance  isolated  in  the 
test  eluates  were  examined  by  infrared  spec- 
trum analysis  and  comparison  with  the  spec- 
trum of  known  steroids  showed  it  to  be  preg- 
nane-3  (alpha)  ,20  (beta)  -diol. 

Arias  was  unable  to  say  what  the  source 
of  the  steroid  in  the  milk  was.  Progester- 
one, the  precursor,  usually  ceases  to  be  pro- 
duced with  expulsion  of  the  placenta  and  in 
none  of  their  test  cases  was  there  any  indi- 
cation of  placental  retention.  Pregnanediol 
excretion  in  the  urine  normally  ceases  to  be 
present  by  the  third  day  post  partum  yet  the 
test  milk  remained  inhibitory  for  four  weeks. 
No  specific  source  of  the  pregnane  deriva- 
tive was  postulated. 

Arias  and  Gartner  followed  this  study  by 
a prospective  expenment  later  in  1964  by  oral 
feeding  of  pregnane-3  (alpha)  ,20  (beta) -diol 
to  otherwise  normal  infants  with  the  follow- 
ing results  and  conclusions : 

1.  Unconjugated  hyperbilirubinemia  can 
be  produced  in  young,  full-term  in- 
fants by  feeding  pregnane-3  (alpha)  ,20 
(beta) -diol  in  amounts  equivalent  to 
that  found  in  inhibitory  milk  from 
mothers  whose  breast-fed  infants  had 
prolonged  jaundice. 

2.  Only  young  infants  became  jaundiced 
after  ingestion  of  pregnane-3  (alpha) , 
20  (beta) -diol,  probably  because  the 
exogenous  inhibitor  is  superimposed  on 
the  already  limited  hepatic  conjugat- 
ing capacity  of  the  newborn. 

3.  There  is  probably  nothing  unique  about 
the  infants  who  develop  the  syndrome. 
Any  newborn  infant  will  probably  be- 
come jaundiced  after  ingestion  of 
pregnane-3  (alpha)  ,20  ( beta)  -diol.^® 

Summary 

Review  of  the  literature  reveals  estimates 
of  the  incidence  of  breast  milk  jaundice 
varying  from  1/200  to  1/500  breast-fed  in- 
fants. Therefore,  although  an  infrequent 
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cause,  this  diagnosis  should  be  considered 
in  any  breast-fed  child  with  jaundice  of  the 
indirect  type,  starting  on  the  third  or  fourth 
day  of  life,  persisting  for  longer  than  14  days 
and  with  normal  screening  tests  for  other 
causes  of  jaundice.  Note  that  breast  feeding 
during  the  first  2 to  3 days  of  life  will  not 
produce  jaundice,  because  colostrum  is  not 
inhibitory.  In  any  such  case  breast  feeding 
may  need  to  be  discontinued  and  the  child 
carefully  observed. 

Note  also  that  cow’s  milk  does  not  contain 
significant  levels  of  pregnane-3  (alpha), 20 
(beta)-diol,  and  is  therefore  not  inhibitory, 
and  is  safe  in  this  regard  because  the  baby 
is  normal.  In  some  cases  a regimen  of  al- 
ternate breast  and  bottle  feeding  may  be 
safe  but  considering  the  attendant  risk  of 
kernicterus  this  would  seem  inadvisable. 
Recognizing,  however,  the  feelings  of  many 
mothers  in  regard  to  breast  feeding,  this 
course  may  be  acceptable,  providing  the  baby 
is  closely  observed.  As  the  child  grows  old- 
er the  risk  of  kernicterus  decreases  due  both 
to  the  maturation  of  the  enzyme  system  and 
the  increasing  impermeability  of  the  blood 
brain  barrier  to  bilirubin. 

It  is  likewise  important  that  the  mother 
be  made  aware  of  the  probability  of  and 
significance  of  kernicterus  and  the  fact  that 
her  milk  may  produce  jaundice  in  subsequent 
infants.  She  should  be  instructed  to  inform 
the  physician  attending  any  future  children 
of  this  history. 

Every  physician  who  has  occasion  to  be 
responsible  for  the  care  of  newborn  infants 
should  be  aware  of  this  clinical  entity.  It  is 
a diagnosis  made  entirely  on  history,  clinical 
picture,  and  knowledge  of  the  entity.  In 
practice  response  to  therapy,  withdrawal  of 


breast  milk  and  institution  of  cow’s  milk,  will 
affirm  the  diagnosis  while  eliminating  the 
necessity  of  costly  and  potentially  hazardous 
exchange  transfusions  otherwise  necessitat- 
ed. 

I am  indebted  to  Dr.  Gerard  Van  Leeuwen, 
B.A.,  M.D.,  Chairman,  Department  of  Pedi- 
atrics and  Dr.  Hobart  E.  Wiltse,  B.S.,  Ph.D., 

M. D.,  Assistant  Professor  of  Pediatrics  at 
the  University  of  Nebraska  Medical  Center 
for  their  interest  and  aid  in  preparing  this 
paper. 
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Meningitis  Due  to  Neisseria  Catarrhalis^ 


Abstract 

The  clinical  and  bacteriological 
data  of  a patient  with  meningitis 
due  to  Neisseria  catarrhalis  is 
presented.  The  diagnostic  criteria  met  by 
this  patient  are:  febrile  course;  cerebro- 
spinal fluid  containing  7,600  polymorpho- 
nuclear leukocytes  per  cu  mm,  protein  350 
mg/100  ml;  and  spinal  fluid  positive  by 
microscopy  and  culture  for  N.  catarrhalis. 
Ninety  hours  following  initiation  of  ampi- 
cillin  therapy,  the  patient’s  temperature 
returned  abruptly  to  98.8°  F and  the  pa- 
tient resumed  a normal  state  of  mentation. 
While  N.  catarrhalis  is  commonly  found  in 
the  upper  respiratory  tract,  it  becomes  path- 
ogenic only  under  unusual  circumstances. 
In  our  patient,  the  organism  appears  to  have 
entered  the  meninges  via  an  extension  from 
the  right  ethmoid  sinus  following  surgery. 

Despite  infrequent  but  continuous  re- 
ports of  Neisseria  catarrhalis  causing  hu- 
man meningitis,  the  following  statement 
appears  in  a recent  textbook  of  microbiology : 
“N.  catarrhalis  and  N.  sicca  are  normal 
members  of  the  flora  of  the  respiratory 
tract,  particularly  the  nasopharynx,  and  do 
not  produce  disease.”^ 

Neisseria  catarrhalis  was  first  described 
in  1896  by  R.  Pfeiffer,^  who  isolated  it  from 
the  sputum  of  a patient  with  catarrhal 
symptoms.  The  first  recorded  case  of  men- 
ingitis due  to  this  organism  was  reported  by 
Barker®  in  1908.  Subsequently,  16  instances 
of  human  meningitis  have  been  reported  in 
which  N.  catarrhalis  has  been  implicated  as 
the  etiologic  agent  with  spread  to  the  men- 
inges presumably  via  the  circulatory  sys- 
tem.^-® This  report  documents  N.  catarrhalis 
meningitis  that  developed  following  neuro- 
surgery probably  via  direct  spread  from  an 
exposed  sinus  cavity. 

Case  Report 

A 36-year-old  Caucasian  male  was 
admitted  to  the  psychiatric  service  of 
this  hospital  with  the  complaint  of  tran- 
sient headaches  which  had  increased  in 
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duration  and  severity  during  the  pre- 
vious three  months  period.  He  had  re- 
ceived a medical  discharge  from  the 
Army  following  psychiatric  evaluation 
of  similar  headache  symptoms.  During 
the  intervening  14  years,  he  experienced 
one  to  four  headaches  per  week,  accom- 
panied by  depressive  behavior  patterns 
and  hyper  - reactions  to  environmental 
stress. 

Physical  examination  revealed  a well- 
nourished  male  in  no  apparent  acute 
distress.  Vital  signs,  general  physical 
examination,  complete  blood  count,  chest 
x-ray,  blood  glucose,  and  serum  urea 
were  within  normal  limits.  Serological 
tests  for  syphilis  were  negative.  Ini- 
tial neurological  examination  revealed 
anosmia  and  a “questionable”  bilateral 
Babinski  sign.  Spinal  tap  yielded  acel- 
lular, clear,  colorless  fluid  with  a pres- 
sure of  230  mm  of  water.  Analysis  re- 
vealed: glucose  of  62  mg  100  ml,  pro- 
tein of  87  mg/100  ml,  a nonreactive 
serological  test  for  syphilis,  and  no 
growth  of  bacteria  on  culture.  Exam- 
ination by  a neurologist  consultant  re- 
vealed a slight  bilateral  papilledema, 
anosmia,  and  weakness  of  the  left  naso- 
labial fold  at  rest  (lower  facial 
nerve).  A brain  scan  with  Tc®®  was 
normal.  An  electroencephalogram 
showed  an  abnormal  right  frontal  fo- 
cus; and  a carotid  angiogram  suggest- 

♦From  the  Clinical  Laboratory,  Omaha  Veterans  Admin- 
istration Hospital  and  the  Departments  of  Pathology  and 
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ed  a mass  lesion  of  the  right  frontal 
lobe. 

A right  frontal  craniotomy  procedure 
uncovered  a large  meningioma.  Blunt 
separation  of  the  tumor  from  the  brain 
and  the  base  of  the  skull  revealed  the 
site  of  origin  to  be  the  right  olfactory 
groove.  Opening  of  the  falx  cerebri 
revealed  a continuous  large  tumor  on 
the  left.  Rapid  development  of  cerebral 
edema,  unresponsive  to  Urevert,  pro- 
hibited delineation  of  the  posterior  ex- 
tent of  the  tumor.  The  stalk  was  di- 
vided, and  most  of  the  lesion  (147  Gm) 
was  removed.  The  patient’s  postopera- 
tive course  was  uneventful,  and  the 
spinal  fluid  remained  sterile.  S i x 
weeks  later,  the  residual  tumor  Avas  re- 
moved. While  removing  the  tumor  cap- 
sule from  the  site  of  origin,  the  ethmoid 
sinus  Avas  entered.  The  mucus  mem- 
brane Avas  remoA’ed  from  middle  eth- 
modal  cells;  and  the  defect  in  the  base 
of  the  skull  Avas  coA’ered  Avith  Gelfoam. 

Ten  days  postoperatively,  the  patient 
developed  copious  purulent  rhinon*hea 
from  AA'hich  A^.  catarrhalis  AA^as  cultured. 
Four  days  later,  he  developed  a fever 
of  103°  F,  nuchal  rigidity,  and  an 
altered  state  of  consciousness.  Periph- 
eral blood  examination  at  this  time  re- 
A’ealed  12,500  leukocjTes  per  cu  mm, 
Avith  80%  polymorphonuclear  leukocjdes. 
The  cerebrospinal  fluid  revealed:  7,600 
polymorphonuclear  leukocjdes  per  cu 
mm,  protein  of  350  mg/100  ml,  chlo- 
ride of  125  mEq/liter,  and  glucose  of 
38  mg  GOO  ml.  The  spinal  fluid  smear 
contained  a moderate  number  of  Gram- 
negative diplococci,  and  the  culture 
yielded  a pure  culture  of  N.  catarrhalis. 
Four  blood  cultures  initiated  during  the 
febrile  phase  produced  no  groAvth. 

Treatment  consisted  of  3 Gm  of 
ampicillin  administered  intraA^enously 
every  six  hours  for  13  days.  The  pa- 
tient’s temperature  fluctuated  betAA'een 
101.5°  F and  103.2°  F for  90  hours, 
Avhile  he  remained  in  a semicomatose 
state.  Ninety  hours  folloAving  initiation 
of  therapy,  the  temperature  returned 
abruptly  to  98.8°  F,  and  the  patient 


resumed  a normal  state  of  mentation. 
Six  Aveeks  postoperatively,  the  patient 
Avas  discharged  Avith  no  apparent  neuro- 
logical deficit,  and  at  the  time  of  this 
Avriting  is  in  good  health. 

Bacteriological  Investigation 

The  organism  Avas  isolated  from  cerebro- 
spinal fluid  on  blood-agar  and  chocolate- 
agar  at  37°  C in  an  atmosphere  Avith  in- 
creased carbon  dioxide  tension.  GroAvth  did 
not  seem  to  be  augmented  by  CO,  and  sub- 
cultures greAv  as  Avell  on  nutrient  media  at 
22°  C as  at  37°  C.  Colonies  on  blood-agar 
appeared  off-Avhite  and  semi-transparent, 
AA'ere  circular,  and  measured  0.5  to  1 mm 
in  diameter.  Subcultures  failed  to  produce 
pigment  on  Loeffler’s  blood  serum  or  tryp- 
ticase  soy  agar  slopes  Avhen  incubated  at 
room  temperature  and  at  37°  C.  The  or- 
ganism failed  to  grow  under  anaerobic  con- 
ditions. India  ink  preparations  and  Muir’s 
stain  failed  to  reveal  a capsule.  The  organ- 
ism Avas  oxidase  and  catalase  positive.  The 
organism  did  not  ferment  glucose,  maltose, 
saccharose,  or  lactose  in  serum  agar  slopes 
at  37°  C. 

Live  and  heat-killed  (60°  C for  one  hour) 
suspensions  of  organisms  Avere  not  agglutin- 
ated by  meningococcus  poljwalent  anti- 
serum. There  AA'as  no  agglutination  Avith 
groups.  A,  B,  C,  and  D antisera.  The  strain 
Avas  tested  by  the  slide  agglutination  test 
Avhen  first  isolated,  and  again  on  several  sub- 
cultures Avithout  positive  results. 

\Trulence  for  mice  Avas  determined  by 
intraperitoneal  inoculation  of  0.5  ml  of  a 
saline  suspension  from  a 24-hour  groAATh 
on  a blood-agar  slope.  The  dose  AA^as  lethal 
in  24  to  36  hours,  and  intercurrent  infection 
Avas  established  by  smear  and  recoveiy  of  the 
test  organism  from  the  peritoneal  exudate. 

The  organism  Avas  sensitive  by  the  disc 
test  to  ampicillin,  penicillin,  sodium  methi- 
cillin,  streptomycin,  tetracycline,  chloram- 
phenicol, noA’obiocin,  erjThromycin,  sulfa- 
diazine, and  gantrisin.  The  minimum  inhib- 
itory concentration  of  ampicillin  by  a serum- 
broth  technique  Avas  0.95  /j.g/ml. 

The  bacteriologic  characteristics  of  this 
organism  as  documented  above  concur  Avith 
that  of  N.  catarrhalis."^ 
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Discussion 

Neisseria  catarrhalis  is  an  unusual  etio- 
logic  agent  of  meningitis.  It  was  in  1908 
when  it  was  first  realized  that  this  organ- 
ism could  cause  meningitis  in  man.^-*  As 
far  as  we  have  been  able  to  ascertain,  this 
is  the  18th  case  to  be  reported.  In  two  of 
the  cases  reported  by  Noguchi,  et  al,®  the 
identity  of  the  organism  is  not  clearly  de- 
fined. The  presence  of  a capsule  on  the 
organism  isolated  by  Newing  and  Christie^ 
suggests  an  identification  of  Neisseria  cap- 
sulata.  Apart  from  N.  meningitidis  and  N. 
gonorrhoeae,  definition  of  the  different 
species  is  not  very  clear. 

The  organism  recovered  in  the  present 
case  was  distinguished  from  N.  meningitidis 
by  the  following  characteristics : it  was  non- 
encapsulated,  it  fermented  no  sugars,  it 
grew  on  ordinary  nutrient  agar  at  22°  C, 
it  gi’ew  equally  well  with  and  without  CO,, 
and  it  was  not  agglutinated  by  meningo- 
coccus antisera.  Additional  factors  which 
permitted  differentiation  of  N.  catarrhalis 
from  encapsulated  Neisseriae  were:  Diplo- 
coccus  mucosus  ferments  glucose  and  is  non- 
pathogenic  for  mice;  N.  capsulata  produces 
pigment  and  will  grow  anaerobically.  Dif- 
ferentiation from  the  various  chromogenic 
Neisseria  was  made  by  the  results  of  fer- 
mentation and  pigmentation  studies,  except 
for  Neisseria  flavescens  which  is  distin- 
guished only  by  chromogen  properties. 

Neisseria  catarrhalis  was  cultured  from 
the  nasopharynx  of  our  patient,  and  appears 
to  have  entered  the  meninges  via  an  exten- 
sion from  the  right  ethmoid  sinus  follow- 
ing surgery. 

In  our  case,  clinical  response  to  ampicil- 
lin  therapy  was  dramatic  and  no  addition  to 
the  chemotherapeutic  regimen  was  neces- 
sary. 

Since  1960,  meningitis  due  to  Neisseria 
other  than  N.  meningitidis  have  been  report- 


ed with  increased  frequency.®-  Aware- 

ness of  the  fact  that  Neisseriae  other  than 
N.  meningitidis  can  be  involved  in  meningitis 
should  bring  about  more  positive  identifica- 
tion of  these  organisms  and  a more  thorough 
investigation  of  therapy. 

Summary 

A case  of  meningitis  due  to  Neisseria 
catarrhalis  with  clinical  and  bacteriological 
data  is  presented.  While  N.  catarrhalis  is 
commonly  found  in  the  upper  respiratory 
tract,  it  becomes  pathogenic  only  under  un- 
usual circumstances.  In  our  patient,  the 
organism  appears  to  have  entered  the  men- 
inges via  an  extension  from  the  right  eth- 
moid sinus  following  surgery.  The  patient 
responded  to  treatment  with  ampicillin  and 
at  this  time  is  in  good  health. 
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PRESIDENT’S  PAGE 

As  I begin  writing  this,  my  second  letter 
for  the  Journal,  the  annual  session  has  yet 
to  be  held;  but  by  the  time  of  publication, 
it  will  be  history.  I hope  that  many  problems 
will  have  been  thoroughly  studied,  discussed, 
and  answered  in  a semblance  of  coherence. 
Without  question,  many  problems  will  re- 
main and  demand  study  by  the  respective 
committees. 

This  year,  many  of  our  committee  meetings 
will  be  held  in  the  pleasant  surroundings  of 
the  new  Nebraska  State  Medical  Association 
Headquarters  on  the  nineteenth  floor  of  the 
new  First  National  Bank  Building,  19th  and 
M Streets,  Lincoln,  Nebraska.  The  member- 
ship is  welcomed  and  encouraged  to  use  this 
new  facility  for  rest  and  relaxation  at  any 
time.  Please  feel  free  to  come  and  meet  your 
family  or  friends  at  your  new  headquarters 
office  while  visiting  or  shopping  in  Lincoln. 
It  is  the  desire  of  the  staff  and  your  officers 
to  make  these  offices  inviting,  comfortable 
and  congenial.  If  you  did  not  have  the  op- 
portunity to  visit  while  at  the  Nebraska  State 
Medical  Association  meeting,  please  do  so 
the  next  time  you  are  in  the  city.  Any  sug- 
gestion you  might  have  to  improve  the  ac- 
commodations will  be  welcome. 

Many  and  June  is  the  time  for  graduation 
and  political  campaigns.  In  the  academic 
year  just  passed,  there  have  been  numerous 
demonstrations  on  college  campuses  across 
the  country.  Yes,  I recall  a demonstration 
at  the  AMA  meeting  in  New  York  City  in 
July  of  1969,  which  should  remind  all  of  us 
about  the  importance  of  being  politically  ac- 
tive. Organized  public  demonstration  is  a 
legitimate  method  used  by  free  people  to 
inform  their  legislative  representatives  about 
current  views  on  social  or  economic  prob- 
lems. Some  demonstrations  are  used  to 
create  chaos  by  a small,  organized  group, 
seeking  to  assume  power.  Recently,  the  or- 
ganized public  demonstration  has  come  to  be 
used  to  express  sympathy  for  any  person 
who  suffered  or  is  believed  to  have  suffered 
some  wrong.  No  such  demonstrations  were 
encountered  at  the  Clinical  Meeting  of  the 


AMA  in  November  of  1969  at  Denver,  Colo- 
rado. The  annual  meeting  in  June  1970  at 
Chicago  may  offer  a re-run  of  the  New  York 
pageant. 

The  primary  election  is  now  history  and  it 
becomes  important  to  evaluate  the  candidates 
at  all  levels  of  government  - city,  county, 
state,  and  federal.  This  can  best  be  done  by 
joining  AMPAC  through  Nebraska  MED- 
PAC  as  an  active  or  sustaining  member. 
Candidates  are  supported  on  the  basis  of 
merit  and  not  because  of  party  affiliation. 
A true  friend  is  recognizable  by  his  acts  and 
not  his  words  in  time  of  one’s  need.  The 
purposes  of  the  Nebraska  MEDPAC  are: 

(1)  To  promote  and  strive  for  the  im- 
provement of  government  by  encour- 
aging and  stimulating  physicians  and 
others  to  take  a more  active  and  ef- 
fective part  in  governmental  affairs. 

(2)  To  encourage  physicians  and  others 
to  understand  the  nature  and  actions 
of  their  government,  as  to  important 
political  issues,  and  as  to  the  rec- 
ords of  officeholders  and  candidates 
for  elective  office. 

(3)  To  assist  physicians  and  othei’s  in 
organizing  themselves  for  effective 
political  action  and  in  carrying  out 
their  civic  responsibilities. 

(4)  To  do  any  and  all  things  necessary 
or  desirable  for  the  attainment  of 
the  purposes  stated  above. 

The  importance  of  political  activity'  was 
stressed  by  a series  of  speakers  at  the  1970 
American  Medical  Association  - AMPAC 
Committee  Workshop,  held  February  28- 
March  1st  in  Washington,  D.C.  All  mem- 
bers of  the  NSMA  should  get  off  on  the  right 
foot  by  talking  frankly  and  freely  with  every 
candidate.  Support  comes  only  after  the 
issues  have  been  thoroughly  discussed,  un- 
derstood, and  decided. 

— Clarence  R.  Brott,  M.D. 
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Paralytic  Brachial  Neuritis 
With  Muscle  Enzymes  and  EMG  Studies 
Report  of  a Case  and  Review  of  Literature* 


PARALYTIC  brachial  neuritis 
(PEN)  is  a syndrome  of  un- 
known etiology  characterized 
by  pain  and  muscle  wasting,  involving  pri- 
marily the  shoulder  girdle;  the  disease  is 
often  unrecognized.  The  purpose  of  this 
communication  is  to  report  a case  of  PEN 
in  which  serum  enzymes  and  electromyog- 
raphy were  obtained  and  to  review  the  per- 
tinent literature.  Our  studies  indicate  that 
PEN  is  a neuropathic  and  not  a myopathic 
disease. 

Case  Report 

A 47-year-old  white  male  millworker 
entered  the  hospital  on  February  12, 
1968.  During  the  week  prior  to  ad- 
mission, he  noted  fatigue,  malaise,  fever, 
loss  of  appetite,  and  darkening  of  the 
urine  to  a deep  orange  color.  During  the 
three  days  before  admission,  he  noted 
severe  pain  in  both  shoulders,  worse  on 
the  right,  extending  into  the  upper  arms 
and  aggravated  by  motion.  Past  his- 
tory was  unremarkable. 

Physical  examination  revealed  a well 
developed  white  male  complaining  of 
pain  in  both  shoulders  with  blood  pres- 
sure 122/70,  pulse  82,  temperature 
98.8°  F,  and  respiratory  rate  20.  Scle- 
rae  were  not  icteric,  and  ocular  move- 
ments were  normal.  There  were  dull- 
ness and  a few  medium  rales  in  the  right 
base.  Ereathing  was  mainly  thoracic, 
with  little  movement  of  the  diaphragms. 
The  liver  was  not  palpable  or  tender. 
The  muscles  of  the  entire  shoulder  girdle 
were  tender,  more  severely  on  the  right. 
Sensory  and  reflex  examinations  were 
with  restriction  of  motion  due  to  pain, 
normal  in  both  the  upper  and  lower 
extremities.  Muscle  strength  was  nor- 
mal in  the  lower  extremities,  but  could 
not  be  accurately  tested  in  the  upper 
extremities  because  of  pain. 


JOHN  PEZZIMENTI,  M.D..f 
ROBERT  RECKER,  M.D.t 
and 

CLIFFORD  DANNEEL.  M.D.*t 

Laboratory  examination  showed  a 
total  leukocyte  count  of  8,500,  with 
62  percent  neutrophiles,  27  percent  lym- 
phocytes, 8 percent  monocytes,  and  3 
percent  eosinophiles.  Hemoglobin  con- 
centration was  15.5  gms  percent,  he- 
matocrit 46  percent,  and  sedimentation 
rate  30  mm  per  hour  (Wintrobe).  Uri- 
nalysis, blood  urea  nitrogen,  serum  elec- 
trolytes, C-reactive  protein,  latex  fixa- 
tion, VDRL,  heterophile  agglutination, 
febrile  agglutinins,  and  serum  protein 
electrophoresis  were  negative  or  normal. 
SGPT  was  720  units  and  remained  per- 
sistently elevated  during  his  early  hos- 
pital course.  The  serum  CPK  was  nev- 
er elevated  during  the  illness.  (Figure 
1).  Serum  bilirubin  was  0.56  mg  per- 
cent total,  and  there  was  no  bile  in  the 
urine.  Alkaline  phosphatase  was  28.0 
King  Armstrong  units,  and  bromsulph- 
thalein  retention  was  13.2  percent  in  45 
minutes.  Ey  February  26,  1968,  the 
SGPT  was  40  units,  and  the  alkaline 
phosphatase  was  11.9  King  Armstrong 
units.  The  prothrombin  time  was  nor- 
mal throughout  the  course.  Liver  biop- 
sy showed  rare  areas  of  vascuolization 
and  evidence  of  regenerating  liver  par- 
enchyma, with  moderate  numbers  of 

♦From  the  Section  of  Neurology,  Department  of  Psychiatry 
and  Neurology,  Creighton  University  School  of  Medicine^  «and 
the  Department  of  Medicine,  Omaha  Veterans  Administra- 
tion Hospital.  Omaha.  Nebraska. 

tCapt.  USAF  MC,  Barksdale  Air  Force  Base.  Louisiana.  For- 
merly, Resident  in  Medicine,  Creighton  University  School  of 
Medicine,  Omaha,  Nebraska. 

^Resident  in  Medicine,  Creighton  University  School  of  Medi- 
cine, Omaha.  Nebraska. 

♦fAssistant  Professor  of  Neurology,  Head  of  the  Section  of 
Neurology.  Department  of  Neurology  and  Psychiatry,  Creigh- 
ton University  School  of  Medicine,  Omaha.  Nebraska. 
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mitotic  figures  compatible  with  mild 
hepatitis.  A cerebrospinal  fluid  speci- 
men contained  no  cells;  protein  concen- 
tration was  45  mg  percent  and  glucose 
99  mg  percent.  Chest  x-ray  (Figure  2) 
showed  atelectasis  in  the  right  lower 
lung.  Fluoroscopy  showed  very  little 
movement  of  the  diaphragms,  and  the 
upper  border  of  the  liver  was  in  the 
third  anterior  interspace  by  EISA  scan. 
(Figure  3).  Cervical  spine  films  were 
normal.  Electromyography  by  mono- 
polar  exploration  showed  hyperirrit- 
ability, fibrillation,  and  positive  sharp 
denervation  potentials.  At  rest,  there 
was  minimal  fibrillation  in  the  infra- 
spinatus and  biceps.  On  voluntary  effort, 
motor  unit  complexes  were  essentially 
normal  in  voltage  and  duration.  Ulnar 
nerve  conduction  was  53.5  meters  per 
second  on  the  right  and  56.0  meters  per 
second  on  the  left.  Muscle  biopsy  (Fig- 
ure 4)  was  difficult  to  interpret  because 


of  numerous  cutting  artifacts,  but  did 
not  show  gross  abnormality. 

During  the  three  days  following  ad- 
mission, the  pain  gradually  subsided, 
and  severe,  bilateral  weakness  of  the 
shoulder  girdle  became  manifest,  result- 
ing in  the  inability  to  raise  either  arm 
above  the  level  of  the  chest.  Rare  fas- 
ciculations  involving  the  deltoids,  su- 
praspinatus,  infraspinatus,  trapezius, 
and  serratus  anterior  muscles  were  not- 
ed bilaterally  along  with  progi’essive 
atrophy  of  these  muscles.  Muscle  wast- 
ing was  more  prominent  on  the 
r i g h t.  The  patient  complained  of 
breathlessness  when  supine,  but  not 
while  erect.  The  respiratory  rate  was 
40  when  supine,  22  when  erect.  When 
supine,  the  upper  border  of  the  liver 
dullness  was  in  the  third  interspace 
anteriorly.  The  reflexes  in  the  upper 
extremities  remained  noiTnally  active 


(✓> 


<u 

> 

O) 


: 

M 

c : 

LU  • 

I 20i 

CD  : 

cn  : 


10- 


0- 


DAYS 


Fi(?ure  1.  Serum  enzyme  levels  in  a patient  with  paralytic  brachial  neuritis. 
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and  equal  bilaterally.  Sensory  modali- 
ties were  intact,  except  for  a small 
patch  of  cutaneous  hypesthesia  on  the 
right  upper  posterior  arm  in  the  area 
of  the  axillary  nerve  distribution. 

Return  of  motor  function  began 
about  three  weeks  after  admission.  On 
discharge,  March  19,  1968,  six  weeks 
after  admission,  he  was  able  to  raise  his 
arms  above  his  head  and  could  lift  a 
cup  to  his  mouth  to  drink.  By  April  4, 
1968,  he  had  returned  to  his  job  doing 
light  work.  When  last  examined  on 
June  4,  1968,  there  remained  slight 
winging  of  the  right  scapula,  but  his 
strength  had  continued  to  improve,  he 
was  working  full  time,  and  there  was 
further  return  of  muscle  mass  in  the 
shoulder  girdle.  He  did  not  complain 
of  breathlessness  when  supine,  but  the 
respiratory  rate  was  18  in  the  erect  po- 
sition and  26  in  the  supine. 


Discussion 

Paralytic  brachial  neuritis  was  first  rec- 
ognized by  Dreschfeld^  in  1887.  He  de- 
scribed a 43-year-old  woman  and  her  sister 
who  had  recurrent  bouts  of  the  illness.  Vel- 
peau in  1925^  thought  that  PBN  was  caused 
by  trauma  to  the  long  thoracic  nerve  by 
downward  thrust  exerted  on  the  shoulder, 
resulting  in  increased  angulation  of  the 
nerve  as  it  crossed  the  second  rib. 

Spillane  in  1943^  reported  96  cases  of 
PBN  occurring  in  members  of  the  allied 
forces  in  the  Middle  East.  Parsonage  and 
Turner  in  1948'*  reported  136  cases  occurring 
in  London,  82  appearing  in  an  8 year  period. 
Both  authors  divided  their  patients  into  two 
groups.  The  first  group  was  largest  in  both 
series  and  consisted  of  patients  in  the  hos- 
pital recovering  from  various  illnesses  when 
first  effected.  The  second  group  was  made 
up  of  patients  in  apparent  good  health  at 
the  time  of  onset.  No  common  etiologic  fac- 


Figure  2.  Upright,  posteroanterior  chest  x-ray  showing  atelectasis  in  the 
right  lower  lung. 


June,  1970 


375 


tor  was  found  in  either  series.  In  both 
series,  the  clinical  presentation  was  similar, 
beginning  with  severe,  constant,  boring  pain 
in  the  lateral  neck,  upper  arm,  and  scapula 
on  one  or  both  sides,  aggravated  by  move- 
ment of  the  involved  areas,  but  unaffected  by 
coughing  or  straining.  In  some  cases  when 
pain  was  bilateral,  it  occuiTed  on  one  side 
several  days  earlier  than  the  other,  and  the 
intensity  of  the  pain  was  often  unequal  on 
the  two  sides.  Strictly  unilateral  involve- 
ment was  the  more  common  pattern.  No 
constitutional  symptoms  were  noted,  and  the 
patients  remaind  afebrile  throughout  the 
illness.  Striking  weakness  and  atrophy  of 
the  painful  muscles  usually  appeared  within 
seven  days  after  the  onset,  but  fasciculations 
were  rare.  Entire  muscles  could  virtually  dis- 
appear in  a few  days.  Within  14  days  after 
the  onset  and  after  the  appearance  of  weak- 
ness and  atrophy,  the  pain  became  less  se- 
vere, but  the  majority  experienced  some  dis- 
comfort for  as  long  as  four  weeks. 


Objective  sensory  changes  were  minimal, 
but  the  most  consistent  finding  was  a small 
area  of  hjiiesthesia  over  the  outer  proximal 
aspect  of  the  arm  in  the  sensory  distribu- 
tion of  the  axillary  nerve  occurring  w'hen  the 
deltoid  muscle  was  involved.  Tendon  re- 
flexes were  not  affected  during  the  initial 
phases  of  the  illness. 

Twenty-one  of  the  136  cases  reported  by 
Parsonage  and  Turner^  showed  some  evi- 
dence of  spinal  cord  involvement,  and  13 
had  nerve  root  involvement.  The  paralysis 
was  of  the  lower  motor  neuron  tjqDe,  pre- 
dominantly affecting  peripheral  nerves, 
either  singly  or  as  a mononeuritis  multiplex, 
^rith  little  tendency  to  follow  any  root  or 
dermatome  distribution.  The  serratus  an- 
terior was  most  frequently  affected,  followed 
in  order  by  the  spinati,  deltoids,  trapezii  and 
other  shoulder  muscles. 

Prognosis^-®  depended  upon  which  mus- 
cles were  involved  and  on  the  severity  of 


Figure  3.  Supine  RISA  liver  scan  showing  the  upper  border  of  the  liver  in  the 
third  anterior  interspace. 
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atrophy.  The  serratus  anterior  usually 
showed  most  severe  wasting  and  had  the 
poorest  outlook  for  recovery,  but  any  muscles 
showing  severe  wasting  early  in  the  course 
of  the  illness  had  an  equally  poor  outlook. 
Recovery  did  not  begin  until  as  late  as  six 
months  following  the  onset,  and  continued 
up  to  two  or  three  years. 

In  the  only  large  series  of  PEN  reported 
in  American  literature,®  deltoid  and  spinatus 
involvement  was  more  frequent  than  serratus 
anterior  involvement. 

PEN  has  been  infrequently  complicated 
by  recurrence,®-'^  and  familial  cases  have 
been  reported. Three  reports  of  epidemic 
PEN  have  appeared®-  but  no  etiologic 
agent  was  found. 

Laboratory  studies  have  not  been  remark- 
able with  the  exception  of  an  occasional  re- 
port of  elevated  cerebrospinal  fluid  protein. 
X-ray  studies  of  the  cervical  spine  and  the 
shoulders,  myelograms,  and  viral  studies 
have  demonstrated  no  significant  abnormal- 
ities. 


This  patient  developed  classical  PEN  sub- 
sequent to  the  inset  of  anicteric  hepatitis, 
and  his  constitutional  symptoms  were,  we 
believe,  due  to  the  latter  disease.  Although 
unilateral  recurrent  diaphragmatic  involve- 
ment has  been  reported,^®  this  is  the  first  re- 
corded instance  of  bilateral  severe  diaphrag- 
matic paralysis. 

Elevations  of  SCOT,  SGPT,  and  LDH  were 
recorded  in  this  case,  but  the  CPK  was  nor- 
mal. The  first  three  are  known  to  be  elevat- 
ed in  parachymatous  liver  disease,  but  CPK 
exists  primarily  in  three  sites : skeletal 

muscle,  cardiac  muscle  and  brain  tissue.  Al- 
though minimal  elevations  of  CPK  are  seen 
in  neuropathic  muscular  atrophy,  very 
marked  elevations  are  seen  only  in  myopath- 
ic diseases.  The  low  levels  of  CPK  are  evi- 
dence favoring  the  concept  that  PEN  is  a 
neuropathic  and  not  a myopathic  disease. 
The  absence  of  any  gross  abnormality  on 
muscle  biopsy  and  the  demonstration  of  neu- 
ropathic muscle  disease  characteristics  on 
electromyography  further  support  this  con- 
cept. 


Figure  4.  Right  deltoid  muscle  biopsy  from  a patient  with  paralytic  brachial  neuritis. 
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There  are  no  published  figures  on  the  in- 
cidence or  prevalence  of  this  disease,  but  it 
may  be  relatively  common.  It  is  important 
for  clinicians  to  be  aware  of  this  entity,  in 
order  to  avoid  elaborate  diagnostic  proce- 
dures in  evaluating  a patient  with  this  rela- 
tively benign,  self-limited  disease. 

Summary 

A patient  exhibiting  the  symptoms  and 
signs  of  paralytic  brachial  neuritis  is  de- 
scribed. Electromyographic  evaluation  and 
serum  enzyme  deteiTninations  point  to  a pri- 
mary neuropathic  basis  for  this  entity. 

This  syndrome  is  characterized  by  the 
acute  onset  of  pain  in  one  or  both  shoul- 
ders, neck,  and  upper  arm,  aggravated  by 
movement,  and  followed  in  7 to  14  days  by 
very  rapid  and  severe  atrophy  and  weak- 
ness of  the  involved  muscles,  with  very  slow 
and  sometimes  incomplete  recovery  of  muscle 
mass  and  strength.  The  recovery  may  con- 
tinue up  to  tw'o  or  three  years.  The  symp- 
toms may  begin  during  recovery  from  other 
illnesses  of  almost  any  type,  or  may  occur  de 
novo.  The  etiology  of  PEN  is  not  known. 

CREDITS 

We  wish  to  express  our  appreciation 
to  Drs.  J.  D.  Egan  and  Andrew  Hahn 
for  help  in  preparation  of  the  manu- 
script. 


References 

1.  Dreschfeld,  J.:  On  some  of  the  rarer  forms 
of  muscular  atrophies.  Brain  IX:187-189,  1886. 

2.  Velpeau,  A.-A.-L.-M.:  Traite  d’  anatomie 

chirurgicale  ou  anatomie  des  regions  consideree 
dans  ses  rapports  avec  la  chirurgie.  Tome  I,  p. 
303,  Paris,  Crebot,  1825. 

3.  Spillane,  J.  D.:  Localized  neuritis  of  the 

shoulder  girdle:  report  of  46  cases  in  MEF.  Lancet 
2:532,  1943. 

4.  Parsonage,  M.J.,  and  Turner,  J.  W.  A.:  Neu- 
rologic amyotrophy : shoulder  - gii’dle  syndrome. 

Lancet  1:973-976,  1948. 

5.  Magee,  K.  R.,  and  DeJong,  R.  N.:  Paralytic 

brachial  neuritis,  discussion  of  clinical  features 
with  review  of  23  cases.  JAMA  174:1258-1265, 
1960. 

6.  Parsonage,  M.  J.,  and  Turner,  J.  W.  A.:  Neu- 
ralgic amyotrophy  (paralytic  brachial  neuritis): 
with  special  reference  to  prognosis.  Lancet  2:209- 
212  (Aug.  3)  1957. 

7.  Dixon,  G.  J.,  and  Dick,  T.  B.  S.:  Acute  bra- 
chial radiculitis.  Lancet  2:707-708  (December  1) 
1945. 

8.  Bardos,  V.,  and  Somodsha,  V.:  Epidemio- 

logic study  of  a brachial  plexus  neuritis  outbreak  in 
northeast  Czechoslovakia.  World  Neurology  2:973- 
979  (November)  1961. 

9.  Jacob,  J.  C.;  Andermann,  F.,  and  Robb,  J. 

P. : Heredofamilial  neuritis  with  brachial  predilec- 

tion. Neurology  (Minneapolis)  11:1025-1033  (De- 
cember) 1961. 

10.  Taylor,  R.  A.:  Heredofamilial  mononeuritis 
multiplex  with  brachial  predilection.  Brain  83: 
113,  1960. 

11.  Wayburn-Mason,  R. : Brachial  neuritis  oc- 

curring in  epidemic  foi-m.  Lancet  2:662-666,  1941. 

12.  Cape,  C.  A.,  and  Fincham,  R.:  Paralytic 

brachial  neuritis  with  diaphragmatic  paralysis.  Con- 
tralateral recurrence.  Neurology  (Minneapolis)  15: 
191-193  (Februai’y)  1965. 

(Address  requests  for  reprints  to  Clifford  M.  Danneel,  M.D., 
Department  of  Neurology  and  Psychiatry.  Creighton  Memorial- 
St.  Joseph's  Hospital.  2305  South  Tenth  Street,  Omaha.  Ne- 
braska 68108.) 


378 


Nebraska  S.  M.  J. 


SPECIAL  ARTICLES 


WashingtoNotes 


1.  House  Ways  and  Means:  fees 

The  House  Ways  and  Means  Committee 
approved  legislation  that  would  change  the 
medicare  program  to  permit  prepaid  closed- 
panel  group  practice  care  and  would  set 
ceilings  on  physicians’  fees  under  medicare 
and  medicaid. 

The  committee  did  not  consider  national 
health  insurance  proposals  for  legislative  ac- 
tion this  year. 

A proposal  for  inclusion  of  chiropractic 
under  medicare  was  rejected.  However,  a 
compromise  provision  would  direct  the 
Health,  Education  and  Welfare  Department 
to  conduct  a “very  limited”  study  of  chiro- 
practic under  medicare,  utilizing  the  experi- 
ences under  medicaid.  Chiropractic  now  is 
a medicaid  service  in  15  states,  being  author- 
ized for  federal  funds  to  the  extent  that  it 
is  legal  in  the  state.  Representatives  of 
chiropractors  lobbied  intensively  with  com- 
mittee members  for  the  same  treatment  un- 
der medicare. 

The  committee  also  decided  against  inclu- 
sion of  social  security  disabled  beneficiaries 
under  medicare.  Instead,  the  proposal  was 
referred  to  the  Health  Insurance  Benefits  Ad- 
visory Council  for  further  study. 

The  House  was  expected  to  approve  the 
committee’s  bill,  which  included  a five  per 
cent  increase  in  cash  social  security  bene- 
fits, without  change.  However,  changes 
were  expected  in  the  Senate. 

Provisions  of  the  committee  bill  of  major 
importance  to  physicians  included: 

— Health  Maintenance  Organization  Op- 
tion: Individuals  eligible  for  both  Part  A 
and  Part  B medicare  coverage  would  be  able 
to  choose  to  have  their  care  provided  by  a 
health  maintenance  organization  (a  prepaid 
group  health  or  other  capitation  plan).  The 
government  would  pay  for  such  coverage  on 
a capitation  basis  not  to  exceed  95%  of  the 
cost  of  medicare  benefits  provided  to  bene- 
ficiaries in  the  area  not  covered  under  the 
health  maintenance  organization. 


— Experiments  and  Projects  in  Prospective 
Reimbursement  and  Incentives  for  Economy : 
The  secretary  of  HEW  would  be  required  to 
develop  experiments  and  demonstration  proj- 
ects designed  to  test  various  methods  of  mak- 
ing payment  to  providers  of  services  on  a 
prospective  basis  under  medicare,  medicaid 
and  maternal  and  child  health.  In  addition, 
the  secretary  would  be  authorized  to  conduct 
experiments  with  methods  of  payment  or 
reimbursement  designed  to  increase  efficien- 
cy and  economy,  and  with  community-wide 
utilization  review  mechanisms. 

— Limitation  on  Recognition  of  Physician 
Eee  Increases:  Charges  detennined  to  be 

reasonable  under  the  present  criteria  in 
medicare,  medicaid,  and  maternal  and  child 
health  law  would  be  limited  by  providing: 
(a)  that  for  fiscal  year  1971  medical  charge 
levels  recognized  as  prevailing  may  not  be 
increased  beyond  the  75th  percentile  of  ac- 
tual charges  in  a locality  during  calendar 
year  1969 ; (b)  that  for  fiscal  year  1972 

and  thereafter  the  prevailing  charge  levels 
recognized  for  a locality  may  be  increased, 
on  the  average,  only  to  the  extent  justified 
by  increases  in  the  cost  of  production  of 
medical  services,  levels  of  living  and  the 
earnings  of  other  professional,  managerial 
and  technical  personnel;  and  (c)  that  for 
medical  supplies,  equipment  and  services 
that,  in  the  judgment  of  the  Secretary,  gen- 
erally do  not  vary  significantly  in  quality 
from  one  supplier  to  another,  charges  al- 
lowed as  reasonable  may  not  exceed  the  low- 
est levels  at  which  such  supplies,  equipment 
and  services  are  widely  available  in  a local- 
ity. 

— Payments  for  Services  of  Teaching 
Physicians:  Medicare  and  medicaid  would 

not  pay  for  the  services  of  teaching  physi- 
cians unless  other  patients  who  have  insur- 
ance or  are  able  to  pay  are  also  charged  for 
such  services  and  the  medicare  deductibles 
and  coinsurance  amounts  are  regularly  col- 
lected. Medicare  attached  payment  would 
be  authorized  for  services  to  hospital  pa- 
tients by  staff  of  certain  medical  schools 
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that  now  furnish  these  services  without 
charge  to  the  hospital. 

— Termination  of  Payments  to  Providers 
Who  Abuse  the  iMedicare  Program;  The 
secretary  of  HEW  would  be  given  authority 
to  terminate  or  suspend  pa\Tnent  for  services 
rendered  by  a supplier  of  health  and  medical 
services  found  to  be  guilty  of  program 
abuses.  Program  review  teams  would  be 
established  to  furnish  the  secretary  profes- 
sional advice  in  carrying  out  this  authority. 

— Repeal  of  Medicaid  Provision  Requiring 
Expanded  Programs:  The  requirement  in 

present  law  that  States  have  comprehensive 
medicaid  programs  by  1977  would  be  re- 
pealed. 

— Prohibition  of  Reassignments : Medi- 

care and  medicaid  payments  to  anyone  other 
than  a patient  or  his  physician  would  be 
prohibited  unless  the  physician  is  required 
as  a condition  of  his  employment  to  tuni 
over  his  fees  to  his  employer  or  unless  there 
is  a contractual  arrangement  between  the 
physician  and  the  facility  in  which  the  serv- 
ices were  provided  under  which  the  facility 
bills  for  all  such  services. 

— Utilization  Review'  in  Medicaid:  Re- 

quire hospitals  and  skilled  nursing  homes 
participating  in  the  medicaid  and  maternal 
and  child  health  programs  to  have  the  same 
utilization  review  committee  with  the  same 
functions  as  in  the  medicare  program. 

— Role  of  State  Health  Agencies  in  Medi- 
caid : State  health  agencies  would  be  re- 

quired to  perform  certain  functions  under 
the  medicaid  and  maternal  and  child  health 
programs  relating  to  the  quality  of  the 
health  care  furnished  to  recipients. 

— Physical  Therapy  Services  Under  Medi- 
care : Under  medicare’s  supplementary 

medical  insurance  program,  beneficiaries 
w'ould  be  covered  for  up  to  $100  per  calendar 
year  of  physical  therapy  services  furnished 
by  a licensed  physical  therapist  in  his  of- 
fice or  the  patient’s  home  under  a physician’s 
prescription.  Hospitals  and  extended  care 
facilities  could  continue  to  provide  covered 
physical  therapy  services  to  patients  who 
have  exhausted  their  days  of  hospital  in- 
surance coverage. 


— Chiropractors’  Services;  HEW  would 
conduct  a study  on  covering  chiropractors’ 
fees  (on  a very  limited  basis)  under  medi- 
care, utilizing  the  experimental  authority 
under  the  medicaid  program.  A report  on 
the  study,  including  the  experience  of  other 
programs  paying  for  chiropractors’  services 
would  be  submitted  to  the  Congress  within  2 
years. 


2.  Oral  contraceptive  package  insert 

The  American  Medical  Association  ex- 
pressed opposition  to  a proposed  oral  con- 
traceptive package  insert  addressed  to  users. 

The  Food  and  Drug  Administration  first 
proposed  a package  insert  of  about  700  words 
dealing  with  possible  side-effects  and  poten- 
tial dangers  of  taking  birth  control  pills. 
When  this  raised  widespread  opposition,  the 
FDA  drastically  revised  the  original  draft, 
cutting  it  down  to  about  100  words.  Main 
objections  to  the  first  draft  were  that  it  was 
too  long  and  detailed  to  be  addressed  to  a 
patient  and  that  it  raised  a serious  question 
about  the  relationship  between  doctor  and 
patient. 

After  the  FDA  invited  comments  on  the 
revised  draft  from  interested  parties.  Dr. 
Ernest  B.  Howard,  executive  vice  president 
of  the  AMA,  responded  that  the  AMA  op- 
poses any  oral  contraceptive  package  insert. 
He  said  that,  “in  the  best  interests  of  the 
patient  and  the  practice  of  quality  medicine,’’ 
there  should  be  no  package  insert  addressed 
to  users. 

“.  . . The  requirement  that  information  on 
the  side-effects  of  a prescription  drug  be 
supplied  directly  to  the  patient  is  a danger- 
ous departure  from  present  practice,’’  he 
said  in  a letter  to  the  Health,  Education  and 
Welfare  Department,  of  which  FDA  is  a 
part.  “It  intrudes  upon  the  patient-physi- 
cian relationship  and  compromises  individual 
medical  evaluation.  The  proposed  statement 
w'ould  lead  to  confusion  and  alarm  among 
many  patients  and  could  result  in  harm  to 
some. 

“For  these  reasons,  the  American  Medical 
Association  is  opposed  to  a package  insert 
directed  to  patients  for  any  prescription 
drug. 
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“The  oral  contraceptive  is  a prescription 
drug.  It  is  the  responsibility  of  the  physi- 
cian to  inform  his  patients  of  the  potential 
hazards  of  drugs  he  prescribes.  In  counsel- 
ing on  family  planning,  the  physician  has  a 
further  responsibility.  He  should  provide 
information  that  will  enable  the  patient  to 
make  an  intelligent  decision  regarding  the 
use  of  oral  and  other  contraceptive  methods.” 

“The  proposed  statement,  in  its  simplistic 
approach  to  a complex  situation,  would  con- 
fuse the  patient  who  has  already  been  in- 
formed of  possible  side-effects  by  her  physi- 
cian and  who  has  received  her  physician’s 
recommendation  as  to  a desirable  method  of 
contraception  for  her  . . . 

“A  stated  purpose  of  the  insert  is  to  ‘re- 
inforce the  efforts  of  the  physician  to  in- 
form the  patient  in  a balanced  fashion  of 
the  risks.’  The  physician  has  a duty  to 
weigh  the  benefits  against  the  possible  risk 
in  prescribing  any  drug  for  a patient,  and 
the  physician’s  advice  to  the  patient  in  con- 
nection with  the  drug  prescribed  must  be 
individualized  for  each  patient.  The  bal- 
anced fashion  theory  cannot  be  a part  of 
good  therapeutic  practice,  which  requires  an 
individual  judgment  for  each  patient.  Stan- 
dardized information  could  harm  some  pa- 
tients by  limiting  the  value  of  the  specific 
information  given  to  them  by  their  physi- 
cians. 

“A  package  insert  is  an  inappropriate  and 
ineffective  means  of  providing  a patient 
with  information  regarding  any  prescrip- 
tion drug.  The  best  way  to  inform  patients 
effectively  is  through  the  physician.  The 
best  way  to  reinforce  the  physician’s  efforts 
to  inform  the  patient  is  to  provide  him  with 
unbiased,  authoritative  and  up-to-date  in- 
formation. Our  Council  on  Drugs  has  used 
the  Journal  of  the  American  Medical  Asso- 
ciation for  this  purpose.  Further,  in  a 
forthcoming  book  titled  AMA  Drug  Evalua- 
tions, we  will  supply  the  physician  with 
comprehensive  information  on  oral  contra- 
ceptives as  well  as  on  other  drugs.  We 
would  be  pleased  to  join  with  the  Food  and 
Drug  Administration  and  other  concerned 
medical  and  scientific  organizations  in  the 
preparation  of  any  additional  information, 
and  to  provide  a means  of  placing  it  in  the 
hands  of  all  physicians  . . .” 


3.  Labeling 

The  American  Medical  Association  sup- 
ported two  Senate  bills  (S.  3297  and  S.  3652) 
that  would  require  labeling  of  prescription 
drug  containers  except  where  the  prescrib- 
ing physician  indicated  otherwise. 

“We  would  emphasize  very  strongly,  how- 
ever,” Dr.  John  J.  Curry,  a member  of  the 
AMA  Council  on  Drugs,  testified  at  a Senate 
Health  Subcommittee  hearing,  “.  . . that  both 
bills  fall  short  of  the  recommendation  of  the 
American  Medical  Association.  In  urging 
your  support  of  labeling  legislation,  we 
strongly  recommend  that  the  legislative  re- 
quirement provide  that  the  label  contain  the 
established  name  or  trade  name  of  the  drug 
as  written  by  the  physician,  or  in  the  case 
of  a combination  drug,  the  established  name 
of  the  active  ingredients  of  the  drug  or  its 
trade  name  as  written  by  the  physician,  and 
the  quantity  and  strength  of  the  drug.  Pro- 
vision should  of  course  be  made  that  the 
label  would  not  contain  any  or  all  of  the 
foregoing  information  where  the  physician 
so  indicates.” 

The  AMA  also  supported  S.  3096  and  an- 
other provision  of  S.  3297  that  would  re- 
quire a coding  identification  on  each  tablet, 
capsule  or  other  final  form  of  a medication. 

The  AMA  did  not  take  a position  on  a 
fourth  bill  (S.  3651)  that  would  require  in- 
spection of  drug  manufacturing  firms  every 
six  months,  instead  of  the  present  two  years. 
Dr.  Curry  said  that  he  was  concerned  that 
medications  he  prescribed  “are  of  maximum 
purity  and  manufactured  under  proper  con- 
trols,” but  that  he  was  not  qualified  to  speak 
on  the  length  of  time  between  inspections. 


Ceiwical  Conization  in  Pregnancy  — H.  E. 
Averette  et  al  (Univ  of  Miami  School  of 
Medicine,  Fla).  Amer  J Obstet  Gynec 
106:543-549  (Feb  15)  1970. 

A study  of  180  conizations  during  preg- 
nancy leads  to  the  conclusion  that  physicians 
will  continue  to  utilize  conization  when  the 
suspicion  of  cervical  malignancy  exists.  Al- 
though the  mother  and  fetus  are  at  some  risk 
when  the  operation  is  performed,  the  bene- 
fits of  early  diagnosis  and  treatment  out- 
weigh the  risks. 
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METABOLIC  CHANGES  ASSOCIATED  WITH 
THE  CESSATION  OF  CIGARETTE 
SMOKING 

Two-part  study  of  seven  volunteers,  first 
while  still  smoking  and  again  a month  after 
they  had  stopped,  revealed  metabolic 
changes  which  could  account  in  part  for  the 
undesirable  weight  gained  by  six  partici- 
pants. 

Much  effort  has  gone  into  convincing  cigarette 
smokers  that  they  should  stop  smoking  since  the 
cessation  has  been  shown  to  reverse  some  adverse 
effects  due  to  smoking.  Frequently,  however,  per- 
sons who  stop  smoking  gain  weight  in  the  succeed- 
ing weeks.  Though  this  undesirable  weight  gain  is 
often  attributed  to  increased  eating,  due  to  some 
sort  of  psychological  compensatory  reaction,  the 
cause  is  actually  unknown.  The  present  study  of 
seven  volunteer  smoking  scientists  was  undertaken 
to  determine  if  the  cessation  of  smoking  was  asso- 
ciated with  any  gross  metabolic  changes  that  could 
account,  in  part  at  least,  for  weight  gain. 

Each  subject  underwent  two  batteries  of  tests, 
the  first  one  while  still  smoking  and  again  after 
he  had  stopped  smoking  for  a month.  Both  test 
series  included  a thorough  physical  examination, 
blood  chemistry  analysis,  and  pulmonai-y  function 
tests. 

For  the  first  test  the  volunteers  abstained  from 
smoking  as  well  as  food  and  drink  for  at  least  12 
hours.  The  whole  test  procedure  was  administered 
in  the  supine  position  after  a brief  half-hour  rest 
period. 

Respiration  rates  were  recorded  during  the  initial 
phase  of  the  examination  while  inspired  and  expired 
samples  were  collected  for  gas  analysis  and  gas 
volume  determinations.  Temperature  and  blood 
pressure  were  taken  by  routine  methods,  as  was  a 
six-lead  electrocardiogram  using  the  limb  leads. 

Venous  blood  samples  were  collected  in  tubes 
without  anticoagulant  for  serum  cholesterol,  cal- 
cium, and  protein-bound  iodine  (FBI)  deteirninations. 
Anticoagulated  blood  samples  from  the  fasting  par- 
ticipants were  also  used  for  blood  glucose,  hemo- 
globin and  hematocrit  measurements.  Then  each 
volunteer  was  given  150  ml  of  a 50  per  cent  glucose 
solution  in  ice.  Another  venous  blood  sample  was 
drawn  for  a postprandial  glucose  determination  a 
half  hour  later.  Finally,  subjects  were  permitted 
to  stand  for  height  and  weight  measurements. 

Blood  glucose  determinations  were  derived  from 
the  ferricyanide  reduction  method  adapted  for  the 
autoanalyzer,  FBI  analysis  from  the  wet  ash  and 
ceric  ammonium  sulfate-arsenous  acid  method,  also 
adapted  for  the  autoanalyzer.  Cholesterols  were  de- 
rived from  the  Fauvionsky  method. 

Hemoglobin  concentration  was  determined  spec- 
trophotometrically,  using  Drabkin’s  reagent.  The 
hematocrit  was  read  in  microcapillary  tubes.  Serum 
calcium  levels  were  determined  by  atomic  absoiq)- 
tion  spectroscopy. 


Analysis  of  data  was  made  in  paired  compari- 
son, with  each  subject  serving  as  his  own  control. 

Histories  revealed  that  the  seven  participants  had 
smoked  an  average  of  12.7  years  and  consumed  an 
average  of  1.4  packages  of  cigarettes  daily.  Only 
two  had  developed  a chronic  cough. 

Average  age  for  the  seven  was  31.4  years;  the 
average  height  178.7  cm  (70.21  inches). 

CHANGE  BETWEEN  TEST  FERIODS 

Significant  changes  had  occuiTed  between  the 
two  test  periods.  The  average  weight  rose  from 
93.29  kg  (188.3  lb),  to  87.33  kg  (194.7  lb).  The  av- 
erage body  surface  area,  as  measured  against  the 
nomogram  of  DuBois,  rose  from  2.03  meters  squared 
to  2.05  meters  squared.  This  increase  was  due  to 
the  increase  in  body  weight. 

The  average  blood  pressure  rose  113/73  mm  Hg 
to  117/73;  the  average  heart  rate  on  ECG  dropped 
from  60  beats  to  57  beats  per  minute.  The  hemato- 
crit remained  constant  (44.2  per  100  ml);  so  did 
blood  glucose  of  fasting  participants  at  an  average 
of  87  mg/100  ml.  However,  the  average  30-minute 
postprandial  blood  glucose  level  dropped  from  an 
average  of  137  mg/100  ml  before  to  123  mg/100 
ml  after  they  quit  smoking.  The  FBI  dropped 
from  5.1  /ig/100  ml  to  4.6  Mg/100  ml.  The  average 
hemoglobin  rose  from  13.3  gm/100  ml  to  14.0 

gm/100  ml,  while  the  serum  calcium  dropped  from 
10.2  mg/TOO  ml  to  9.7  mg/100  ml. 

The  average  oxygen  consumption  dropped  from 
283  ml/min  to  260  ml/min.  The  average  carbon 
dioxide  production  dropped  from  213  ml/min  to 
210  ml/min. 

The  respiratoiy  quotient  was  calculated  for  each 
individual  by  dividing  carbon  dioxide  production  by 
oxygen  consumption.  The  average  respiratory  quo- 
tient rose  from  0.75  to  0.81.  The  average  respira- 
tory rate  rose  from  9 breaths  per  minute  to  10 
breaths  per  minute.  Electrocardiographic  patterns 
remained  constant.  Temperature  remained  con- 
stant at  an  average  of  36.4  C (97.6  F). 

Six  of  the  seven  volunteers  gained  weight  dur- 
ing the  month  between  tests.  The  seventh,  who  main- 
tained his  weight,  reported  a marked  increase  in 
activity. 

Some  of  the  other  significant  changes  from  the 
first  test  period  to  the  second  were  the  increases  in 
body  surface  area  and  respiratoiy  quotient,  and 
decreases  in  FBI  and  senim  calcium  levels. 

Especially  significant  was  the  decreased  hyper- 
glycemic response  of  the  participants  to  a glucose 
meal  after  cessation  of  smoking  while  the  blood 
glucose  level  when  they  were  still  fasting  remained 
constant.  The  decreased  heart  rate  was  small  but 
statistically  significant. 

METABOLIC  CHANGE 

All  these  changes  suggest  a metabolic  change. 
Such  a change  could  cause  a decreased  basal  oxygen 
consumption.  Such  a decrease  was  noted  in  six  of 
the  seven  participants  in  the  present  study.  With 
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no  change  in  caloric  intake  or  physical  activity, 
this  metabolic  change  would  cause  a weight  gain. 

Other  known  changes  produced  by  smoking  in- 
clude an  increased  heart  rate,  blockage  of  normal 
metabolism  of  tryptophan,  induction  of  benzpyrene 
hydroxylase  in  placental  tissue,  and  decrease  in 
carbonic  anhydrase  in  fetuses.  Nicotine  has  been 
shown  to  cause  an  increase  in  tryptophan  pyrrolase 
and  in  the  rate  of  metabolism  of  ethylmoiT^hine, 
norcodeine,  and  aniline. 


The  metabolic  changes  following  the  cessation  of 
smoking  described  in  this  study  may  be  one  of  the 
reasons  for  the  weight  gain  observed.  The  authors 
suggest  that  weight  gain  may  not  be  due  solely 
to  increased  caloric  intake  without  parallel  physical 
activity,  as  is  generally  thought. 

— ^Stanley  C.  Glauser,  M.D.,  Ph.D. : Elinor  M.  Glauser,  M.D. ; 
Marcus  M.  Reidenberg.  M.D.  : Ben  F.  Rusy,  M.D.,  and  Ronald 
J.  Tallarida,  Ph.D.,  Archives  of  Environmental  Health  (Vol. 
20),  March.  1970. 


The  AMA  Convention 


Chicago,  the  city  with  a proven  knack  for 
news  and  a demonstrable  warmth  of  recep- 
tion for  all,  will  host  the  119th  Annual  Con- 
vention of  the  American  Medical  Association 
June  21-25,  1970. 

Combining  the  world’s  largest  medical 
meeting  with  the  nation’s  convention  capital 
provides  the  ideal  opportunity  to  present 
a comprehensive  scientific  program  in  in- 
comparable facilities.  For  the  “medical  fam- 
ily,’’ it  will  all  be  there  — postgraduate  edu- 
cation presentations  for  physicians,  com- 
munity service  stimuli  for  their  wives  in  the 
Woman’s  Auxiliary’s  concomitant  meeting, 
and  recreational  diversions  for  their  sons 
and  daughters. 

The  hub  of  the  Scientific  Program  (which 
will  be  published  in  its  entirety  in  the  May 
4 issue  of  JAMA)  will  be  the  International 
Amphitheatre  on  Chicago’s  Near  South  Side. 
This  huge  complex,  site  of  many  of  America’s 
most  memorable  political  conventions,  is 
fully  air  conditioned  and  its  expanse  permits 
presenting  the  entire  AMA  scientific  pro- 
gram on  one  floor  under  one  roof. 

Over  10,000  physicians  in  general  prac- 
tice and  all  the  specialties  are  expected  to 
attend,  together  with  another  20,000  allied 
health  professionals  and  guests. 

Approximately  450  scientific  and  indus- 
trial exhibits  will  be  staffed  by  pharmaceu- 
tical manufacturers  and  suppliers  of  medical 
materials  and  services  and  by  many  of  the 
world’s  most  prominent  medical  researchers 
and  practitioners.  All  23  sections  of  the 
Scientific  Assembly  will  be  represented. 
Four  general  scientific  meetings  will  be  ad- 
dressed to  Coma  and  the  Diagnosis  of  Death, 


Conception  Control  and  Abortion,  The  Role 
of  Allied  Health  Professions  in  the  Delivery 
of  Health  Care,  and  Family  Life  and  the 
Physician. 

Among  the  special  exhibits  will  be  fresh 
tissue  pathology,  fractures,  pulmonary  func- 
tion, resuscitation,  arthritis,  and  laboratory 
medicine. 

Seven  sessions  under  the  Section  of  Spe- 
cial Topics  will  cover  suicide,  adverse  reac- 
tions, drug  interactions,  neurological  sur- 
gery, occupational  diseases,  plastic  and  max- 
illofacial surgery,  and  nuclear  medicine.  In 
addition,  the  10th  Multidiscipline  Research 
Forum  will  present  50  papers  prepared  by 
prominent  scientists. 

The  AMA  Annual  Convention  is  also  the 
time  for  honoring  those  who  have  made  ma- 
jor contributions  to  medicine.  Among  the 
citations  to  be  conferred  are  the  Hektoen  and 
Billings  Awards,  the  Joseph  Goldberger 
Award  in  Clinical  Nutrition,  the  Distin- 
guished Service  Award,  the  Scientific 
Achievement  Award,  and  the  Citation  of  a 
Layman  for  Distinguished  Service. 

The  scientific  program  will  also  feature  an 
extensive  motion  picture  program,  the  high 
school  student  winners  of  AMA  honors  for 
their  exhibits  presented  at  the  1970  Inter- 
national Science  Fair,  and  the  winning  ex- 
hibitors from  the  Student  American  Medical 
Association  competition.  The  Fireside  Grand 
Rounds  are  still  another  outstanding  oppor- 
tunity for  physicians  to  discuss  medical  in- 
terests with  eminent  colleagues. 

Hours  of  attendance  at  the  Amphitheatre 
will  be  10  a.m.  to  5 p.m.  on  the  opening  day. 
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Sunday,  June  21,  and  from  8:30  a.m.  to  5 
p.m.  on  successive  days  to  the  closing  on 
Thursdaj',  June  25. 

A special  consideration  is  that  physicians 
only  will  be  admitted  in  the  Amphitheatre 
up  to  12  noon  on  Tuesday,  W ednesday  and 
Thursday.  This  provision  will  permit  physi- 
cians to  visit  at  greater  length  with  exhi- 
bitors and  concentrate  upon  the  special  fea- 
tures, lectures,  and  other  scientific  programs. 

Another  service  provided  by  the  A1\IA  will 
be  free  bus  transportation  between  major 
downtown  hotels  and  the  Amphitheatre  each 
day.  The  shuttles  will  operate  from  9 a.m. 
to  3 :30  p.m.  Sunday  and  from  8 ;30  a.m.  to 
3 :30  p.m.  on  following  days  to  the  Amphi- 
theatre; the  return  schedule  to  hotels  from 
the  Amphitheatre  will  be  9 :30  a.m.  to  6 p.m., 
Sunday,  and  8:30  a.m.  to  6 p.m.  thereafter. 
Still  another  transportation  convenience  will 
be  provided  on  Wednesday  and  Thursday  for 
departing  registrants:  the  Continental  Air 
Transport  Company  will  schedule  bus  service 
at  30  minute  intervals  from  the  Amphi- 
theatre direct  to  O’Hare  International  Air- 
port at  $2  per  person.  On  Wednesday,  the 
buses  will  operate  between  2 :30  and  5 p.m. 
and  from  2 to  4 :30  p.m.  on  Thursday. 

Physicians  who  find  they  have  too  many 
bases  to  cover  can  be  well-briefed  on  the 
meeting  highlights  by  viewing  the  special 
closed  circuit  TV  programs  transmitted  to 
sets  in  downtown  hotel  rooms.  The  telecasts 
will  present  major  news  of  the  scientific 
program,  actions  of  the  AMA  House  of  Dele- 
prates,  special  events,  and  topics  for  women’s 
interest.  The  telecasts  will  be  presented  in 
color  for  the  first  time  this  year.  Viewing 
hours  will  be : Sunday,  5 p.m.  - midnight ; 
Monday  through  Wednesday,  7-9  a.m.,  5 
p.m.  - midnight,  and  Thursday,  7-9  a.m.  In 
addition,  the  convention’s  Daily  Bulletin  will 
be  published  and  distributed  in  hotels 
through  the  week. 

Receptions,  luncheons  and  dinners  for 
alumni  organizations  and  specialty  groups 
will  abound  and  these  “timetables”  will  also 
be  carried  JAMA  IVIay  4. 

Among  the  most  colorful  programs  dur- 
ing the  Convention  will  be  opening  of  the 
AMA  House  of  Delegates  at  2 p.m.,  Sunday, 


in  the  Grand  Ballroom  of  the  Palmer  House, 
and  the  Inaugural  Ceremony  installing  Wal- 
ter C.  Bornemeier,  M.D.,  as  the  Association’s 
124th  president,  also  in  the  Ballroom  at  5 
p.m.,  Wednesday,  followed  by  the  President’s 
Reception  at  6 p.m.  in  the  Monroe  and  Adams 
Rooms  of  the  Palmer  House. 

The  House  of  Delegates  will  meet  each 
day  in  the  Palmer  House,  except  on  Monday 
when  the  reference  committees  discuss  reso- 
lutions introduced  by  the  state  delegations. 

The  Woman’s  Auxiliary  to  the  AMA  will 
hold  its  47th  Annual  Convention  Sunday 
through  Wednesday  at  the  Drake  Hotel. 

Chicago  is  a popular  summer  vacation  city, 
and  the  special  program  for  youngsters  and 
teenagers  of  medical  families  promises  a 
memorable  and  educational  visit.  Several 
exciting  tours,  all  departing  from  and  re- 
turning to  the  Drake  Hotel,  include  swim 
and  sightseeing  parties,  a theater  - dinner 
night  at  a country  playhouse,  tours  to  mu- 
seums, zoos,  newspaper  plants,  the  police 
academy,  the  Board  of  Trade  and  the  Uni- 
versity of  Chicago  campus,  and  boat  cruises 
on  Chicago’s  magnificent  lakefront. 

For  each  physician’s  convenience,  advance 
registration  forms  are  being  published  peri- 
odically in  JAMA.  There  is  no  advance 
registration  for  Auxiliarians,  but  the  desk 
will  open  at  11  a.m.  in  the  Drake  Hotel,  Sun- 
day, June  21.  Information  on  youth  activ- 
ities programs  is  being  sent  to  officers  of 
state  and  county  Auxiliaries  for  relay  to  their 
memberships. 


Oversuppression  Syndrome  — S.  C.  IMcLeod, 
A.  S.  Parker,  and  I.  A.  Perlin  (Grace  Ma- 
ternity Endocrine  and  Infertility  Unit, 
Halifax,  Nova  Scotia).  Amer  J Obstet 
Gynec  106:359-364  (Feb  1)  1970. 

Fourteen  cases  of  prolonged  amenorrhea 
and  five  cases  of  oligomenorrhea  with  infer- 
tility following  the  use  of  combined  oral 
contraceptives  are  presented.  The  exact 
mechanism  of  the  failure  to  ovulate  is  un- 
known, but  is  probably  due  to  prolonged 
dysfunction  of  the  hypothalamic  centers  con- 
cerned with  cyclic  gonadotropin  release. 
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While  Making  Rounds 


Quote  Unquote. 

“It  would  be  folly  to  argue  that  the  peo- 
ple cannot  make  political  mistakes.” 

Coolidge 

“No  one  was  ever  ruined  by  taking  a prof- 
it.” 

Stock  exchange  saying 

“War  is  not  pleasant.” 

Brisbane 

Words  We  Can  Do  Without. 

Initially 

Substantive 

Nitty-gritty 

Our  Own  Monthly  Statistical  Report. 

There  are  52  dental  schools  in  the  United 
States. 

Strange  Disease  Of  The  Month. 

Jonah’s  syndrome. 

Who? 

Who  performed  the  first  nephrectomy? 

Simon,  in  1869. 

Curiosity  Corner. 

Should  mice  drink? 

We  remember  reading  an  article  that 
showed  that  mice  were  less  frustrated 
when  they  were  drunk.  It  impressed 
the  daylights  out  of  us,  because  we 
think  we  could  have  predicted  the  result 
of  the  experiment  without  wasting  all 
that  tranquilizer. 

Now  we  read  that  people  show  better 
learning  transfer  if  they  are  intoxicated 
during  both  sessions  than  when  they  are 
intoxicated  only  during  the  learning 
period. 

We  couldn’t  have  come  up  with  that 
answer,  but  it  does  seem  to  justify  the 
social  hour  before  the  meeting. 

Lines  To  Practice  By. 

“A  feeble  body  enfeebles  the  mind.” 
Rousseau 


“For  the  strongest  maladies  the  strongest 
remedies.” 

Montaigne 


— F.C. 


Vascular  Lesions  in  Women  Taking  Oral 
Contraceptives  — N.  S.  Irey,  W.  C.  Man- 
nion,  and  H.  B.  Taylor  (Armed  Forces 
Institute  of  Pathology,  Washington,  DC). 
Arch  Path  89:1-8  (Jan)  1970. 

Distinctive  vascular  lesions  in  associa- 
tion with  thrombosis  were  observed  in  ar- 
teries and  veins  in  20  relatively  young 
women  taking  oral  contraceptives.  The  le- 
sions were  characterized  by  structural  and 
histochemical  alterations  in  intima  and 
media,  changes  in  ground  substance  and  in- 
timal  hyperplasia,  associated  with  throm- 
bus formation.  These  changes  may  be  re- 
lated to  the  steroids  received,  and  the  in- 
timal  hyperplasia  may  parallel  similarly  in- 
duced hyperplasias  that  have  been  found 
in  cervical  gland  epithelium,  in  leiomyomas, 
and  in  a variety  of  mesenchymal  deriva- 
tives under  experimental  conditions.  Fur- 
ther control  and  experimental  studies  are  re- 
quired to  clarify  the  possible  relationship 
between  these  vascular  lesions  and  the  oral 
contraceptives. 


Bloody  Ascites:  Diagnostic  Implications  — 
E.  A.  Natelson  et  al  (Baylor  College  of 
Medicine,  Houston).  Amer  J Gastroent 
52:523-526  (Dec)  1969. 

Hepatoma  and  ovarian  carcinoma  were  the 
usual  causes  of  large  accumulations  of  bloody 
peritoneal  fluid  in  11  representative  patients. 
This  fact,  not  previously  emphasized,  has 
obvious  clinical  usefulness  as  a guide  to  sub- 
sequent diagnostic  work-up.  Occasionally, 
the  finding  of  bloody  ascites  reflects  a po- 
tentially curable  disease,  especially  tuber- 
culosus  peritonitis. 
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Who's  In  The  News? 


DOCTOR  CECIL  WITTSOX,  Omaha,  was 
recently  presented  an  honorary  doctor’s  de- 
gree from  Loyola  University  in  Chicago. 

DOCTOR  GEORGE  JOHN,  Wa\me,  was 
the  guest  speaker  at  a meeting  of  the  Wayne 
Kiwanis  Club. 

DOCTOR  ROBERT  McIXTIRE,  Hastings, 
spoke  on  “The  Discipline  Problems  of  the 
Pre-School  Child”  at  the  First  United  Pres- 
byterian Church  in  Superior. 

DOCTOR  G.  P.  McARDLE.  Omaha,  has 
been  selected  a delegate  representing  the 
Great  Plains  Industrial  Medical  Association 
in  the  House  of  Delegates  of  the  Industrial 

Notes  From  All 

National  Blue  Shield  elects 

The  Board  of  Directors  of  the  X’ational 
Association  of  Blue  Shield  Plans  elected  a 
Kansas  City,  Mo.,  intemist  as  its  new  chair- 
man during  the  association’s  recent  annual 
meeting  in  iMiami  Beach,  Florida. 

Ira  C.  Layton.  IM.D.,  who  had  been  vice 
chairman  of  the  Board,  succeeds  Carl  R.  Ack- 
erman, M.D.,  of  Glen  Cove,  Xew  York,  as 
the  chairman. 

Other  officers  elected  include:  George  R. 
Dunlop.  M.D.,  of  Worcester,  Mass.,  vice 
chairman;  Thomas  C.  Paton,  president  of 
California  Blue  Shield  headquartered  in  San 
Francisco,  secretary;  and  John  C.  McCabe, 
president  of  Michigan  Blue  Shield  based  in 
Detroit,  treasurer. 

The  National  Association  of  Blue  Shield 
Plans,  headquartered  in  Chicago,  coordinates 
the  activities  of  74  Blue  Shield  Plans  which 
serve  more  than  78  million  persons  in  the  fi- 
nancing of  health  care  coverage. 

Salute  to  Phi  Delta  Theta 

Members  of  the  Nebraska  Alpha  Chapter 
of  Phi  Delta  Theta  may  be  very  slightly 


Medical  Association.  This  is  a two  year 
appointment. 

DOCTOR  GAYLE  PETERSON,  Oakland, 
has  opened  an  office  in  Tekamah  on  a part- 
time  basis. 

DOCTOR  JAMES  SCHLICHTEMIER, 
Omaha,  was  the  guest  speaker  at  a meeting 
sponsored  by  the  Northwest  Nebraska  Medi- 
cal Society  for  Chadron  State  College  pre- 
medical students. 

DOCTOR  DMTGHT  FROST,  Omaha,  was 
named  physician  of  the  year  at  a recent 
meeting  of  the  Govemor’s  Committee  on 
Employment  of  the  Handicapped. 

Over 

anemic,  but  they  are  full  of  the  milk  of 
human  kindness.  They  lost  a lot  of  blood  in 
April,  1970,  but  the  community  got  it  all. 
They  acted  as  substitute  donors,  and  they 
donated  their  blood  to  the  Community  Blood 
Bank  at  Lincoln.  Thirty-five  families  who 
would  otherwise  have  had  no  donors  will  now 
be  admitted  to  the  bank.  What  a wonderful 
thing  to  do  I 

IMakes  you  think  about  kids  today,  but  you 
feel  good  all  over,  now,  don’t  you? 


Dr.  Midgley  honored 

Dr.  A.  Rees  Midgley,  Jr.,  36-year-old  path- 
ology* professor  at  the  University  of  iMichi- 
gan,  was  honored  by  the  American  Society 
for  Experimental  Pathology  for  his  “brilliant 
contributions  to  the  study  and  understand- 
ing of  when,  where  and  how  hormones  regu- 
late the  events  associated  with  human  repro- 
duction.” 

As  the  fourteenth  recipient  of  the  Parke- 
Davis  Award,  he  received  a check  for  81,000 
and  a commemorative  gold  medal  from  the 
ASEP  president.  Dr.  Chandler  A.  Stetson,  of 
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New  York  University,  in  ceremonies  preced- 
ing his  lecture  to  members  of  the  society  on 
Endocrine  Regulation  of  Reproduction. 

The  Award,  which  is  sponsored  by  Parke, 


Davis  & Company,  is  given  annually  to  an 
ASEP  member  under  40  “who  has  made  the 
most  outstanding  contribution  to  the  con- 
quest of  disease.” 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
June  6 — Fairbury,  Elks  Lodge 
June  20  — Norfolk,  Elks  Lodge 
June  27  — Hastings,  Elks  Lodge 
July  11  — Chadron,  Elks  Lodge 
July  25  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

FIRST  ANNUAL  LINCOLN  COUNTY 
MEDICAL  CONFERENCE;  DIABETES 
MELLITUS  — June  17,  1970;  Joe’s  Sup- 
per Club,  North  Platte,  Nebraska;  ap- 
proved AAGP  6 hours  credit.  Category  I ; 
$15  registration  includes  luncheon.  The 
speakers  are  Dr.  Priscilla  White  (Boston), 
Dr.  Karl  Sussman  (Denver),  and  Dr.  John 
Galloway  (Indianapolis).  Write  to  James 
Nickel,  M.D.,  102  South  Elm,  North 
Platte,  Nebraska  69101. 

AMERICAN  MEDICAL  ASSOCIATION  — 
119th  Annual  Convention,  June  21-25, 
1970,  Chicago,  Illinois. 

NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 
day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Infonna- 
tion  from  program  coordinator : R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 

EIGHTH  ANNUAL  SEMINAR  ON  THE 
MEDICAL  ASPECTS  OF  COMPETI- 
TIVE ATHLETICS  — August  21,  1970, 
Hotel  Cornhusker,  Lincoln,  Nebraska. 

THIRD  NATIONAL  CONGRESS  ON 
MEDICAL  ETHICS  — Sponsored  by  the 
Judicial  Council  of  the  AMA,  September 
19  and  20,  1970,  at  the  Ambassador  West 
Hotel,  1300  North  State  Parkway,  Chica- 
go, Illinois. 


TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 
tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chainnan. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — Fall  Meeting,  House  of  Delegates 
and  Board  of  Councilors,  October  2,  3,  and 
4,  1970,  Holiday  Inn,  Kearney,  Nebraska. 

THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  .Ne- 
vada, October  18-23,  1970.  Its  focus  will 
be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  department.  For  in- 
formation write : Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  Michigan 
48823. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 1970  Fall  Assembly,  Omaha’s  Fonten- 
elle  Hotel,  November  2,  3,  and  4,  1970. 
The  address  of  the  society  is ; 1040  Medical 
Arts  Building,  Omaha,  Nebraska  68102. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  A ALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION 
24TH  CLINICAL  CONVENTION  — Bos- 
ton, Massachusetts,  November  29-  Decem- 
ber 2,  1970. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 103rd  Annual  Session,  April  25- 
28,  1971,  Omaha  Hilton  Hotel,  Omaha,  Ne- 
braska. 
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Necrology 


Carl  R.  Green,  Creighton  5-13-69 

A.  C.  Barry,  Norfolk  5-27-69 

E.  G.  Snrber,  Norfolk 5-29-69 

Ben  Bishop,  Lincoln  7-  6-69 

B.  F.  Stewart,  Cambridge 7-26-69 

A.  H.  Webb,  Lincoln  7-29-69 

Neal  B.  Davis,  Omaha  7-28-69 

Isiah  W.  Irvin  (Life),  Auburn  6-  5-69 

J.  G.  Woodin  (Life),  Gr.  Island 7-30-69 

Paul  J.  Heidrick,  Lincoln  10-16-69 

Fred  Niehaus  (Life),  Omaha 10-  6-69 


Dorothy  Smith,  Omaha 11-10-69 

J.  B.  Pankau,  Dalton 12-17-69 

Ray  C.  Richards,  Newcastle  1-  6-70 

George  Pinne,  Omaha  .12-18-69 

F.  G.  Dewey  (Life),  Coleridge  1-29-70 

Lawrence  Morrow,  Tekamah 2-  3-70 

Jessy  Taylor,  Lincoln  3-  4-70 

Charles  Moon,  Omaha  3-  5-70 

Joseph  F.  Lucas,  Omaha  3-13-70 

Andrew  G.  Dow,  Omaha 3-17-70 

Daniel  P.  McCleery,  Beatrice 3-21-70 


Medicinews 


Rural  mental  health  centers 

— A mental  health  center  in  rural  Ken- 
tucky has  a mobile  staff  who  travel  to 
isolated  hollows,  treating  and  counseling 
people  with  mental  or  emotional  prob- 
lems. 

— In  Minnesota,  a rural  center  has  two- 
way  communication  with  many  local 
groups.  These  include  the  schools,  cler- 
gy, judges,  police,  correction  agencies, 
physicians,  Indian  Reservation  person- 
nel, and  labor  unions. 

— Three-fourths  of  the  population  of  North 
Dakota  is  within  an  hour’s  drive  of  one 
of  the  State’s  five  mental  health  centers. 

In  rural  areas  throughout  the  country,  as 
in  urban  population  centers,  mental  health 
services  partially  funded  under  a Federal 
grants  program  are  benefitting  millions  of 
Americans. 

About  40  percent  of  the  383  community 
mental  health  centers  which  have  received 
grants  for  construction  or  staffing  serve  pri- 
marily rural  areas. 

Centers  usually  offer  services  for  75,000  to 
200,000  people.  In  a large  city,  this  num- 
ber may  live  in  a small  area;  but  in  rural 
counties,  services  must  get  to  people  across 
a wide  geographic  spread. 


Innovative  ways  in  which  rural  mental 
health  centers  are  meeting  the  challenge  of 
covering  their  outlying  regions  are  cited  in  a 
new  leaflet  available  from  the  National  In- 
stitute of  Mental  Health,  a component  of  the 
Health  Services  and  Mental  Health  Admin- 
istration. 

For  a free  copy  of  “Rural  Mental  Health 
Centers”  (Public  Health  Service  Publications 
No.  1914),  write  to  the  NIMH  at  5454  Wis- 
consin Avenue,  Chevy  Chase,  Maryland 
20015.  Multiple  copies  are  for  sale  (ten 
cents  each)  by  the  Superintendent  of  Docu- 
ments, U.S.  Government  Printing  Office, 
Washington,  D.C.  20402. 

Dr.  Magnuson  honored 

Harold  J.  Magnuson,  M.D.,  was  accorded 
the  highest  honor  in  the  field  of  industrial 
medicine  when  the  Knudsen  Award  was  con- 
ferred upon  him  by  the  Industrial  Medical 
Association,  international  society  of  physi- 
cians in  industry.  The  Award,  which  was 
established  in  1939  by  the  late  General  Wil- 
liam S.  Knudsen,  then  President  of  General 
Motors  Corporation,  has  been  presented  an- 
nually since  that  time  in  recognition  of  a 
physician  who  has  attained  distinction  in  the 
field  of  occupational  medicine  and  hygiene. 
A bronze  plaque,  symbol  of  the  honor,  was 


388 


Nebraska  S.  M.  J. 


presented  to  Dr.  Magnuson  at  the  business 
session  of  the  Association’s  55th  annual  meet- 
ing held  at  The  Palmer  House  in  Chicago. 


Medicine  and  stamps 

Medicine  and  Stamps  is  an  amazing  book. 
If  you  have  an  interest  in  medicine,  or  any 
fascination  with  stamps  you  won’t  be  able 
to  put  it  down. 

From  the  very  first  page  where  it  dis- 
cusses Angel  Arturo  Aballi,  Cuban  fighter 
for  the  rights  of  children  and  medicine 
against  hostile  political  regimes,  to  the  very 
last,  where  it  tells  of  Lazarus  Ludwig  Zam- 
enhof,  Russian  ophthalmologist  and  develop- 
er of  Esperanto,  the  universal  language,  the 
pace  never  slows. 

In  between  A and  Z over  150  medical 
greats  of  yesteryear  pass  in  review,  im- 
mortalized on  stamps  from  53  different 
countries : Hippocrates,  the  Greek  “father 
of  medicine”  (Yemen  Arab  Republic) ; Louis 
Pasteur,  developer  of  pasteurization  (Po- 
land) ; Florence  Nightingale,  who  made  nurs- 
ing a reputable  profession  (Dominica) ; and 
the  Drs.  Mayo,  founders  of  the  Mayo  Clinic 
(U.S.),  to  name  a few.  Each  stamp  is  fol- 
lowed by  a short  biographical  vignette  of 
the  pictured  physician. 

But  there  is  more  to  be  learned  here  than 
just  medical  history  — if  you  ever  collected 
stamps  as  a child  this  book  will  stir  your 
banked  philatelic  fires  into  new  life.  Many 
of  the  stamps  are  shown  in  color  and  all 
are  identified  by  number  from  Scott’s  Stand- 
ard Postage  Stamp  Catalogue,  which  gives 
information  on  colors,  watermarks,  papers 
and  perforations.  All  you  need  to  start  your 
own  collection  is  a little  enthusiasm  — so 
don’t  be  too  surprised  if  you  come  down  with 
a bad  case  of  collector’s  itch.  Write  to  the 
A.M.A. 


IMA  installs  Fellows 

Forty  seven  physicians  in  the  field  of  oc- 
cupational medicine  were  installed  as  Fel- 
lows of  the  Industrial  Medical  Association 
in  ceremonies  conducted  during  the  business 
session  of  the  organization’s  55th  annual 


meeting  held  at  the  Palmer  House  in  Chi- 
cago in  April,  1970.  Fellowship  is  conferred 
by  the  Board  of  Directors  upon  those  mem- 
bers who  have  attained  distinction  in  the 
field. 

The  Association  is  an  international  organ- 
ization of  physicians  who  provide  health  care 
for  the  employees  of  private  enterprises,  gov- 
ernmental services,  or  other  institutions. 
Association  membership  in  the  U.S.  and  31 
foreign  countries  exceeds  3,800.  The  address 
of  the  I.M.A.  is  55  East  Washington,  Chi- 
cago, Illinois  60602. 


USP  convention  elects 

John  H.  Moyer,  M.D.,  a physician,  edu- 
cator, and  clinical  investigator  from  Phila- 
delphia, was  elected  President  of  the  U.S. 
Pharmacopeial  Convention,  Inc.,  at  the  April 
10  session  of  the  Convention.  He  succeeds 
Arthur  C.  DeGraff,  M.D.,  who  as  immediate 
past-president  becomes  a member  of  the 
newly  constituted  Board  of  Trustees. 


Early  Recognition  and  Treatment  of  Impend- 
ing Volkmann’s  Ischemia  in  Lower  Extrem- 
ity — D.  R.  Willhoite  and  J.  H.  Moll 
(Brooke  General  Hosp,  Fort  Sam  Hous- 
ton, Tex).  Arch  Surg  100:11-16  (Jan) 
1970. 

Impending  Volkmann’s  ischemia  in  the 
lower  extremity  should  be  suspected  from 
the  mechanism  and  severity  of  forces  pro- 
ducing the  injury.  When  suspected,  the  pa- 
tient should  be  observed  closely  for  the  early 
symptoms,  which  appear  to  be  disproportion- 
ate pain,  decreasing  sensation  and  decreased 
function  of  the  long  toe  flexors,  reflecting 
changes  due  to  hypoxia  of  the  deepest  mus- 
cular compartments  of  the  leg.  Three  illus- 
trated cases  are  presented.  Prompt,  ade- 
quate treatment  consisting  of  extensive  open 
fasciotomy  should  result  in  a normal  or 
nearly  normal  lower  extremity.  An  area  of 
split-thickness  skin  graft  is  a small  price 
to  pay  for  an  intact  functional  lower  extrem- 
ity. 
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Belly-Button  Brooding 


Omphaloskepsis  is  meditating  while  gazing 
at  your  umbilicus,  whereupon  you  are  sup- 
posed to  see  a divine  light.  A cymbal  play- 
er in  the  cultured  east  was  once  described  in 
print  as  sitting,  contemplating  his  navel. 
But  you  couldn’t  print  the  word  “navel”  in 
that  city,  not  then.  So  the  offensive  word 
was  replaced  by  a dash,  and  God  knows 
what  the  readers  thought  he  was  contem- 
plating. 

I have  two  clocks  in  a little  river-house 
located  in  a nameless  place  I call  Miltown 
because  it’s  tranquilizing;  I go  there  to  get 
away  from  it  all.  We  have  four  watches 
and  five  clocks  in  our  real  house,  and  three 
auto  clocks.  So  we  are  busy  turning  14 
watches  and  clocks  ahead,  because  of  a na- 
tional delusion  I do  not  share,  pretending  it’s 
noon  when  it’s  not.  If  you  must  get  up 
early,  do  so;  if  you  want  to  put  your  office 
or  the  hospital  on  a summer  schedule,  start 
at  seven  instead  of  eight.  But  when  the  sun 
is  on  the  meridian,  it’s  not  one  P.M.,  it’s 
noon. 

Everybody  to  his  taste,  as  the  motto  of 
the  Nebraska  State  Medical  Association 
somewhat  says.  On  a desert  island,  I should 
choose  Roget,  the  Oxford  Quotations,  the 
Annotated  Alice,  Fowler,  and  our  great  big 
dictionary.  Little  dictionaries  ought  to  be 


outlawed;  they  are  a waste  of  money.  One 
lady,  asked  with  whom  she’d  like  to  be 
stranded  on  a desert  isle,  said:  her  obstetri- 
cian. Everybody  to  his  or  her  taste;  I’ll 
take  the  lady. 

And  the  Rubaiyat.  The  first  translation. 
Fitzgerald  became  famous  for  his  transla- 
tion of  this  remarkable  combination  of  poetry 
and  philosophy  originally  written  by  a rather 
remarkable  person  who  could  not  get  into 
either  Oxford  or  Bartlett.  So  Fitzgerald, 
who  admitted  he  took  great  liberties  with  his 
rendering-into-English,  revised  his  master- 
piece, then  came  up  with  a third,  a fourth, 
and  even  a fifth  translation.  The  first  is 
marvelous,  but  after  that  they  get  progres- 
sively worse.  Others  had  translated  it  be- 
fore Fitzgerald,  and  now  there’s  one  that  is 
supposed  to  be  more  accurate,  but  it’s  not 
nearly  as  much  fun  to  read.  Some  of  the 
liberties  Fitzgerald  took  were  really  untak- 
able,  it  seems:  just  try  the  “jug  of  wine” 
quatrain. 

All’s  well  that  ends  well.  As  I write  this, 
it’s  one  P.M.  daylight  saving  time,  and  the 
college  bell  is  striking  the  hour  and  filling 
my  heart  with  a kind  of  joy,  going  bong, 
bong,  bong  (nine  more),  telling  everybody 
the  truth : it’s  noon. 

— F.C. 


The  Funny  Bone 


The  Patient. 

“I  had  dramatic  fever.” 

How  Much  Do  You  Weigh? 

“Too  much.” 

The  Chart. 

“Audiometry  showed  bogginess  and  ede- 
matous turbinates.” 

The  Article. 

“GI : genitourinary.” 

The  Oldest  Medical  Joke. 

“Have  you  read  Gray’s  Anatomy?” 

“No,  but  I read  Gray’s  Allergy.” 


Department  Of  Definitions. 

Physician:  one  who  pours  drugs  of  which 
he  knows  little  into  a body  of  which 
he  knows  less. 

Voltaire. 

Slow  Death  Of  The  English  Language. 

“We  had  dialogue  with  them.” 

Pet  Peeve. 

Bridge  columns  with  headings  that  tell 
you  the  answer. 

Remember? 

Flvpaper. 

—F.C. 
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Down  Memory  Lane 


1.  Our  first  state  institution  for  the  in- 
sane was  established  in  1872,  and  there  are 
now  three  insane  hospitals  with  557  admis- 
sions for  the  year  ending  November  30,  1918, 

2.  In  the  year  1900  it  was  still  possible 
to  become  licensed  to  practice  medicine  and 
surgery  in  Nebraska  without  the  formality 
of  a State  Board  examination. 

3.  I have  yet  to  see  an  actual  sarcoma  of 
the  neck  successfully  removed. 

4.  One  should  think  of  malignancy  when 
a goiter  grows  suddenly  and  becomes  more 
solid  with  an  increased  fixity;  excluding,  of 
course,  hemorrhage,  syphilis  and  thyroiditis. 

5.  A description  of  the  technic  of  operat- 
ing is  out  of  place  here  because  to  those  who 
operate  it  would  be  superfluous,  and  to  those 
who  do  not,  uninteresting. 

6.  Statistics  gathered  by  the  United  States 
census  show  that  twenty-five  percent  of  the 
physicians  in  the  United  States  are  between 
the  ages  of  thirty-five  and  forty-four  years 
of  age. 

7.  Be  satisfied  with  5%.  Racing  the  en- 
gine ruins  the  motor. 

8.  The  fifty-second  annual  convention  of 
the  Nebraska  State  Medical  Association 
closed  May  26,  1920  at  the  Fontenelle  Hotel 
in  Omaha. 

9.  Without  doubt  in  the  near  future  an 
effort  will  be  made  to  establish  a govern- 
mental department  or  Bureau  of  Health. 

10.  Many  a patient  apparently  fully  oper- 
able has  been  subjected  to  a useless  operation 
because  a picture  was  not  made  of  the  chest. 

Nebraska  State  Medical  Journal 
June,  1920 


Breast  Cancer  — Preoperative  and  P o s t- 
operative  Radiation  Therapy  — W.  E. 
Powers  (Mallinckrodt  Institute  of  Radi- 
ology, 510  S.  Kingshighway,  St.  Louis). 
Cancer  24:1301-1306  (Dec)  1969. 


The  author’s  goal  is  to  develop  new  meth- 
ods of  breast  cancer  treatment  that  produce 
results  better  than  those  usually  obtained 
in  patients  with  operable  breast  cancer  who 
have  a radical  mastectomy  and  patients  with 
inoperable  breast  cancer  who  receive  de- 
sultory and  inadequate  radiation  therapy. 
Views  that  “operable  patients  are  curable” 
and  “inoperable  patients  are  incurable” 
should  be  examined  in  light  of  actual  re- 
sults and  recent  changes  in  understanding 
of  the  mechanisms  of  failure  to  cure  breast 
cancer  by  surgical  treatment  and  the  pro- 
cesses by  which  radiation  therapy  cures 
breast  cancer.  Combinations  of  radiation 
therapy  and  surgical  resection  have  been 
tried  with  varying  success.  However,  since 
it  is  apparent  that  aggressive  radiation 
therapy  cures  a significant  proportion  of 
patients  with  inoperable  breast  cancer,  it 
seems  reasonable  to  reevaluate  this  combin- 
ation therapy. 


Hepatic  Necrosis  Associated  With  Halo- 
thane  Anesthesia  — R.  L.  Peters  et  al 
(Univ  of  Southern  California  School  of 
Medicine,  Los  Angeles).  Amer  J Med  47: 
748-764  (Nov)  1969. 

Fatal  hepatic  necrosis  following  halothane 
anesthesia  occurs  in  rare  instances;  fatal 
hepatic  necrosis  following  other  surgical 
anesthetics  was  not  observed  in  a review 
of  the  records  of  81,535  routine  autopsies. 
Unexplained  postoperative  fever  was  one 
of  the  most  constant  features  indicative  of 
liver  damage.  Frequency  of  fatal  hepatic 
necrosis  is  increased  in  obese  subjects  who 
had  previously  received  halothane  two  or 
more  times  within  a one-month  period.  In 
contrast  to  viral  hepatitis,  hepatic  damage 
sufficient  to  cause  death  of  the  patient  usual- 
ly involves  the  liver  stroma.  As  a result, 
patients  who  survive  more  than  two  or  three 
weeks  tend  to  have  collagen  deposition  that 
differs  from  that  observed  in  the  liver  of 
patients  with  fulminant  viral  hepatitis. 
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From  the  Editor 


New  president  of  IMA 

Merle  Bundy,  M.D.,  Pittsburgh,  Pa.,  took 
office  as  President  of  the  Industrial  Medi- 
cal Association,  international  society  of 
physicians  in  industry.  The  gavel  w a s 
turned  over  to  him  by  Duane  L.  Block,  M.D., 
retiring  President,  at  the  business  session 
of  the  Association’s  55th  annual  meeting  at 
The  Palmer  House,  Chicago,  Illinois. 

Dr.  Plant  appointed 

Dr.  Thomas  F.  A.  Plant  has  been  appoint- 
ed Acting  Director  of  the  Division  of  Man- 
power and  Training  Progi’ams  of  the  Nation- 
al Institute  of  Mental  Health,  it  was  an- 
nounced recently  by  Dr.  Stanley  F.  Yolles, 
Institute  Director. 

Emergency  care  bibliography 
available 

A new  selected  bibliography  on  the  han- 
dling of  day-to-day  medical  emergencies  and 
the  provision  of  health  care  during  and  fol- 
lowing natural  and  technological  disasters 
has  just  been  released.  Compiled  by  the 
Division  of  Emergency  Health  Services  of 
the  Public  Health  Service’s  Health  Services 
and  Mental  Health  Administration  the  new 
volume,  the  Emergency  Health  Services  Se- 
lected Bibliography,  includes  summaries  of 


the  publications  it  lists,  as  well  as  selected 
listings  and  descriptions  of  films,  slides, 
training  kits,  catalogs,  and  other  resource 
material. 

The  new  bibliography  was  designed  to 
help  in  planning  and  coordinating  upgraded 
emergency  care  activities  and  training  of 
emergency  care  personnel  at  the  community. 
State,  regional  and  national  levels. 

The  bibliogi’aphy  was  prepared  especial- 
ly for  use  by  community  health  care  coun- 
cils; medical,  paramedical,  and  public  health 
personnel ; hospital  and  civil  administrators ; 
ambulance  personnel,  police,  firemen,  and 
rescue  workers;  medical  and  public  health 
students ; and  civil  and  volunteer  groups  con- 
cerned with  emergency  health  services,  safe- 
ty, and  disaster  planning.  A limited  number 
of  sample  copies  of  the  bibliography  are 
available  to  these  individuals  and  groups 
from  the  Emergency  Health  Services  Infor- 
mation Clearinghouse,  Division  of  Emer- 
gency Health  Services,  Health  Services  and 
Mental  Health  Administration,  5600  Fishers 
Lane,  Rockville,  Maryland  20852. 

Copies  of  the  Emergency  Health  Services 
Selected  Bibliography , PHS  Publication  No. 
1071-A-l  may  be  bought  at  $1.25  per  copy 
from  the  Superintendent  of  Documents, 
Government  Printing  Office,  Washington, 
D.C.  20402. 


Our  Medical  Schools 


Mrs.  Criss  honored 

Mrs.  Mabel  L.  Criss,  benefactor  of  the 
health  sciences,  has  been  named  the  first 
recipient  of  the  Nebraska  Academy  of  Sci- 
ences’ Friend  of  Science  Award.  The  an- 
nouncement was  made  by  Dr.  Nicholas  Dietz, 
Jr.,  Omaha,  president  of  the  Academy. 

Mrs.  Criss  has  given  substantial  support 
to  the  health  professions  in  Nebraska  in 
areas  including  medicine,  nursing,  hospital 
care,  dentistry,  and  pharmacy. 


She  has  been  designated  a “founder”  of 
Creighton  University  and  Creighton’s  School 
of  Medicine  buildings  bear  her  name.  Addi- 
tionally, she  has,  with  her  late  husband. 
Dr.  C.  C.  Criss,  implemented  the  construction 
of  the  Criss  Obstetrical  Center  for  Obstetrics 
and  Gynecologj'  at  Bishop  Clarkson  Hospital 
and  later  supported  renovation  and  expan- 
sion of  the  facility. 

She  has  also  supported  construction  pro- 
grams at  Children’s  Hospital.  Mrs.  Criss 
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has  given  substantial  support  to  a number 
of  other  health-related  activities. 


Associate  of  science  in  nursing 

The  Nebraska  State  Board  of  Nursing  has 
given  initial  accreditation  to  the  University 
of  Nebraska  Medical  Center’s  School  of 
Nursing  for  a two-year  educational  program 
leading  to  an  associate  of  science  in  nursing 
degree. 

Miss  Merrill  said  the  first  students  will 
be  admitted  in  September.  Graduates  will 
be  eligible  for  licensure  as  registered  nurses. 

The  program  will  be  aimed  at  recent  high 
school  gi-aduates  and  older  adults,  and  edu- 
cate them  for  staff  nurse  positions  involved 
in  providing  direct  patient  care,  Miss  Merrill 
said. 

Money  was  allocated  for  the  program  by 
the  1969  Nebraska  Legislature. 


Report  1 

Annual  State  Convention  Board  Meeting, 
April  27,  1970 

REPORT : Resolutions  and  Revisions 

Committee. 

WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  those 
who  have  contributed  to  the  success  of  this 
convention  and  the  accomplishments  of  our 
past  year’s  work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  extend  our  grateful 
thanks  and  appreciation  to  the  officers  and 
other  members  of  the  Executive  Board  of 
our  organization,  who  have  so  ably  carried 
on  the  business  necessary  for  the  proper 
functioning  of  the  Auxiliary;  and  be  it  fur- 
ther 

RESOLVED,  that  our  thanks  and  appre- 
ciation go  to  the  Woman’s  Auxiliary  to  the 
Lancaster  County  Medical  Society,  hostess 


to  this  forty-fifth  annual  meeting,  for  the 
welcome  hospitality  extended  to  all  of  us ; be 
it  further 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Keay  Hachiya,  Convention 
chairman,  and  to  all  of  her  committee  chair- 
men for  their  work  and  thoughtfulness  in 
planning  for  our  convenience  and  entertain- 
ment; and  be  it  further 

RESOLVED,  that  the  Nebraska  State  Med- 
ical Association  be  advised  that  we  appre- 
ciate their  leadership  and  assistance,  that  in 
particular,  the  Advisory  Committee,  namely. 
Dr.  J.  Whitney  Kelley,  President  of  the  Ne- 
braska State  Medical  Association;  Dr.  Clar- 
ence R.  Brott,  Dr.  John  T.  McGreer,  Jr., 
Dr.  John  Filkins,  Dr.  P.  B.  Olsson,  Dr.  Clin- 
ton B.  Dorwart,  Dr.  Otis  Miller,  Dr.  John 
Brown  III,  Dr.  Barney  Rees,  and  Dr.  Robert 
Mclntire,  be  informed  of  our  gratefulness  for 
their  help  and  guidance  throughout  the  year ; 
and  be  it  further 

RESOLVED,  that  Dr.  Frank  Cole,  Editor 
of  the  Nebi’aska  State  Medical  Journal,  Mr. 
Kenneth  Neff,  Executive  Secretary  of  the 
Nebraska  State  Medical  Association,  Mr. 
William  Schellpeper,  Assistant  Executive 
Secretary,  and  Mary  Churchill,  Patsy  Brown, 
and  Taffy  Robacker,  Office  Assistants,  be  ad- 
vised of  our  sincere  thanks  for  the  efficient 
way  they  have  handled  our  Auxiliary  News, 
and  for  their  ready  assistance  whenever  we 
have  asked  for  it;  and  be  it  further 

RESOLVED,  that  the  Blue  Cross  - Blue 
Shield  organization  know  that  we  are  grate- 
ful for  their  generosity  in  providing  money 
for  the  project  Sons  and  Daughters,  and 
for  the  drug  booklets  given  to  each  Auxiliary, 
and  be  it  further 

RESOLVED,  that  the  Nebraska  Inter- 
Agency  Health  Planning  Council,  various 
members,  and  17  agencies,  know  we  are 
grateful  for  their  support  in  promotion  of 
the  Sons  and  Daughters  series,  and  for  their 
financial  help  and  the  flyers  sent  in  the  mail ; 
and  be  it  further 

RESOLVED,  that  we  express  our  thanks 
to  Hovland-Swanson  for  the  style  show,  to 
the  Omaha  World  Herald,  The  Lincoln  Star 
and  Journal,  the  Kearney  Daily  Hub,  and  to 
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the  Radisson-CoiTihusker  Hotel;  and  be  it 
further 

RESOLVED,  that  we  express  our  very 
great  appreciation  to  The  Nebraska  Motor 
Carrier’s  Association,  Inc.,  for  their  gratis 
transportation  of  medical  supplies  for  the 
International  Health  Program.  The  ship- 
ments are  carried  free  of  charge  to  Omaha, 
then  to  Detroit  to  the  World  IMedical  Relief, 
Inc.  The  Nebraska  carriers  are:  West  Ne- 
braska Express,  Inc.,  Scottsbluff ; Bee-Line 
Motor  Freight.  Inc.,  North  Platte  and  Grand 
Island,  and  Brady  Motorfrate,  Omaha;  and 
be  it  further 

RESOLVED,  that  we  pledge  our  loyalty 
and  devotion  to  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association; 
that  we  continue  to  be  faithful  in  supporting 
its  activities,  promoting  its  projects  and 
protecting  its  reputation  and  high  ideal;  and 
be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  Nebraska  State  Medical  Journal. 

Respectfully  submitted, 

Mrs.  Chester  H.  Farrell, 

Chairman. 

The  Revisions  Committee  will  present  the 
Revised  Constitution  and  By-Laws  to  be 
voted  upon  at  the  Annual  Meeting.  Mrs. 
George  Robertson  is  chairman  of  this  com- 
mittee. 

Respectfully  submitted, 

Mrs.  Chester  H.  Farrell, 

Chairman. 

Report  2 

Minutes  of  the  45th  Annual  Business 
Meeting,  April  28,  1970 

The  45th  Annual  Meeting  of  the  Woman’s 
Auxiliary  to  the  Nebraska  State  Medical  As- 
sociation was  called  to  order  by  the  Presi- 
dent, I\Irs.  Robert  H.  Mclntire. 

The  invocation  was  given  by  the  Chap- 
lain, Mrs.  Fay  Smith,  followed  by  the  pledge 
of  allegiance  to  the  flag. 

Mrs.  Mclntire  welcomed  the  members ; 
she  introduced  Mrs.  Chester  Young  of  Kan- 


sas City,  Kansas,  who  is  the  North-Central 
Regional  Vice  President.  The  five  past  state 
presidents  present  were  recognized ; there 
were  two  distnct  councilors  and  one  member- 
at-large. 

Mrs.  Keay  Hachiya,  Convention  Chairman, 
reported  49  had  registered. 

The  minutes  of  the  Forty-Fourth  Annual 
Meeting  were  printed  in  the  June,  1969,  issue 
of  the  Nebraska  State  Medical  Journal  and 
were  approved  as  printed. 

The  President’s  report  was  given  by  Mrs. 
Mclntire  and  will  be  attached  to  the  secre- 
tary’s minutes,  as  will  the  report  of  the 
President-elect.  The  President’s  report 
covered  the  visits  to  14  organized  auxiliary 
meetings.  Visits  were  also  made  to  the 
Creighton  and  Nebraska  Wasama  groups 
as  well  as  the  Creighton  and  Nebraska  In- 
terne-Resident-Fellow Wives  groups.  The 
auxiliary  continues  to  cooperate  with  the 
Nebraska  Women  for  Highway  Safety,  the 
Governor’s  Committee  for  Children  and 
Youth,  Inter-Agency  Health  Planning  Coun- 
cil, Nebraska  Council  of  Churches,  Ameri- 
can Cancer  Society,  and  the  State  Mental 
Health  Association.  The  president  and  presi- 
dent-elect met  with  the  Nebraska  State 
Nurses  Association  Careers  Committee  and 
attended  the  state  convention  of  the  Ameri- 
can Association  of  Medical  Assistants,  Ne- 
braska Division.  The  auxiliary  was  repre- 
sented by  an  ex-officio  member  on  the  fol- 
lowing committees  of  the  Nebraska  State 
Medical  Association : Legislation,  Rural 

Health,  Public  Relations,  Medical  Service, 
and  Health  Education  in  Schools  and  Col- 
leges. 

Mrs.  Frank  Cole,  first  vice  president,  gave 
a resume  of  the  current  paid  membership 
of  the  local  auxiliaries,  including  72  mem- 
bers-at-large.  857  members  were  reported 
to  national,  which  is  9 more  members  than 
at  the  same  time  last  year. 

Mrs.  James  Carlson,  second  vice  presi- 
dent, reported  that  of  the  72  members-at- 
large,  8 were  new  and  64  renewals. 

Mrs.  S.  F.  Moessner  gave  the  treasurer’s 
report.  The  report  was  accepted  to  be  placed 
on  file,  with  a balance  on  hand  on  April  27, 
1970,  of  $1,602.82. 
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Mrs.  John  Brown  III,  chairman  of  the  au- 
diting committee,  stated  the  books  were 
audited  and  coi-rect;  a motion  was  made  to 
accept  the  report;  the  motion  carried.  The 
financial  report  was  presented.  Motion  was 
made  and  carried  that  the  report  be  accepted. 
Mrs.  Brown  also  read  the  proposed  budget  for 
1970-1971.  A motion  to  accept  the  budget 
was  seconded  and  carried. 

With  the  consent  of  the  Executive  Board 
the  reports  of  standing  committees  were  dis- 
pensed with  as  they  were  given  in  detail 
at  the  Pre-Convention  Executive  Board 
Meeting. 

With  the  consent  of  the  Executive  Board 
the  reading  of  the  Resolutions  were  dispensed 
with  as  they  were  read  at  the  Pre-Convention 
Executive  Board  Meeting  and  will  be  pub- 
lished in  the  Nebraska  State  Medical  Journal. 
The  motion  to  adopt  the  Resolutions  was 
seconded  and  carried. 

The  County  Presidents’  reports  were  pre- 
sented by  Mrs.  H.  W.  McFadden,  Jr.  for 
Douglas  County;  Mrs.  Keay  Hachiya,  presi- 
dent, for  Lancaster  County ; Mrs.  C.  R.  Brott, 
president,  for  Gage  County;  Mrs.  Dean  Mc- 
Gee, president,  for  Dawson  County;  Mrs. 
Gordon  Francis,  for  Hall  County;  Mrs.  A. 
W.  Anderson,  president,  for  Adams  County; 
Mrs.  Bernie  Taylor,  president,  for  Lincoln 
County;  and  Mrs.  L.  H.  Hoevet,  for  North- 
west County.  A copy  of  a summary  of  each 
auxiliary’s  work  for  the  year  was  handed 
to  those  present  and  placed  in  the  packets 
to  be  given  to  incoming  auxiliary  presidents. 
A motion  was  made,  seconded  and  carried  to 
accept  these  reports. 

The  president  asked  that  anyone  planning 
to  attend  the  national  convention  in  Chi- 
cago, June  21  to  25,  report  to  the  president- 
elect, so  delegates  and  alternates  could  receive 
their  credentials. 

The  Chaplain,  Mrs.  Fay  Smith,  conducted 
the  memorial  services  for:  Mrs.  Ethel  Gas- 
tineau.  Past  National  President ; Mrs.  John 
Latta,  Omaha;  Mrs.  J.  J.  Keegan,  Omaha; 
Mrs.  Donald  Baca,  Omaha;  Mrs.  J.  M.  Wood- 
ard, Aurora;  Mrs.  Grant  Reeder,  Fremont; 
Mrs.  Donald  P.  Watson,  Grand  Island,  and 
Mrs.  Nicholas  Chick,  North  Platte. 


Mrs.  George  Robertson,  Chairman  of  the 
Revisions  Committee,  read  the  Proposed  Re- 
vision of  the  Constitution  and  By-Laws 
that  had  been  mailed  to  each  auxiliary  mem- 
ber preceding  the  convention  meeting.  Each 
article  was  considered  individually  with 
change  being  agreed  to  in  Article  III,  Sec- 
tion 2,  C,  of  the  By-Laws  so  as  to  read 
“transact  business  by  mail  or  telephone  if 
necessary.’’  The  motion  to  adopt  the  Revi- 
sion of  the  Constitution  and  By-Laws  car- 
ried. 

Mrs.  P.  Bryant  Olsson,  Chairman  of  the 
Nominating  Committee,  presented  the  re- 
port of  that  committee  as  follows:  Presi- 
dent, Mrs.  John  Filkins;  President-elect, 
Mrs.  Frank  Cole;  First  Vice  President,  Mrs. 
James  Carlson;  Second  Vice  President,  Mrs. 
Leland  Olson ; Treasurer,  Mrs.  Keith  Mc- 
Cormick; Directors  for  two  year  term,  Mrs. 
Gordon  Francis  and  Mrs.  Charles  Landgraf; 
Director  for  one  year  term,  Mrs.  James  F. 
Kelly,  Jr.  There  were  no  nominations  from 
the  floor.  The  motion  that  the  slate  of  of- 
ficers as  proposed  be  accepted  carried. 

Mrs.  Filkins  appointed  Mrs.  Stanley  Bach 
as  Recording  Secretary  and  Mrs.  Barney 
Reese  as  Corresponding  Secretary.  Mrs. 
Paul  Scott  was  appointed  as  Chaplain,  Mrs. 
George  Robertson  as  Historian,  and  Mrs. 
John  A.  Brown,  HI  as  Parliamentarian.  The 
installation  ceremony  will  be  conducted  at 
the  Annual  State  Medical  Wives’  Luncheon 
on  Tuesday  at  the  University  Club  of  Lincoln. 

Mrs.  Gordon  D.  Francis, 

Recording  Secretary. 


Placental  Localization  by  Ultrasound  — M. 
Kobayashi,  L.  M.  Heilman,  and  L.  Fillisti 
(Dept  of  Obstetrics  and  Gynecology,  State 
Univ  of  New  York,  Brooklyn).  Amer  J 
Obstet  Gynec  106:279-285  (Jan  15)  1970. 

In  order  to  test  the  accuracy  of  ultrasound 
in  placental  localization,  the  authors  studied 
100  gravidas  in  whom  the  putative  location 
of  the  placenta  was  checked  at  hysterectomy 
or  cesarean  section.  There  were  five  errors 
in  the  ultrasonic  diagnosis.  In  95%  of  the 
patients  the  placenta  was  localized  correctly. 
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Welcome  New  Members 


Stanley  L.  Davis,  M.D. 

4209  Douglas  Street 
Omaha,  Nebraska  68131 

Joseph  R.  Ellison,  M.D. 

3925  Dewey  Avenue 
Omaha,  Nebraska  68105 

Francis  L.  Land,  M.D. 
University  of  Nebraska 
College  of  Medicine 
Division  of  Family  Practice 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Paul  D.  Saville,  M.D. 

St.  Joseph’s  Hospital 
2305  South  10th  Street 
Omaha,  Nebraska  68108 

Michael  H.  Sketch,  M.D. 

St.  Joseph’s  Hospital 
Cardiac  Center 
2305  South  10th  Street 
Omaha,  Nebraska  68108 

David  V.  Stephenson,  M.D. 
University  of  Nebraska 
College  of  Medicine 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 


Ga.stric  Outlet  Ob.struction  Due  to  Peptic 
Ulcer  — D.  R.  Judd  et  al  (911  S Brent- 
wood Blvd,  St.  Louis).  Arch  Surg  100:90- 
93  (Jan)  1970. 

Experience  with  48  patients  operated  upon 
for  gastric  outlet  obstruction  due  to  peptic 
ulcer  is  presented.  Most  patients  had  a long 
history  of  ulcer  symptoms.  Alkalosis  and 
hypokalemia  were  frequently  presented.  A 
variety  of  gastric  operations  were  performed. 
Vagotomy  was  part  of  the  operative  proce- 
dure in  29  patients.  Whether  vagotomy  was 
performed  or  not,  there  was  no  influence  on 
the  development  of  postoperative  gastric  out- 
let obstruction  except  when  vagotomy  was 


combined  with  Billroth  I resection.  There 
were  six  postoperative  deaths,  a mortality 
rate  of  12.5%.  Factors  identifiable  with  in- 
creased mortality  were  age  over  60,  high 
degree  of  obstruction  on  barium  examina- 
tion, alkalosis  on  admission,  and  inability 
to  resume  oral  diet  preoperatively. 


Adolescent  Enuresis:  A Urological  Study  — 
S.  E.  Murphy  and  W.  Chapman  (Dept  of 
Pediatrics,  Univ  of  Washington,  Seattle). 
Pediatrics  45:426-431  (March)  1970. 

Twenty-seven  adolescent  enuretics  without 
known  major  organic  pathology  were  sub- 
mitted to  urological  investigation.  Seventy- 
five  percent  of  those  with  completed  evalua- 
tions showed  some  form  of  organic  abnonn- 
ality.  Urethral  strictures,  stenoses  and 
valves  were  the  most  common  types  of  path- 
ology found.  Physicians  seeing  these  pa- 
tients should  be  aware  of  the  above  and  ob- 
tain at  least  a cysto-urethrogram  and  intra- 
venous pyelogram  (IVP)  on  each  older  enu- 
retic.  The  cysto-urethrogram  was  the  most 
productive  examination  in  tenns  of  num- 
bers, although  some  of  the  more  major  path- 
ology was  found  in  IVPs. 


Effect  of  Cigarette  Smoking  on  Coronary 
Heart  Diseases  — C.  C.  Seltzer  (665  Hunt- 
ingdon Ave,  Boston) . Arch  Environ 
Health  20:418-423  (March)  1970. 

A chronic  effect  of  cigarette  smoking  is 
not  clear  and  is  inconsistent  with  other  in- 
formation. As  far  as  acute  effects  are  con- 
cerned, a series  of  physiological  mechanisms 
have  been  advanced  whereby  cigarette  smok- 
ing could  trigger  myocardial  oxygen  deficits 
of  a critical  degree  in  the  presence  of  im- 
paired coronary  circulation  due  to  coronary 
heart  disease  (CHD).  The  statistical  asso- 
ciation of  higher  mortality  from  CHD  in 
cigarette  smokers  still  remains  to  be  ex- 
plained. An  explanation  may  lie  in  a consti- 
tutional and  genetic  predisposition  both  to 
cigarette  smoking  and  CHD. 
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The  Law 


President  wants  more  VA  money 

President  Nixon  has  issued  a statement 
on  veterans’  medical  care  citing  a number  of 
problems  in  the  field  of  providing  services 
to  veterans,  placing  the  most  emphasis  on 
a lack  of  funds.  Mr.  Nixon  approved  an  in- 
crease of  $50  million  in  the  proposed  VA 
medical  care  budget  request  for  fiscal  1971, 
raising  it  $210  million  above  the  budget 
which  was  approved  for  fiscal  1970. 

Javits  proposes  national 
health  scheme 

Senator  Javits  (R)  N.Y.,  introduced  S. 
3711,  the  “National  Health  Insurance  and 
Health  Improvements  Act  of  1970.”  This 
latest  entry  in  the  field  extends  eligibility 
for  Medicare  benefits  to  all  residents,  re- 
gardless of  age;  merges  Parts  A and  B of 
Title  18;  offers  a limited  prescription  drug 
benefit  for  long-term  maintenance  drugs 
under  which  the  beneficiary  would  be  re- 
sponsible for  a $1  co-payment  for  each  pre- 
scription; and  replaces  the  present  “reason- 
able charges”  basis  of  physicians’  fees  with 
“appropriate  and  reasonable  charges”  . . . 
The  bill  authorizes  the  Secretary  of  HEW  to 
require  physicians  providing  services  under 
the  program  to  meet  standards  of  continuing 
professional  education,  including  national 
minimum  standards  of  licensure  and  certain 
professional  specialty  board  standards  of 
qualification  for  the  performance  of  major 
surgery  and  other  specialty  services  . . . 
The  Secretary  would  also  be  authorized  to 
make  loans  and  grants,  and  to  provide  tech- 
nical assistance  to  comprehensive  health 
seiwice  systems  to  help  them  develop  the 
capacity  to  administer  this  program. 

“Part  C” 

The  House  Ways  and  Means  Committee  is 
expected  to  begin  winding  up  its  executive 
sessions  on  Medicare  and  Medicaid  charges. 
Indications  are  that  the  Nixon  Administra- 
tion’s new  “Part  C”  for  an  optional  closed 
panel  prepaid  group  practice  benefit  may 


be  scrapped  in  favor  of  an  experiment  or 
pilot  project  to  develop  feasibility  and  cost 
data. 


Abortion  reform  act  introduced 

Senator  Robert  Packwood  (R)  Ore.,  has 
introduced  S.  3746,  the  National  Abortion 
Act  of  1970.  The  bill  would  supersede  all 
restrictions  in  state  laws  which  prohibit  a 
physician  from  performing  an  abortion  ex- 
cept under  the  most  stringent  conditions. 
. . . In  introducing  his  bill.  Senator  Pack- 
wood  said  that  the  act  would  legalize  abor- 
tion and  end  what  he  called  “compulsory 
pregnancy.”  He  characterized  present  laws 
as  being  confusing,  vague,  and  unequally 
enforced  and  as  placing  an  unfair  burden  on 
doctors  as  they  seek  to  apply  their  medical 
skill.  “There  are  varying  laws,”  said  Sena- 
tor Packwood,  “in  different  states  and  vary- 
ing interpretations  of  the  laws  with  the  re- 
sult that  most  doctors  have  naturally  tended 
to  be  highly  conservative  in  their  interpreta- 
tions and  most  often  the  response  to  a re- 
quest for  an  abortion  has  been  refusal  . . .” 
Packwood  concluded  his  remarks  saying  that 
the  doctor  should  be  free  to  treat  his  patient 
in  the  line  of  his  training  and  judgment, 
and  his  assessment  of  the  needs  and  total 
welfare  of  his  patients. 


Narcotic  addict  rehab 

Congressman  Rodino  (D)  N.J.  introduced 
H.R.  17269,  the  Narcotic  Addict  Rehabilita- 
tion Act  of  1970.  The  bill  proposes  a vigor- 
ous program  to  reduce  the  illegal  demand  for 
narcotics  by  providing  effective  medical  su- 
pervision and  control  of  persons  known  to  be 
addicts  . . . When  necessary,  the  addict  could 
be  committed  to  a medical  treatment  fa- 
cility ...  In  support  of  his  bill.  Congressman 
Rodino  claimed  the  present  program  under 
the  Narcotics  Addict  Rehabilitation  Act  of 
1966  to  be  inadequate,  citing  that  only  300 
addicts  were  committed  for  treatment  under 
this  program  in  1968  and  822  in  1969.  He 
also  noted  that  over  700  known  addicts  were 
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refused  admittance  to  treatment  facilities 
on  the  grounds  that  they  were  so  heavily  ad- 
dicted to  narcotics  that  they  could  not  be 
rehabilitated  . . . The  Congressman  esti- 
mated that  a typical  heroin  addict  steals 
$50,000  worth  of  property  a year  to  feed  his 
habit  and  that  it  is  “unconscionable”  for 
society  to  send  these  hard  core  addicts  back 
into  the  streets  without  any  medical  super- 
vision or  control. 

The  Rodino  bill  authorizes  public  health 
officials  to  apply  to  Federal  District  Courts 
to  have  an  addict  committed  so  that  he  can 
receive  medical  treatment,  supervision,  and 
be  rehabilitated.  Those  addicts  who  could 
be  effectively  supervised  and  controlled  on 
an  out-patient  basis  would  not  have  to  be  con- 
fined. H.R.  17269  also  allows  U.S.  Attor- 
neys to  initiate  the  medical  commitment  of 
addicts  who  are  arrested  and  charged  with 


Announcements 

Training  program  in  suicidology 

A new  national  training  program  in  sui- 
cidology was  announced  by  Stanley  F.  Yolles, 
M.D.,  Director  of  the  National  Institute  of 
Mental  Health,  Health  Seiwices  and  Mental 
Health  Administration. 

The  program  will  be  conducted  by  the 
training  staff  of  the  Institute’s  National  Cen- 
ter for  Mental  Health  Services,  Training, 
and  Research,  in  collaboration  with  the 
NIMH  Center  for  Studies  of  Suicide  Pre- 
vention. Training  will  take  place  on  the 
grounds  of  Saint  Elizabeths  Hospital  in  the 
District  of  Columbia,  and  in  a variety  of 
local  field  assignments. 

The  program  takes  a new  approach  to 
training  in  suicidology  by  including  three 
different  courses  of  varying  lengths  and 
emphases,  in  order  to  meet  the  individual 
needs  of  a wide  variety  of  potential  trainees 
and  to  prepare  them  for  many  kinds  and 
levels  of  activities  in  suicide  prevention, 
crisis  intervention,  and  emergency  mental 
health  care. 

The  three  courses  are : 


a crime  . . . Under  present  law,  only  the 
addict  or  a relative  can  initiate  commitment 
proceedings. 

In  brief 

Patient  care  in  VA  hospitals  was  the  sub- 
ject of  hearings  by  the  Subcommittee  on 
Veterans’  Affairs  of  the  Senate  Labor  and 
Public  Welfare  Committee.  Witnesses 
charged  VA  hospitals  with  generally  provid- 
ing a lower  standard  of  quality  care  . . . 
Speaking  before  the  United  Cerebral  Palsy 
Foundation,  HEW’s  Secretary  Finch  said 
that  a national  health  care  delivery  system 
would  be  a disaster  unless  adequate  advanced 
planning  and  preparation  took  place.  “To 
move  into  some  scheme  of  national  health 
insurance,”  said  Finch,  “would  repeat  the 
experience  of  Medicare  and  Medicaid,  and 
multiply  its  consequences  ten  times  over.  . .” 


( 1 ) A full  year  of  interdisciplinary  grad- 
uate training  in  suicidology.  One- 
year  fellowships  are  available  to  be- 
gin training  in  September  1970.  Fel- 
lowships range  from  $6,500  to  $12,- 
000,  depending  on  prior  training  ex- 
perience. 

(2)  Ten  weeks  of  training  in  a special 
area  of  suicidologj’' : (a)  evaluation 
and  treatment  of  suicidal  persons; 
(b)  education,  training,  and  consul- 
tation; (c)  research;  and  (d)  com- 
munity services  and  administration. 
Stipends  for  the  ten-week  sessions 
range  from  $1,200  to  $2,400.  Se- 
lected trainees  may  attend  more  than 
one  term. 

(3)  A two-week  summer  institute  in 
suicidology.  The  first  institute, 
scheduled  for  July  27-August  8,  1970, 
will  provide  an  intensive  training  ex- 
perience for  150  persons  who  are 
actively  working  or  interested  in  the 
field  of  suicidologjq  including  all 
levels  from  professionals  to  volun- 
teers. Depending  on  need,  limited 
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scholarship  assistance  is  available 
for  participation  in  the  summer  in- 
stitute. 

Suicide  today  ranks  as  the  tenth  leading 
cause  of  death  in  the  United  States.  “Sui- 
cidologA'”  is  a relatively  new  discipline,  con- 
cerned with  crisis  intervention,  and  with  im- 
proved understanding  and  prevention  of 
suicide  and  self-destruction  behavior. 

Persons  who  qualify  for  the  new  NOIH 
training  programs  range  from  those  with 
post-doctoral  training  in  a clinical  profession 
or  in  the  behavioral  sciences,  to  individuals 
with  the  bachelor’s  degree  in  mental  health 
technology’,  to  suicide  prevention  center  vol- 
unteers and  community  “gatekeepers”  — 
clergymen,  policemen,  physicians,  etc. 

In  addition  to  XOIH  staff,  professionals  in 
appropriate  disciplines  from  the  District  of 
Columbia  area  and  recognized  leaders  in 
suicidologv’  throughout  the  country  will  par- 
ticipate in  giving  the  training.  Community 
resources  such  as  the  District  of  Columbia 
Suicide  Prevention  Center,  the  Area  D 
Community  Mental  Health  Center  in  D.C., 
and  the  American  University  “College 
Crisis  Line”  will  be  utilized. 

Persons  intei-ested  in  applying  for  the 
new  training  progi’ams  may  receive  further 
information  and  applications  by  writing  to 
Henry  Lederer,  M.D.,  “Training  in  Suici- 
dology,”  National  Center  for  Mental  Health 
Services,  Training  and  Research,  National 
Institute  of  Mental  Health,  2700  Nichols 
Avenue  S.E.,  Washington,  D.C.  20032. 


Congress  of  county  medical  societies 

The  Congress  of  County  iMedical  Societies 
has  announced  the  dates  for  its  1970  Annual 
^Meeting  and  Seminar  on  Private  Practice. 
The  meetings  are  scheduled  for  November 
6-7-8,  1970,  at  the  Netherland  Hilton  Hotel 
in  Cincinnati,  Ohio. 

The  program  will  feature  iMr.  Robert  J. 
iMeyers,  Chief  Actuary  for  the  Social  Se- 
curity Administration,  as  the  speaker  for  the 
Friday,  November  6th  banquet. 

The  Congress  of  County  iMedical  Societies 
was  formed  in  1965  as  a mechanism  for  the 


exchange  of  information  among  practicing 
physicians  and  their  local  medical  societies. 
Currently,  seventy  county  societies  partici- 
pate as  members  and  more  than  63,000  physi- 
cians belong  to  the  organization,  making  it 
the  second  largest  medical  organization  in 
the  country. 

The  Academy  of  Medicine  of  Greater  Cin- 
cinnati will  act  as  host  for  the  November 
meeting.  Doctor  Richard  Fulton,  President- 
Fleet  of  the  Ohio  State  Medical  Association 
will  be  the  keynote  speaker. 

All  licensed  physicians  and  all  medical  so- 
ciety personnel  are  invited  to  attend. 

The  address  of  the  Congress  of  C.M.S.  is: 
P.O.  Box  54571,  Terminal  Annex,  Los  An- 
geles, California  90054. 

AHA  appoints  Dr.  Farrier 

Robei-t  M.  Farrier,  M.D.,  associate  direc- 
tor of  the  National  Institutes  of  Health,  Be- 
thesda,  Md.,  has  been  named  director  of  the 
American  Hospital  Association’s  Bureau  of 
Professional  Services,  it  was  announced  by 
Fdwin  L.  Crosby,  M.D.,  director  of  AHA. 

Dr.  Farrier  is  to  assume  his  new  duties 
on  June  1 at  the  Chicago  headquarters  of 
AHA. 

A native  of  Fort  Smith,  Ark.,  Dr.  Farrier 
has  traveled  in  130  foreign  countries,  and 
during  his  tenure  with  the  U.S.  Public  Health 
Service  he  was  medical  officer  in  charge  at 
U.S.  foreign  quarantine  activities  installa- 
tions in  Paris  and  in  Salzburg,  Austria. 


Differences  in  Rate  of  Ethanol  Metabolism 
in  Recently  Drinking  Alcoholic,  and  Non- 
drinking Subjects  — R.  M.  H.  Kater,  N. 
Carulli,  and  F.  L.  Iber  (Lemuel  Shattuck 
Hosp,  Jamaica  Plain,  Mass).  Amer  J Clin 
Nutr  22:1608-1617  (Dec)  1969. 

Recently  drinking  alcoholics  show  two  dif- 
ferences from  control  subjects.  First,  there 
is  a twofold  increase  in  the  removal  of  al- 
cohol from  the  blood  after  oral  ingestion 
and  second,  the  oxidation  of  acetate  to  car- 
bon dioxide  after  intravenous  administration 
is  impaired. 
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Send  For  It 


New  AM  A “timely  tip” 

The  latest  addition  to  the  American  Medi- 
cal Association’s  continuing  issues  of  “Time- 
ly Tips  on  Health  and  Safety”  is  entitled 
“Waging  War  on  German  Measles.” 

These  3 x 51/2""  flyers  and  envelope  staf- 
fers have  proved  extremely  effective  and 
inexpensive  in  carrying  important  topical 
health  messages  to  the  public. 

Forty-five  different  “Tip”  topics  are  now 
available  to  medical  societies  and  physicians. 
They  are  used  extensively  in  pamphlet  read- 
ing racks,  at  health  fairs,  in  physicians’  re- 
ception rooms  and  as  statement  enclosures, 
and  at  a variety  of  appropriate  distribution 
points. 

With  increasing  emphasis  on  “reaching” 
all  citizens,  three  “Tips”  are  now  also  print- 
ed in  Spanish;  the  copy  recommends  meth- 
ods to  control  health  care  expenses,  how  to 
be  a good  patient,  and  how  to  use  drugs 
sensibly. 

Each  “Tip”  subject  may  be  ordered  from 
the  AMA  at  20c  per  100;  orders  from  medi- 
cal societies  are  accorded  the  customary 
50  per  cent  discount. 


Film:  barbecue  fire  safety 

Barbecue  fire  safety  is  the  topic  of  the 
new  film  “It’s  Time  to  Light  the  Fire,”  now 
available  from  the  National  Fire  Protection 
Association  (NFPA). 

This  11 -minute  16mm  production  in  full 
color  and  sound  demonstrates  the  important 
“do’s  and  don’ts”  of  handling  the  barbecue 
fire,  from  start  to  finish. 

One  particularly  strong  sequence  covers 
the  dangers  of  using  liquid  starters  to  fresh- 
en a burning  fire,  shows  the  various  types 
of  starters  available,  and  demonstrates 
safety  precautions  needed  for  each  type. 
Other  scenes  point  up  the  special  hazards  of 
barbecue  fires  on  porches,  balconies  and 
closed-in  spaces,  emphasize  the  clothing  fire 


hazards  of  cook-outs,  and  remind  viewers  to 
keep  small  children  at  a safe  distance  from 
any  barbecue  fire. 

Informative  in  an  entertaining  way,  “It’s 
Time  to  Light  the  Fire”  provides  a service 
opportunity  for  delivery  of  an  impoidant 
home  fire  safety  message  by  many  groups  — 
fire  departments,  insurance  companies,  civic 
organizations,  industrial  firms,  government 
agencies,  utility  companies  and  others.  The 
film  was  produced  by  Film  Communicators 
with  technical  assistance  from  NFPA. 

“It’s  Time  to  Light  the  Fire”  is  available 
at  $130  per  print  from  the  NFPA  Publica- 
tions Service  Department,  60  Batterymarch 
Street,  Boston,  Mass.  02110. 


Hemodialysis  — W.  J.  Johnson  et  al  (Mayo 

Clinic,  Rochester,  Minn).  Arch  Intern 

Med  125:462-467  (March)  1970. 

During  the  past  51/2  years,  several  ap- 
proaches have  been  used  at  the  Mayo  Clinic 
to  provide  treatment  for  patients  with  ter- 
minal uremia.  Of  43  patients  treated  by 
hemodialysis  for  more  than  two  months,  22 
were  treated  in  the  medical  center,  7 were 
treated  in  community  hospitals,  and  16  were 
treated  at  home  (two  were  treated  in  the 
medical  center  and  at  home).  This  report 
compares  costs,  medical  and  vocational  re- 
habilitation, and  incidence  of  complications 
in  the  three  groups.  The  cost  of  initial  can- 
nulation,  treatment  in  the  hospital,  training, 
equipment,  and  remodeling  of  the  home  was 
$10,800  to  $17,600  per  patient.  After  this 
initial  investment,  average  maintenance  costs 
were  $4,000  to  $7,000  per  year  for  treatment 
at  home.  The  cost  per  year  for  treatment 
was  $15,000  at  community  hospitals  and  $20,- 
000  at  the  center.  The  incidence  of  compli- 
cations severe  enough  to  require  hospital  ad- 
mission was  highest  at  community  hospitals 
and  lowest  in  the  group  treated  at  home. 
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Impotence  in  Farm  Workers  Using  Toxic 
Chemicals  — M.  L.  E.  Espir  et  al  (Derby- 
shire Royal  Infinnary,  Derby,  England). 
Brit  Med  J 1:423  (Feb  14)  1970. 

The  occurrence  of  impotence  is  reported 
in  four  men  in  a gang  of  five  farmworkers 
using  various  herbicides  and  pesticides  in 
intensive  agriculture.  These  chemicals  in- 
cluded several  organo  - phosphorus  com- 
pounds, a substituted  phenol,  a dipyridyl,  an 
organo-chloride,  three  substituted  phenoxy 
compounds,  two  triazine  compounds,  a car- 
bamate, a dithiocarbamate,  urea  and  a uracil. 
It  was  not  possible  to  incriminate  one  par- 
ticular substance,  but  the  circumstantial  evi- 
dence and  the  lack  of  any  other  obvious 
cause  suggested  that  the  impotence  was  due 
to  the  toxic  effects  of  one  or  more  of  the 
chemicals  used,  even  though  these  men  had 
no  other  symptoms.  After  avoiding  further 
contact  with  the  chemicals,  and  having  hor- 
mone thei’apy,  sexual  function  returned. 


Traffic  Pollution  and  Mental  Efficiency  — 

J.  Lewis  et  al  (Brighton  College  of  Tech- 
nology, Sussex,  England).  Nature  225:95- 
96  (Jan  3)  1970. 

The  authors  have  compared  the  perform- 
ance, in  a number  of  mental  tests,  of  subjects 
breathing  pure  air  with  their  performance 
when  breathing  air  pumped  in  from  a moder- 
ately busy  road.  In  the  vigilance  test,  detec- 
tion efficiency  dropped  from  a mean  of 
in  pure  air  to  60.0%  when  breathing 
polluted  air.  The  Wilcoxon  test  showed  a 
significant  increase  in  time  to  complete  the 
thirty  sums  when  subjects  were  breathing 
polluted  air.  Mean  digit  height  in  the  digit- 
copying test  did  not  differ  between  the  two 
conditions.  This  study  has  shown  a marked 
decrease  in  the  mental  efficiency  of  subjects 
breathing  air  taken  from  a road  which,  by 
central  London  standards,  is  not  particular- 
ly busy. 


Collaborative  Analysis  of  Long-Tenn  Anti- 
coagulant Administration  After  Acute 
Myocardial  Infarction  — International 
Anticoagulant  Review  Group  (D.  D.  Reid, 
London  School  of  Hygiene  and  Tropical 


Medicine,  London) . Lancet  1 : 203-209 

(Jan  31)  1970. 

An  analysis  has  been  made  of  the  records 
of  2,250  men  and  282  women  included  in  nine 
controlled  trials  of  long-term  anticoagulant 
therapy  after  infarction,  carried  out  during  a 
15-year  period.  The  mortality  experience  of 
“anticoagulant”  and  “comparative”  series, 
which  were  shown  to  be  alike  in  relevant 
clinical  characteristics,  was  significantly  low- 
er (by  20%)  in  males  given  anticoagulants. 
The  difference  between  the  corresponding 
female  groups  could  have  arisen  by  chance. 
The  apparent  benefit  in  men  seems  to  be  re- 
stricted to  patients  reporting,  at  admission 
to  these  trials,  either  prolonged  angina  or 
previous  infarction. 


Ectopic  Pregnancy  — T.  F.  Halpin  (College 
of  Physicians  and  Surgeons,  Columbia 
Univ,  New  York).  Amer  J Obstet  Gynec 
106:227-236  (Jan  15)  1970. 

One  hundred  twenty  - eight  patients,  in 
whom  ectopic  pregnancy  was  one  of  the  ad- 
mitting diagnostic  possibilities,  are  reviewed 
in  an  effort  to  discover  the  distinguishing 
features  between  the  54  patients  who  subse- 
quently proved  to  have  an  ectopic  pregnancy 
and  the  74  patients  who  did  not.  Culdocen- 
tesis,  sequential  hematocrits,  immunopreg- 
nancy  tests,  and  laparoscopy  were  all  helpful 
in  establishing  the  diagnosis.  No  single,  re- 
liable differential  point  could  be  elucidated. 


Surgical  Treatment  of  Chronic  Pancreatitis 
— W.  G.  Wolfe,  D.  Gamburg,  and  W.  W. 
Shingleton  (Duke  Univ  Medical  Center, 
Durham,  NC).  Amer  Surg  36:9-13  (Jan) 
1970. 

The  results  of  operation  in  a group  of  27 
patients  with  chronic  relapsing  pancreatitis, 
treated  by  either  sphincterotomy  or  caudal 
pancreaticojej  unostomy,  are  presented.  Re- 
sults of  operation,  based  upon  degree  of  pain 
relief  and  freedom  from  further  attacks, 
were  similar  for  the  two  procedures,  approxi- 
mately 80%-.  Ten  of  13  patients  who  were 
heavy  alcoholic  drinkers  were  benefited  by 
an  operative  procedure. 
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A urinary  tract 
infection  was 
eiiminated  last  week 


For  women  who  are  diabetic  or  debiiitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracyciine  with  the  antifungal  effectiveness 
of  nystatin-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesn’t  let  monilia  begin 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracyciine  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN ® Demethylchlortetracyciine.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes:  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney -rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracyciine  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 
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Effect  of  Personality  on  Alveolar  Ventilation 
in  Patients  With  Chronic  Airways  Ob- 
struction — T.  J.  H.  Clark  and  G.  M.  Coch- 
rane (Guy’s  Hosp,  London).  Brit  Med  J 
1:273-274  (Jan  31)  1970. 

The  personality  of  44  patients  with  chronic 
airways  obstruction  was  assessed  using  the 
Eysenck  Personality  Inventory  to  provide 
scores  of  extra  version  (E  score)  and  neu- 
roticism  (N  score).  In  addition  to  measure- 
ments of  forced  expired  volume  in  one  sec- 
ond (FEVj),  the  mixed  venous  PCO2  was 
measured  and  compared  with  the  PCO,  pre- 
dicted from  the  FEVj.  There  was  a signifi- 
cant correlation  between  the  E score  and 
the  departure  of  PCO.  from  predicted  mea- 
surement. The  patients  with  lower  PCO2 
than  predicted  were  more  extrovert  than 
those  with  higher  PCO2  than  predicted. 
There  was  no  correlation  between  the  N 
score  and  PCO,  The  personality  of  a patient 
may  play  an  important  role  in  determining 
the  alveolar  ventilation  produced  in  the  pres- 
ence of  airways  obstruction.  Patients  known 
as  “pink  puffers’’  could  more  appropriately 
be  named  “pugnacious  pink  puffers.’’ 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (SVj  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company.  Norfolk,  Nebr.  68701. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Systolic  Hypertension  in  the  Elderly:  An 
Epidemiologic  Assessment  — M.  A.  Colan- 
drea  et  al  (3779  Piedmont  Ave,  Oakland, 
Calif).  Circ  41 :239-246  (Feb)  1970. 

Isolated  systolic  hypertension  (systolic 
blood  pressure  of  160  mm  Hg  or  greater,  dia- 
stolic blood  pressure  less  than  90)  was  in- 
vestigated in  the  Leisure  World  population 
at  Seal  Beach,  Calif.  The  prevalence  of  this 
condition  was  13.9%  if  the  blood  pressure 
at  the  initial  examination  was  used,  but 
dropped  to  2.7%  if  the  subsequent  two  deter- 
minations of  blood  pressure  were  also  re- 
viewed. Seventy-two  of  the  subjects  with 
persistent  systolic  hypertension  were  com- 
pared with  72  matched  normotensive  control 
subjects.  Cardiovascular  morbidity  and  mor- 
tality were  generally  more  frequent  among 
subjects  with  systolic  hypertension.  That 
this  association  is  causal  has  yet  to  be  proved. 
In  this  elderly  population  isolated  systolic 
hypertension  was  a labile,  relatively  infre- 
quent condition  associated  with  an  increased 
risk  of  developing  cardiovascular  complica- 
tions. 
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Vectorcardiogram  Past  40  — A.  C.  Witham 
and  J.  E.  Lahman  (Medical  College  of 
Georgia,  Augusta).  Amer  Heart  J 79:149- 
159  (Feb)  1970. 

Seventy-five  clinically  normal  individuals 
with  a mean  age  of  51  years  were  studied 
with  the  Helm  sponge  VCG  and  compared 
with  a similarly  selected  group  of  133  adults 
whose  mean  age  was  24  years.  Unlike  trac- 
ings recorded  with  the  Frank  VCG  or  stand- 
ard ECG,  there  was  no  decrease  in  spatial 
voltage  in  the  older  adults.  The  latter  had 
more  leftward  loops  in  the  frontal  plane  and 
as  a consequence,  higher  voltage  in  the  hori- 
zontal plane  and  lower  ones  in  the  sagittal. 
Loops  from  the  older  patients  showed  less 
variability  in  voltage  of  Q vectors  and  of  the 
position  of  the  20  msec  and  maximum  vec- 
tors. Women  generally  had  shorter  time 
measurements  for  the  duration  of  QRS  and 
the  onset  of  the  major  vectors.  They  also 
had  less  posterior  voltage,  but  there  was  no 
difference  in  spatial  voltages  for  the  R or 
maximum  vector  as  had  been  found  in  young- 
er women. 


Asymptomatic  Chronic  Hepatitis  — R.  A. 

Levine  and  L.  Ranek  (Brooklyn-Cumber- 

land  Medical  Center,  Brooklyn,  NY).  Gas- 
troenterology 58:371-378  (March)  1970. 

Prolonged  elevation  of  serum  transaminase 
was  correlated  with  liver  biopsy  findings  in 
12  asymptomatic  subjects  followed  nine 
months  to  7^/2  years  after  clinical  recovery 
from  hepatitis.  Transmission  of  hepatitis 
was  by  parenteral  route  in  eight  of  the  12 
subjects,  including  narcotics  use  in  four. 
Minimal  sulfobromophthalein  retention  was 
present  in  four  subjects.  Mild  portal  triad  in- 
flammation with  mononuclear  cells  was  found 
in  all  subjects  and  was  associated  with 
slight  parenchymal  necrosis  in  four.  Re- 
striction of  activity  or  a trial  of  corticos- 
teroid therapy  failed  to  influence  transa- 
minase levels,  which  fluctuated  between  nor- 
mal and  abnormal  in  seven  subjects  and  even- 
tually returned  to  normal  in  one.  Isolated 
elevation  of  transaminase  in  asymptomatic 
persons  after  recovery  from  hepatitis  may  be 
associated  with  portal  triaditis,  indicative  of 
incomplete  healing. 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 
J.  Gurnett,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  C.  D. 

Bell,  Lincoln.  Counties:  Lan- 

caster, Otoe,  Cass. 

Third  District:  Councilor:  Wil- 

liam V.  Glenn.  Falls  City.  Coun- 
ties: Gage,  Johnson,  Nemaha, 

Pawnee,  Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox.  Cedar,  Dixon,  Dakota. 
Antelope.  Pierce,  Thurston.  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson.  Fremont.  Counties: 
Burt.  Washington,  Dodge.  Pl»atte, 
Colfax.  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties: 
Saunders,  Butler,  Polk,  Seward, 
York.  Hamilton. 

Seventh  District : Councilor : Lyle 

Nelson,  Crete.  Counties:  Saline. 
Clay,  Fillmore,  Nuckolls,  Thayer. 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha.  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties:  Hall, 
Custer,  Valley.  Greeley.  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 
W.  Landgraf,  Jr.,  Hastings. 
Counties:  Gosper,  Phelps.  Adams, 
Furnas.  Harlan.  Webster.  Kear- 
ney, Red  Willow,  Chase,  Frontier, 
Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins,  Keith,  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  Chadron.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill.  Kimball,  Cheyenne,  Sioux, 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams Frank  Kamm,  Blue  Hill D.  W.  Kingsley,  Jr.,  Hastings 

Boone Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

Box  Butte J.  J.  Ruffing,  Jr..  Hemingford- F.  P.  Sucgang,  Alliance 

Buffalo C.  P.  Curtiss,  Kearney K.  W.  Ellis,  Kearney 

Burt Arnold  Mullmann.  Oakland Isaiah  Lukens,  Tekamah 

Cass R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

Cheyenne-Kimball-Deuel James  E.  Thayer,  Sidney C.  U.  Bitner,  Sidney 

Clay H.  V.  Nuss.  Sutton 

Cuming Roger  Dilley,  Wisner Thomas  Tibbels,  West  Point 

Custer 

Dawson R.  A.  Sitorius,  Cozad O.  P.  Rosenau,  Cozad 

Dodge W.  G.  Heusel,  Hooper W.  B.  Eaton,  Fremont 

Fillmore Chas.  Ashby,  Geneva 

Five  County Robert  Benthack,  Wayne George  John,  Wayne 

Four  County R.  I.  Westbrook.  Sargent Ben  R.  Meckel,  Burwell 

Gage John  C.  Porter.  Beatrice Klemens  Gustafson,  Beatrice 

Garden-Keith-Pei'kins Robert  Taylor,  Ogallala H.  W.  Rounsborg,  Oshkosh 

Hall R.  F.  DeMay,  Grand  Island B.  J.  Moor.  Grand  Island 

Hamilton J.  M.  Woodard,  Aurora E.  A.  Steenburg,  Aurora 

Holt  & Northwest 

Howard E.  Howard  Hughes,  Scotia E.  C.  Hanisch,  Sr.,  St.  Paul 

Jefferson Gordon  O.  Johnson,  Fairbury Frank  Fallocn,  Fairbury 

Knox R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

Lancaster Harlan  Papenfuss,  Lincoln W.  F.  Nye,  Lincoln 

Lincoln J.  J.  Ford,  North  Platte J.  D.  Ashley,  North  Platte 

Madison R.  E.  Klass,  Norfolk F.  Maii-in,  Norfolk 

Northwest T.  H.  Wallace,  Gordon D.  E.  Metcalf.  Gordon 

Nuckolls P.  J.  Hallgrimson,  Superior T.  C.  Kiekhaefer,  Superior 

Omaha-Doug'as Arnold  Lempka,  Omaha Donald  Pavelka,  Omaha 

Otoe A.  H.  Bonebnake,  Nebr.  City Wm.  C.  Kenner,  Nebr.  City 

Phelps Walter  M.  Reiner.  Holdrege R C.  Anderson,  Holdrege 

Pierce-Antelope Robert  E.  Kopp,  Plainview David  F.  Johnson,  Jr.,  Osmond 

Platte Clinton  Heine.  Columbus A.  H.  Liebentritt.  Columbus 

Saline Robert  Travnicek,  Wilber Robert  Quick.  Crete 

Saunders S.  E.  Wallace,  Wahoo John  Hansen,  Jr.,  Wahoo 

Scotts  Bluff Robert  Barnwell,  Gering John  Schaffer,  Mitchell 

Seward Robt.  Watson.  Seward R.  P.  Hoff,  Seward 

S.E.  Nebraska Wm.  Gentry,  Falls  City Marvin  Holsclaw,  Auburn 

S.W.  Nebraska Bryce  G.  Shopp,  Imperial James  Carson.  McCook 

Stanton H.  S.  Tennant,  Stanton 

Thayer F.  A.  Mountford,  Davenport L.  G.  Bunting.  Hebron 

Washington L.  I.  Grace,  Blair K.  C.  Bagby,  Blair 

York J.  S.  Bell.  York B.  N.  Greenberg,  York 
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ORGANIZATIONS.  STATE=— 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  M.D.,  Dean 
302  North  14th,  Omaha 

International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street.  Omaha  68114 

-Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln 

Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 

rit' 

Mrs.  Novelet  Gibbons,  Room  1219,  WOW  Bldg., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  McMullen,  President 
4115  North  55th,  Omaha  68104 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross-Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  J.I.D.,  Secy. 

1620  M Street,  Lincoln 

Nebraska  Chapter 
American  Academy  of  Pediatrics 
Charles  E.  Look,  M.D.,  Sec’y-Treas. 

3610  Dodge  St.,  Omaha  68131 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
.American  College  of  Surgeons 
Dr.  Barney  B.  Rees.  Sec’y-Treas. 

419  The  Doctors  Building,  Omaha  68131 

Nebraska  Dental  A.ssociation 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln 

Nebraska  Diabetes  Association,  Inc. 

Airs.  E.  H.  Reitan,  Executive  Secy. 

2.305  South  lOth  St.,  Omaha  68108 

Nebraska  Dietetic  .Association 
Marie  Knickrehm.  Ph.D.,  President 
Univ.  of  Nebr.,  East  Campus,  Lincoln  685C3 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl.  Executive  Director 
4201  Dodge,  Omaha 

.Nebraska  Heart  .Association 

Mr.  Joseph  J.  Tholt,  Executive  Director 
430  South  40th  St.,  Omaha 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln 

Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68504 

Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  AI.D.,  Secretary’ 

710  Doctors  Building,  Omaha  69131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  .Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  John  F.  Latenser,  President 
809  The  Doctors  Building,  Omaha 
Nebraska  Society  for  Crippled  Children 
402  South  17th,  Omaha 
Nebraska  Society  for  Internal  Aledicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha 
Nebraska  Society  of  Medical  Technologists 

Marilyn  Crane,  President,  4019  Nicholas,  Omaha 
Nebraska  State  Department  of  Health 
R.  G.  Osborne,  M.D..  Acting  Director 
State  Capitol  Building,  Lincoln 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha 

Nebraska  State  Obstetric  and  Gynecologic  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “0”  Street,  Lincoln 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  .Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha 

Nebraska  Urological  .Association 

Louis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  A’eterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings 

Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary, 

1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha 

Rehabi'itation  Service  Division 

Fred  .A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D.,  President 
42nd  and  Dewey,  Omaha 
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A valuable  hospital  antibiotic 
—when  there  is  no  time 

in  severe  systemic  infections— postoperative  bacteremia.  Gram-negative/staph  pneu- 
monias or  neonatal  sepsis— Kantrex*  (kanamycin  sulfate)  is  often  indicated  before  results 
of  customary  sensitivity  tests  can  be  reported.  Clinical  response  is  often  seen  within  24- 
48  hours  in  susceptible  infections,  with  remission  soon  after. 


1 0 years  of  experience  confirm  the  continuing  effectiveness  of  Kantrex*against  many 
Gram-negative  bacilli  (most  Pseudomonas  are  resistant)  and  staph. 


Because  of  potential  ototoxicity, 
official  package  circular. 


carefully  as  outlined  in  the 


Brief  Summary  of  Prescribing 
Information:  6-9/15/69.  For  com- 
plete information,  consult  Official 
Package  Circular. 

Indications:  Infections  of  the  urinary,  res- 
piratory and  gastrointestinal  tracts  and  of 
skin,  soft  tissues,  bone,  periosteum  and  blood 
due  to  sensitive  organisms.  Culture  and  sensitivity 
studies  should  be  performed. 

Contraindications:  A history  of  hypersensitivity  to  the  drug. 

Prior  auditory  damage  by  kanamycin  or  other  agents  may  be  a contrain- 
dication if  effective  alternative  therapy  is  available. 

Warnings:  Since  the  drug  is  excreted  almost  entirely  by  glomerular 
filtration,  renal  malfunction  can  cause  abnormally  high  serum  levels  of 
kanamycin  which  may  prove  ototoxic.  Assess  renal  function  periodi- 
cally, both  before  and  during  therapy.  Renal  dysfunction  or  pre-renal 
azotemia  sharply  increase  the  risk  of  ototoxicity  and  permanent  deaf- 
ness. In  such  cases  decrease  the  size  and  frequency  of  doses.  Discontinue 
kanamycin  and  check  hearing  if  azotemia  increases.  In  older  patients 
and  patients  receiving  a total  dose  in  excess  of  15  Grams,  watch  care- 
fully for  signs  of  ototoxicity. 

Precautions:  If  mycotic  or  bacterial  superinfection  occurs,  discontinue 
kanamycin  and  initiate  appropriate  therapy.  Cumulative  ototoxic  effects 
may  be  produced  by  concurrent  or  consecutive  use  of  other  ototoxic 
drugs.  High  doses  may  cause  irritation  at  injection  sites.  The  drug s/)otz/c/ 
not  be  physically  mixed  with  other  antimicrobials. 

Adverse  Reactions:  Severe  irreversible  hearing  loss  may  occur.  Stop 


therapy  if  tinnitus,  subjective  hear- 
ing loss  or  high  frequency  loss  de- 
velop. Signs  of  renal  irritation  may 
appear  (casts,  cells,  proteinuria).  If  renal 
function  is  normal,  such  irritation  is  revers- 
ible and  IS  not  necessarily  an  indication  for  stop- 
ping therapy.  Skin  eruptions  have  been  noted 
rarely.  To  avoid  neuromuscular  paralysis  with  respira- 
tory depression,  postpone  intraperitoneal  instillation  in  post- 
operative patients  until  recovery  from  anesthesia  and  muscle  relaxants 
IS  complete. 

Dosage  and  Administration:  The  usual  dose  is  7.5  mg. /Kg. /1 2 hours 
I.M.  The  average  adult  dose  is  1 Gram  daily  and  should  not  exceed  1 .5 
Gram  even  in  the  heaviest  patients.  Uncomplicated  infections  due  to 
sensitive  organisms  should  respond  in  24  to  48  hours.  If  no  response 
occurs  in  5 days,  stop  therapy  and  recheck  the  bacterial  sensitivities. 
Hydrate  patients  well  to  minimize  renal  irritation.  Inject  deeply  into  the 
upper  outer  quadrant  of  the  gluteal  muscle.  Discard  partially  used  vials 
after  48  hours. 

Supplied:  Rubber  capped  vials  as  a ready-to-use  sterile  aqueous  solu- 
tion in  two  concentrations:  0.5  Gm.  in  2 ml.  1 .0  Gm.  in  3 ml. 

Also  available — Pediatric  Injection  75  mg.  in  2 ml. 

A.H.F.S.  Category  8: 12.28 
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Direct  Blood  Pressure  Measurements  in  Bra- 
chial and  Femoral  Arteries  in  Children  — 
M.  K.  Park  and  W.  G.  Guntheroth  (Univ 
of  Washington  School  of  Medicine,  Seattle) . 
Circ  41:231-238  (Feb)  1970. 

Intra-arterial  pressure  in  the  brachial  ar- 
tery was  compared  with  that  in  the  femoral 
artery  in  children.  There  were  no  significant 
differences  in  systolic,  diastolic,  or  mean 
pressures.  The  average  auscultatory  systolic 
pressure  in  the  arm,  obtained  with  a cuff 
20%  wider  than  the  limb,  was  identical  to 
the  average  direct  systolic  pressure  in  the 
brachial  and  femoral  arteries.  The  auscul- 
tatory systolic  pressure  in  the  leg,  using  the 
same  criterion  for  cuff  width,  was  11  mm 
Hg  higher  than  the  direct  pressures.  The 
discrepancy  could  represent  either  a sys- 
tematic error  in  cuff  size  of  inadequate  width 
or  length  or  additional  systolic  amplification 
between  the  femoral  and  popliteal  arteries. 
Since  the  femoral  pressure  is  widely  used  in 
cardiac  catheterization,  this  pressure  is  sug- 
gested as  the  standard  for  calibrating  auscul- 
tatory techniques.  For  leg  blood  pressure 
measurements  a cuff  at  least  25%  wider  than 
the  average  leg  diameter  and  long  enough  to 
encircle  the  limb  is  recommended. 
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The  28%  Venturi  Mask  in  Obstructive  Air- 
way Disease  — G.  A.  Bedon,  A.  J.  Block, 
and  W.  C.  Ball,  Jr.  (Johns  Hopkins  Hosp, 
Baltimore).  Arch  Intern  Med  125:106-113 
(Jan)  1970. 

The  28%  Venturi  mask  is  effective  in 
correcting  hypoxemia  in  60%  of  patients 
with  acute  respiratory  failure.  Patients 
with  an  initial  oxygen  tension  of  less  than 
30  mm  Hg  are  unlikely  to  achieve  adequate 
oxygenation  with  this  mask  and  probably 
should  be  treated  initially  with  35%  oxygen. 
Although  mean  increases  in  oxygen  ten- 
sion are  fairly  constant,  the  variability  from 
patient  to  patient  is  more  marked  among 
acutely  ill  patients  and  probably  results 
from  the  variable  degree  of  anatomic  right- 
to-left  shunting  present.  There  is  little 
danger  of  precipitating  acute  COo  narcosis 
with  the  28%  Venturi  mask,  and  in  most 
cases  it  is  preferable  for  oxygen  therapy 
in  acute  respiratory  failure. 


Evaluation  and  Treatment  of  the  Suspected 
Drug  User  in  the  Emergency  Room  — 
G.  G.  Dimijian  (3511  X Hall,  Suite  106, 
Dallas,  Texas)  and  F.  A.  Radelat.  Arch 
Int  Med  125:162-170  (Jan)  1970. 

Fundamental  to  the  evaluation  of  the  drug 
user  is  a determination  of  whether  the  pa- 
tient's drug-related  sjmiptoms  are  those  of 
intoxication,  abstinence,  or  “flashback”  or  a 
combination  of  these  categories  and  if  other 
symptoms  are  being  masked  by  the  effects 
of  the  drug.  The  mental  status  is  examined 
for  clues  suggestive  of  a specific  drug  effect, 
and  physiological  and  laboratorj’  tests  and 
incidental  evidence  of  drug  use  are  consid- 
ered. The  possibility  of  coexisting  illness 
or  injury  must  not  be  overlooked.  In  the 
management  of  the  acutely  disturbed  pa- 
tient. an  avenue  of  communication  may  be 
more  effective  than  drug  therapy  in  alleviat- 
ing the  patient’s  anxiety.  In  some  cases 
gastric  lavage,  forced  diuresis,  or  hemodi- 
alysis may  be  indicated.  Withdrawal  man- 
agement of  the  opiate  and  barbiturate  addict 
usually  requires  hospitalization. 


Respiratory  Distress  in  the  Newborn  — L. 
P.  Finnegan  et  al  (Philadelphia  General 
Hosp,  Philadelphia).  Amer  J Dis  Child 
119:212-217  (March)  1970. 

The  value  of  roentgenography  in  the  diag- 
nosis and  prognosis  of  respiratory  distress  in 
the  newborn  has  been  analyzed  by  correlat- 
ing respiratory  clinical,  pathological,  and 
radiological  diagnoses  in  92  infants  with  res- 
piratory distress  in  the  first  12  hours  of  life. 
Roentgen  diagnoses  included  hyaline  mem- 
brane disease,  pneumonia,  fetal  aspiration, 
hyperaeration,  pneumothorax,  pneumomedi- 
astinum, atelectasis,  cardiomegaly,  and  nor- 
mal chest.  Pathologic  pulmonary  findings 
correlated  with  radiologic  diagnosis  in  58% 
of  the  cases.  The  roentgenographic  appear- 
ance of  fine  granularity  or  opacification  with 
air  bronchograms  was  not  limited  to  infants 
with  hyaline  membrane  disease  but  in  gen- 
eral was  associated  with  a poor  prognosis. 


Seizures  Beginning  After  the  Age  of  60  — 
L.  R.  Carney  et  al  (Mayo  Clinic,  Rochester, 
Minn).  Arch  Intern  Med  124:707-709 
(Dec)  1969. 

Of  92  patients  with  seizures  beginning 
after  the  age  of  60,  20  (22%)  were  found 
to  have  brain  neoplasms  and  nine  (10%) 
to  have  other  known  causes  of  seizures.  In 
63  cases  (68%),  the  etiology  remains  un- 
known. As  compared  with  patients  having 
seizures  of  unknown  etiology,  patients  in  the 
tumor  group  exhibited  a preponderance  of 
focal  findings  (clinical  and  electroencephalo- 
graphic).  insidious  onset  of  symptoms,  short 
duration  of  illness,  and  focal  extratemporal 
seizures.  The  proportion  of  patients  with 
seizures  caused  by  neoplasms  declined  with 
advancing  age  (28%  of  those  in  their  70s 
and  7%  of  those  older).  Despite  this  de- 
cline, tumor  remains  an  important  consid- 
eration for  diagnosis  when  seizures  begin 
for  the  first  time  after  the  age  of  60. 
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Simian  Virus  40  in  Polio  Vaccine:  Follow-up 
of  Newborn  Recipients  — J.  F.  Fraumeni, 
Jr.,  et  al  (National  Cancer  Institute,  Be- 
thesda,  Md).  Science  167:59-60  (Jan  2) 
1970. 

Soon  after  birth,  when  susceptibility  to 
carcinogens  should  be  enhanced,  a group  of 
children  received  oral  polio  vaccine  which  was 
later  found  to  contain  significant  amounts  of 
simian  virus  (SV)  40.  Eight  years  after 
the  incident,  no  cancer  deaths  have  been  ob- 
served among  the  vaccinated  chilren.  Now 
scrupulously  excluded  from  all  vaccines,  SV 
40  is  a reminder  of  the  potential  danger  of 
“silent”  adventitious  agents  in  vaccines  and 
the  necessity  for  follow-up  of  persons  receiv- 
ing immunization. 


Evaluation  of  String  Test  in  Nonbleeding  In- 
dividuals — D.  M.  Switz  and  H.  P.  Roth 
(1846  35th  St,  Rochester,  Minn).  Gastro- 
enterology 58:185-188  (Feb)  1970. 

Using  the  commercially  available  gastro- 
intestinal string,  type  2,  the  authors  evaluat- 
ed the  string  test  without  fluorescein  in  15 
volunteers  who  had  no  evidence  of  gastro- 
intestinal tract  disease  or  bleeding.  By 
Smith’s  criteria,  six  subjects  (40%)  had  sig- 
nificant blood  stains  on  the  string.  Such  a 
large  proportion  of  false-positive  results  em- 
phasize the  limited  diagnostic  usefulness  of 
the  string  test. 
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Clinical  Studies  in  Thermography:  Part  II  — 

H.  L.  Karpman  et  al  (465  N Roxbury  Dr, 
Beverly  Hills,  Calif) . Arch  Environ 
Health  20:412-417  (March)  1970. 

Although  the  majority  of  thermographic 
examinations  in  this  study  were  in  the  region 
of  the  low  back,  traumatic  soft  tissue  injuries 
to  various  portions  of  the  anatomy  were 
also  examined  thermographically.  Thermog- 
raphy is  an  extremely  useful  clinical  aid  in 
the  objective  evaluation  of  acute  musculo- 
ligamentous  injuries.  In  addition,  thermo- 
grams of  the  low  back  were  obtained  on  34 
patients  who  were  being  examined  during  the 
course  of  routine  preemployment  physical  ex- 
aminations. Abnormal  thermographic  find- 
ings were  discovered  in  30%  of  the  asymp- 
tomatic patients  whereas  abnormal  x-rays 
were  discovered  in  only  15%  of  the  asymp- 
tomatic patients. 

Are  Divided  Function  Studies  Necessary  in 
Treatment  of  Renovascular  Hypertension? 
— V.  J.  O’Conor,  Jr.,  and  N.  M.  Simon 
(Northwestern  Univ  Medical  Center,  Chi- 
cago). J Urol  103:119-125  (Feb)  1970. 

Divided  renal  function  studies  are  of  sig- 
nificant value  in  the  treatment  of  various 
aspects  of  renovascular  hypertension.  Renal 
venous  renin  activity  is  not  always  increased 
in  patients  with  surgically  remedial  renovas- 
cular hypertension.  Moreover,  elevated  renin 
activity  does  not  necessarily  indicate  whether 
or  not  hypertension  will  remit  following  op- 
erative treatment.  Presently,  the  determina- 
tion of  accurate  individual  renal  function 
ability  of  the  contralateral  (unaffected)  kid- 
ney continues  to  be  of  at  least  equal  prognos- 
tic significance.  As  many  diagnostic  tests  as 
possible  should  be  carried  out  in  all  patients 
with  renovascular  hypertension  who  are  to 
be  considered  for  operative  procedures. 

Use  of  Suction  With  Suprapubic  Bladder 
Drainage  — D.  H.  Kariher  et  al  (Highland 
Hosp,  Rochester,  NY).  Obstet  Gynec  35: 
401-404  (March)  1970. 

The  use  of  suprapubic  bladder  drainage  to 
replace  the  Foley  catheter  has  been  shown  to 
result  in  decreased  urinary  infection  and 
increased  patient  comfort.  Small-bore  tubing 


is  the  least  traumatic  but  results  in  more  fre- 
quent obstruction.  The  effectiveness  of  the 
addition  of  suction  to  the  system  was  investi- 
gated. One  hundred  and  one  cases  were 
studied,  in  which  a hemovac  suction  bag  was 
attached  to  a small-bore  suprapubic  catheter. 
Comparison  was  made  to  Foley  catheter 
drainage.  Decreased  urinary  infection  was 
confirmed.  Instances  of  obstruction  in  the 
catheter  decreased.  Nursing  care  of  patients 
was  simplified,  patient  comfort  greatly  in- 
creased and  traumatic  complications  were 
minimal. 

Primary  Carcinoma  of  Vagina  — A.  L. 
Herbst,  T.  H.  Green,  Jr.,  and  H.  Ulfelder 
(Vincent  Memorial  Hosp,  Boston).  Amer 
J Obstet  Gynec  106:210-218  (Jan  15) 
1970. 

Data  from  68  cases  of  primary  carcinoma 
of  the  vagina  are  analyzed  in  detail.  The  tu- 
mors tended  to  occur  beyond  the  fifth  dec- 
ade of  life  and  were  primarily  epidermoid 
carcinomas.  No  etiologic  factor  for  their  de- 
velopment was  found.  The  International 
Staging  Classification  was  useful  prognos- 
tically  but  prospective  application  should  pro- 
vide more  accurate  statistics.  Effective 
treatment  was  accomplished  with  radical  sur- 
gery. Involvement  of  regional  lymph  nodes 
with  tumor  markedly  worsens  the  prognosis. 
Recurrences  usually  occurred  in  the  pelvis 
and  did  not  respond  to  treatment. 
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THE  WHOLE  TOOTH 

Of  course,  there  are  uppers  and  lowers, 
or  maxillary  and  mandibular;  and  we  have 
primary  (deciduous  or  temporary)  and  per- 
manent teeth.  We  can  even  divide  them  into 
the  anterior  (incisors  and  cuspid),  and  pos- 
terior or  buccal.  But  individual  teeth  have 
names  and  are  now  getting  numbers,  and 
both  are  worth  noting. 

The  eye  tooth  is  the  upper  canine,  and 
the  canines  are  the  cuspids,  or  the  teaHng 
teeth.  A jaiv  tooth  is  any  lower  molar.  The 
stomach  tooth  is  a lower  canine,  and  azzyle 
teeth  are  the  molars.  The  grinders  are  the 
double  teeth  or  molars,  and  the  ivisdom  teeth 
are  the  third  molars.  Cheek  teeth  are  pos- 
teriors, and  labial  teeth  are  anteriors ; morsal 
teeth  are  anteriors,  too.  Milk  teeth  are  de- 
ciduous; ivang  teeth  are  molars,  and  so  are 
ivall  teeth.  The  angular  tooth  is  the  canine. 

But  teeth  have  proper  anatomical  names, 
too,  and  why  not  use  them?  It  is  suggested 
that  we  number  them  now,  starting  far  later- 
ally with  the  right  uppers,  proceeding  across 
the  midline  to  the  farthest  lateral  left  up- 
per, then  down  to  the  left  lower,  and  across 
to  the  right  lower.  And  as  one  might  guess, 
some  want  to  start  elsewhere,  and  the  result 
is  confusion.  The  “right  upper  central  in- 
cisor” is  wordy,  and  may  be  too  much  for 
computers,  but  there  is  no  mistaking  its 
meaning. 

When  checker  champions  play  chess,  their 
games  are  apt  to  be  funny,  and  it  may  seem 
equally  so  for  a physician  to  counsel  den- 
tists, but  then  I have  never  understood  why 
dentistry  is  not  a medical  specialty,  when 
proctology,  dermatology,  psychiatry,  and 
otology  are  practiced  by  physicians.  I sup- 
pose the  numbers  will  win,  “8”  is  more  ef- 
ficient than  “right  upper  central  incisor.” 
I kept  saying  “Garfield  three”  for  a long 
time  for  my  telephone  number,  but  now  I 
say  “four  two  three,”  sadly.  And  I want  to 
think  of  my  right  upper  central  incisor  as  a 
living  part  of  me,  while  I still  have  it,  not 
just  number  eight. 

We  could  ask  the  tooth  fairy. 

— F.C. 


EASY  WRITING 

Medical  writing  is  a rather  highly  spe- 
cialized form  of  what  is  sometimes  called 
literature,  and  deserves  better  than  it  gets. 
Good  English  is  wanted,  but  not  at  the  ex- 
pense of  bad  medicine,  and  some  articles 
are  better  left  alone  before  overzealous  cor- 
rectors make  them  worse.  Good  construction 
does  not  always  demand  whole  sentences,  and 
while  I like  good  writing,  I love  easy  read- 
ing. 

Consider ; 

The  patient  is  an  elderly  gentleman, 
eighty  years  of  age. 

Translation : Male,  80. 

His  present  employment  is  that  of  a 
salesman. 

Translation : Salesman. 

The  patient’s  pulse  rate  is  seventy  beats 
per  minute. 

Translation:  Pulse  70. 

Put  them  all  together,  and  you  get  this: 
The  patient  is  an  elderly  gentleman, 
eighty  years  of  age.  His  present  em- 
ployment is  that  of  a salesman.  The 
patient’s  pulse  rate  is  seventy  beats  per 
minute. 

Or  you  can  have  this : 

Male,  80;  salesman;  pulse  70. 

Or  (I  like  it  better,  but  then  I’m  a top- 
to-bottom  reader)  this: 

Male,  80. 

Salesman. 

Pulse  70. 

“You  write  with  ease 
To  show  your  breeding 
But  easy  writing’s 
Cursed  hard  reading.” 

Sheridan  was  right. 

—F.C. 


MY  LAST  TONSILLECTOMY 

It  has  been  years  since  I delivered  a baby, 
and  since  our  gynecologist  took  out  tonsils. 
And  long  ago,  the  urologist  learned  diseases 
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of  the  eye  and  the  neurosurgeon  was  exposed 
to  dermatology’.  We  were  taught  every- 
thing, and  then  waited  to  see  if  we  would 
use  it  or  not.  Eight  percent  of  physicians 
choose  their  specialty  before  the  junior 
year,  23%  before  the  senior  year,  and  46% 
before  graduating.  While  they  are  interns, 
83%  of  them  have  already  selected  their 
field,  and  17%  decide  later.  The  number  of 
doctors  who  decide  on  general  practice  is 
well  known  and  has,  unfortunately  or  not, 
ceased  to  be  a majority. 

So  many  of  us  were  taught  so  much  that 
we  do  not  use  that,  while  I do  not  profess 
to  have  the  answer,  I wonder. 

— F.C. 


Congenital  Syphilis  Has  Many  Faces  — R. 
McDonald  (Univ  of  Cape  Town,  South 
Africa).  Clin  Pediat  9:110-114  (Feb) 
1970. 

Five  children  presented  different  clinical 
aspects  of  congenital  syphilis.  A small-for- 
dates  baby,  whose  mother  is  unmarried  and 
who  has  had  no  prenatal  care,  may  well  be 
the  victim  of  congenital  syphilis.  Enlarge- 
ment of  liver  and  of  spleen  and  a generalized 
lymphadenopathy  are  not  infrequent  signs, 
sometimes  accompanied  by  jaundice.  One 
striking  and  significant  sign  is  pseudoparaly- 
sis. When  the  kidney  is  involved  there  is 
usually  edema.  Urinary  and  serum  findings 
may  be  typical  of  the  nephrotic  syndrome  or 
there  may  be  hematuria  and  casts  in  the 
urine,  more  suggestive  of  a nephritis.  Peni- 
cillin, still  fully  effective,  remains  the  drug 
of  choice  and  when  properly  given  can  be  ex- 
pected to  control  congenital  syphilis. 


Clinical  Evaluation  of  Internal  Mammary- 
Artery  Implantation  — R.  Balcon  et  al 
(National  Heart  Hosp,  London).  Lancet 
1:440-442  (Feb  28)  1970. 

Twenty  patients  with  severe  ischemic 
heart  disease  were  assessed  before  and  at 
least  ten  months  after  a revascularization 
procedure.  The  assessment  consisted  of  clin- 


ical examination  with  special  attention  to  the 
signs  of  left  ventricular  dysfunction,  electro- 
cardiogram, chest  x-ray,  and  selective  coro- 
nary anigography.  An  objective  assessment 
was  obtained  by  an  atrial  pacing  test.  The 
operation  consisted  of  bilateral  internal  mam- 
mary-artery implantation  in  17  patients  and 
unilateral  in  three.  Five  of  them  had  some 
additional  procedure  done.  The  assessment 
was  repeated  after  operation  with  internal- 
mammary  angiography  in  place  of  coronary 
angiography.  Seventeen  patients  survived 
more  than  one  year  and  12  of  these  (71%) 
were  subjectively  improved.  They  repre- 
sent 60%  of  the  original  group.  The  objec- 
tive assessment  by  atrial  pacing  correlated 
with  the  clinical  results.  Angiographic  evi- 
dence of  communication  of  the  implanted 
vessel  with  the  coronary-artery  tree  was 
demonsti'ated  in  only  three  patients  and  13 
of  the  18  vessels  assessed  were  occluded. 


Recent  Experience  With  Skin  Cancer  — R. 

G.  Freeman  and  J.  M.  Knox  (Baylor  Col- 
lege of  Medicine,  Houston).  Arch  Derm 

101:403-408  (April)  1970. 

From  analysis  of  data  on  1,953  consecu- 
tive patients  with  squamous  cell  carcinoma, 
basal  cell  carcinoma,  or  actinic  keratosis,  it 
was  shown  that  the  average  age  of  occur- 
rence of  actinic  keratoses  and  basal  cell  car- 
cinoma was  younger  than  for  squamous  cell 
carcinoma.  The  occurrence  of  basal  cell 
carcinoma  decreases  more  rapidly  than  that 
of  squamous  cell  carcinoma  in  the  elderly. 
In  another  group  of  17,767  tumors,  analysis 
of  the  seasonal  occurrence  of  actinic  kera- 
tosis, squamous  cell  carcinoma,  basal  cell  epi- 
thelioma, and  keratoacanthoma  proved  a sta- 
tistically significant  decrease  in  occurrence 
of  squamous  and  basal  cell  tumors  during 
the  winter.  A similar  but  less  significant 
trend  was  seen  for  actinic  keratoses  and 
keratoacanthomas.  Protection  against  sun 
exposure  of  actinically  damaged  skin  might 
reduce  the  number  of  skin  cancers.  In  the 
11,264  skin  cancers  seen  in  the  last  ten  years, 
the  relative  incidence  of  squamous  cell  car- 
cinoma has  decreased  and  a steadily  rising 
incidence  of  basal  cell  carcinoma  has  been 
observed. 
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ORIGINAL  ARTICLES 


Tumor  Grade  in  the  Prognosis 
Of  Breast  Cancer 


Operative  specimens  of  182  patients  with 
breast  cancer  were  evaluated  both  accord- 
ing to  nuclear  grade  and  according  to  a 
multi-factorial  method  of  grading,  without 
regard  to  therapy  or  noncancer  related 
mortality.  After  grading,  clinical  records 
were  consulted  to  ascertain  survival  of  the 
patients,  in  an  attempt  to  relate  grading 
to  prognosis.  Follow-up  data  were  available 
for  152  of  the  cases.  By  either  method, 
only  40  to  43%  of  patients  with  the  most 
malignant  grade  survived  five  years,  while 
60%  with  the  intermediate  grade  and  77 
to  82%  of  those  with  the  least  malignant 
grade  survived  this  period.  For  the  method 
of  nuclear  grading,  these  results  are  sig- 
nificant at  the  5%  level.  These  data  would 
indicate  that  the  degree  of  lethality  of 
breast  cancer  can  be  assessed  by  evaluation 
of  nuclear  anaplasia  alone,  and  that  re- 
sponse to  therapy  should  be  measured  in 
relation  to  the  histological  grade  of  malig- 
nancy. 

REAST  cancer  is  the  leading 
cause  of  death  in  American 
women  from  40  to  44  years  of 
age.  The  benefits  of  treatment  of  breast 
cancer  have  done  little  to  change  the  death 
rate  of  the  disease  during  the  last  30  years. ^ 
Thus  the  topic  of  treatment  of  mammary 
carcinoma  remains  controversial,  with  little 
general  agreement  as  to  the  most  suitable 
plan  of  management  for  most  cases.  Dif- 
ficulty arises  from  the  fact  that  similar  re- 
sults are  often  achieved  from  different 
modes  of  treatment,  but  again  the  same 
measures,  even  in  the  hands  of  well-known 
authorities,  have  produced  a wide  variation 
of  results.  Some  patients  with  quite  ad- 
vanced tumors  live  a surprising  number  of 
years,  while  others  with  apparently  limited 
tumor  growth,  go  on  to  die  of  breast  can- 
cer in  a few  months. 

It  has  become  evident  that  the  behavior 
of  carcinoma  of  the  breast  is  extremely 
variable. 

In  order  to  make  an  estimation  of  prog- 
nosis and  to  determine  the  effectiveness  of 
therapeutic  procedures,  strictly  comparable 
groups  of  patients  must  be  obtained.  To 
group  or  classify  patients  with  mammary 
carcinoma  for  such  purposes  we  need  to  de- 
termine the  degree  of  malignancy  of  these 
tumors. 


WILLIAM  I.  EICHNER,  B.Sc.; 

HENRY  M.  LEMON.  M.D.; 

Proiessor  oi  Medicine 

GILBERT  FRIEDELL.  M.D., 

Senior  Research  Associate  in  Pathology. 
Harvard  Medical  School 

Department  Internal  Medicine. 
University  oi  Nebraska  College  oi  Medicine 
Omaha.  Nebraska 


Greenough”  first  devised  a method  for 
grouping  mammary  carcinomas  in  1925,  us- 
ing the  principle  of  anaplasia,  both  of  cel- 
lular pattern  and  individual  cells  and  nu- 
clei. He  recognized  the  inadequacy  of 
classifying  breast  tumors  according  to 
whether  they  are  medullary,  scirrhous  or 
adenocarcinoma,  because  the  same  specimen 
often  takes  on  different  appearances  in  dif- 
ferent locations. 

Using  Greenough’s  principles,  Bloom®'®-'^ 
succeeded  in  dividing  1409  breast  cancer 
cases  into  three  groups  according  to  histo- 
logical degree  of  malignancy.  A significant 
correlation  between  malignancy  and  prog- 
nosis was  illustrated  with  5 year  survival 
rates  ranging  from  32%  for  the  most  malig- 
nant group  of  tumors  to  75%  for  the  least 
malignant  group. 

Black,  Opler,  and  Speer*- ^ were  able  to 
relate  breast  cancer  lethality  to  the  single 
factor  of  nuclear  differentiation  present  in 
the  tissue  specimens,  with  survivals  of  three 
classes  ranging  from  35%  to  90%. 

In  this  paper  we  present  a comparison  of 
two  such  methods  of  grouping,  and  attempt 
to  illustrate  their  value  in  prognosis  by  eval- 
uating a series  of  breast  carcinomas. 

Materials  and  Methods 

Histological  grading  was  performed  on 
initial  operative  specimens  from  192  pa- 
tients with  breast  cancer,  treated  between 
1955  and  1962.  One  hundred  of  the  pa- 
tients were  treated  at  the  University  of 
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Nebraska  College  of  Medicine,  and  the  re- 
maining 92  by  Dr.  Charles  W.  McLaughlin 
at  the  Nebraska  Methodist  Hospital.  By 
the  criteria  used  for  grading,  all  hemotoxy- 
lin  and  eosin  stained  slides  from  these  speci- 
mens were  scrutinized  in  order  to  pick  one 
or  two  slides  representative  of  the  malig- 
nanc}^  of  each  tumor.  In  case  of  a true 
variation  in  the  malignancy  pattern  of  a 
tumor,  the  slides  showing  the  greatest  de- 
gree of  malignancy  were  used  for  grading. 
Available  slides  of  lymph  node  metastases 
were  also  considered  in  selecting  representa- 
tive sections.  No  frozen  sections  were  used 
for  grading.  Ten  cases  from  the  University 
were  excluded  from  the  study,  either  because 
the  specimen  was  to  small  to  grade,  or  be- 
cause no  carcinoma  could  be  found  in  the 
available  sections. 

Representative  sections  from  each  case 
were  first  graded  with  respect  to  nuclear 
anaplasia,  using  a scale  graded  from  1 to 
3.  Nuclei  showing  pleomorphism,  that  is 
nonuniformity  in  size  and  shape,  along  with 
clumping  of  chromatin,  prominent  nucleoli, 
and  numerous  mitoses  were  given  a grade 
of  1,  with  this  group  falling  at  the  most 
malignant  end  of  the  scale.  Nuclei  showing 
a high  degree  of  similarity,  a homogeneous 
appearance  of  delicate  chromatin  strands, 


and  absence  of  nucleoli  or  mitoses  were 
graded  as  3,  or  least  malignant.  Those  speci- 
mens with  intermediate  degrees  of  nuclear 
anaplasia  were  assigned  grade  2. 

The  sections  were  also  graded  according 
to  the  three  histological  factors  suggested 
by  Bloom, namely  the  degree  of  tubule 
formation,  nuclear  pleomorphism,  and  the 
presence  of  hyperchromatic  and  mitotic  nu- 
clei. By  this  method,  from  one  to  three 
points  are  allocated  for  each  factor,  with  the 
total  number  of  points  determining  the  final 

Table  1 


RELATIONSHIP 

OF  NUCLEAR 

GRADE 

TO 

FIVE 

YEAR 

SURVIVAL 

Degree  of  Malignancy 

Lowest 

Inter- 

mediate 

Highest 

ToUl 

Number  of  Cases  _ 

_ 33 

79 

40 

152 

5-year  Survivals 

_ 27 

47 

16 

90 

% 5-year 
Survivals 

82 

60 

40 

59 

Table  2 

RELATIONSHIP  OF  MULTI-FACTOR  GRADE 
TO  FIVE  YEAR  SURVIVAL 


Degree  of  Malignancy 

Lowest 

Inter- 

mediate 

Highest 

Total 

Number  of  Cases 

__  35 

71 

46 

152 

5-year  Survivals  _ 

27 

43 

20 

90 

9^-  5-year 
Survivals 

77 

61 

43 

59 
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grade  of  malignancy  assigned  to  the  speci- 
men. 

Only  after  such  grading  was  completed 
were  clinical  and  follow-up  data  from  the 
University  Tumor  Registry  and  from  Dr. 
McLaughlin’s  office  files  consulted  and 
analyzed. 


Results 

One  hundred  fifty-two  of  the  patients  had 
been  followed  either  until  death  or  for  a 
minimum  of  five  years.  Tables  1 and  2 
show  the  relationship  between  the  grades 
of  malignancy  and  the  five  year  survivals 
of  these  patients.  By  either  method  of 


Grade  2 — Intermediate  Gmde 


Grade  3 — Most  Unfavorable  Grade 
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grading  there  exists  a linear  relationship 
between  the  percentage  of  patients  surviv- 
ing five  years  and  the  degree  of  malignancy 
indicated  by  the  histological  grade.  For 
the  nuclear  grading  method  this  correlation 
is  statistically  significant  at  the  5%  level 
by  the  Chi  square  test. 

Information  concerning  the  status  of 
axillary  lymph  nodes  was  available  for  149 
of  the  cases.  Sixty-two  percent  of  these  pa- 
tients were  found  to  have  metastatic  cancer 
in  axillary  nodes  at  the  time  of  operation. 
Table  3 and  Figure  1 show  the  various  five 

Table  3 

RELATIONSHIP  OF  NUCLEAR  GRADE  AND 
AXILLARY  METASTASES  TO  FIVE 
YEAR  SURVIVAL 

Degree  of  Malignancy  Lowest  Intermediate  Highest 

% Surviving  5 Years 

with  negative  nodes 95  78  56 

% Surviving  5 Years 

with  positive  nodes 58  51  34 


year  survival  rates  when  both  nuclear  grade 
and  axillary  metastases  are  taken  into  ac- 
count. By  considering  both  the  inherent 
malignancy  of  the  tumors  and  the  extent 
of  their  spread  groups  were  derived  whose 
five  year  survival  rates  ranged  from  34% 
to  95%. 

Discussion 

It  is  apparent  that  a relatively  accurate 
indication  of  the  possible  outcome  in  breast 
cancer  can  be  derived  by  considering  the 
nuclear  structure  of  the  tumor  cells  and 
grading  these  nuclei  as  to  their  apparent 
malignancy  in  the  primary  tumor.  Such  a 
system  penuits  the  classification  of  speci- 
mens into  comparable  groups.  Combined 
with  this  means  of  classification,  clinical 
staging  becomes  a useful  tool  in  estimating 
the  prognosis  of  breast  cancer. 

More  significant  is  the  concept  that  ther- 
apy can  be  accurately  assessed  only  by  evalu- 


% 5-year 
Survival 


Figure  1 

Sur\'ival  according  to  nuclear  grade  and  axillary  metastases. 
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ating  its  effect  on  strictly  comparable  groups 
of  patients.  For  this  purpose,  such  a sys- 
tem of  grouping  might  be  used  to  evaluate 
the  different  lines  of  approach  now  avail- 
able for  the  treatment  of  breast  cancer. 

A particular  advantage  of  the  nuclear 
grading  method  of  classification  is  its  sim- 
plicity in  application.  Routine  preparations 
are  used;  the  criteria  are  straight  forward 
and  easily  learned ; the  procedure  is  not  time- 
consuming.  It  must  be  emphasized  that  this 
system  is  useful  only  as  a guide  to  prog- 
nosis; one  should  not  expect  any  degree  of 
mathematical  accuracy  in  predicting  the  out- 
come of  individual  cases. 

SEND  REPRINT  REQUESTS  TO  Henry  M.  Lemon,  M.D., 
Department  of  Internal  Medicine,  University  of  Nebraska  Col- 
legre  of  Medicine,  42nd  and  Dewey  Avenue,  Omaha,  Nebraska 
68105. 
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A Correlation  of  Initial  Blood  Counts  with 
Survival  Time  in  Patients  with  Acute 
Lymphocytic  Leukemia 


AiMONG  the  acute  leukemias,  the 
lymphocytic  type  is  unusual  in 
that,  unlike  the  monocytic  and 
granulocytic  tn^es,  it  affects  primarily  chil- 
dren and  young  adults. * With  the  introduc- 
tion of  a large  number  of  new  antileukemic 
drugs  and  other  methods  of  therapy,  acute 
lymphocytic  leukemia  has  a markedly  in- 
creased rate  of  remission  and  nearly  three 
times  the  mean  survival  time  of  the  other 
acute  leukemias.®  It  has  been  established  for 
some  time  that  children  and  young  adults 
with  the  disease  achieve  far  longer  and  more 
frequent  remissions  than  do  very  young  in- 
fants and  older  adults  with  the  disease.^ 

The  age  of  a patient  who  has  been  diag- 
nosed as  a case  of  acute  lymphocytic  leu- 
kemia, then,  is  one  figure  that  might  pos- 
sibly be  used  in  predicting  how  a patient 
with  the  disease  will  do  — i.e.,  how  effec- 
tively and  how  quickly  a hematologic  and 
clinical  remission  may  be  achieved  and,  per- 
haps, how  many  such  remissions  over  how 
long  a period  of  time  may  be  expected. 
Indeed,  the  therapeutic  method  to  be  used 
might  possibly  be  influenced  by  such  initial 
findings.  The  study  to  be  presented  will 
examine  other  such  predictive  possibilities; 
specifically,  it  will  deal  with  the  blood  pic- 
ture of  patients  at  the  time  the  diagnosis 
of  acute  lymphocytic  leukemia  is  estab- 
lished. 

Several  areas  of  the  blood  picture  may  be 
considered.  Thrombocytopenia  is  considered 
by  many  investigators  to  be  a significant 
blood  finding  in  acute  leukemia,  although  it 
is  not  always  present  early  in  the  disease. ^ 
A great  majority  of  cases  show  diminished 
platelet  counts  eventually  in  the  course  of 
the  disease  and  very  low  levels  are  common. 
The  platelet  count  rises  with  successful 
treatment  and  gives  a valuable  guide  to  the 
degree  of  remission  achieved. 

Anemia  is  often  the  symptom  which  first 
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brings  the  patient  to  his  physician.  Leu- 
kemic changes  are  often  present  in  the  blood 
at  this  early  stage.  If  leukemic  changes 
are  not  found,  it  is  often  months  or  even 
years  later  that  such  “undiagnosable”  cases 
are  ultimately  revealed  as  cases  of  acute 
leukemia.^ 

Lymphatic  proliferation  in  the  marrow  is 
greatly  accelerated  with  widely  varying  de- 
grees of  lymphocytes  and  lymphoblasts.^ 
The  levels  of  lymphocytes  and  blast  fonns 
in  the  peripheral  blood  smear  may  vary 
from  very  low  to  very  high  levels.® 

Although  at  present  there  are  no  demon- 
strable cures,  long  survival  time  is  not  rare. 
This  increased  survival  is  related  to  the 
effectiveness  of  remission  induction  and 
maintenance.®  The  pui-pose  of  this  study  is 
to  explore  the  possibility  of  predicting, 
through  the  initial  blood  picture  presented 
by  the  patient,  such  effectiveness  and  main- 
tenance of  remission. 

Materials  and  Methods 

In  the  execution  of  this  survey,  the  data 
processing  system  of  the  University  of  Ne- 
braska College  of  Medicine  has  been  utilized. 
For  the  study  to  be  described,  an  IBM  1800 
computer  was  used  with  a 1443  printer  and 
a 2402  magnetic  tape  unit  from  which  the 
data,  previously  transferred  from  standard 
IBM  cards  to  magnetic  tape,  may  be  re- 
trieved. Code  sheets  were  previously  de- 
signed to  make  possible  a numerical  system 
of  coding.  The  cards  contain  data  concern- 
ing history,  physical  findings,  drug  therapy, 

•University  of  Nebraska  College  of  Medicine,  Division  of 
Hematology, 
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laboratory  studies,  and  environmental  and 
other  information  that  may  be  pertinent.'^ 

For  this  study,  two  separate  programs 
have  been  used.  The  first  provides  a com- 
plete chronological  record  of  each  patient 
seen  in  the  hematology  clinic.  For  each  visit, 
the  program  prints  out  a record  of  physical 
findings,  drug  regimens,  a complete  blood 
study  and  other  pertinent  data. 

The  second  program  is  designed  to  permit 
a comparison  of  the  survival  time  of  a pa- 
tient with  acute  lymphocytic  leukemia  and 
the  blood  picture  presented  at  the  time  of 
diagnosis.  For  each  patient,  the  program 
will  provide  the  age  of  the  patient  at  the 
time  of  diagnosis,  the  survival  time  in 


months  and  the  following  initial  blood 
values : reticulocyte  count,  platelet  count, 
percentage  of  lymphocytes,  percentage  of 
blast  forms,  white  cell  count,  red  cell  count 
and  hemoglobin  level.  In  this  study,  an 
initial  value  refers  to  a value  obtained  on 
or  as  near  as  possible  to  the  date  on  which 
the  diagnosis  of  acute  lymphocytic  leu- 
kemia was  made.  If  a blood  study  on  the 
exact  date  of  diagnosis  has  not  been  re- 
corded, the  program  will  “scan”  the  entire 
record  and  “test”  each  figure  separately 
until  a value  is  found  that  was  recorded  as 
near  to  the  diagnosis  date  as  appears  on  the 
record.  The  figures  as  finally  recorded  by 
the  computer  may  thus  be  collected  from  a 
number  of  independent  blood  studies  done 


Table  1 


SUMMARY 

OF  INITIAL 

BLOOD 

STUDIES 

FOR  33  PATIENTS 

WITH  ACUTE 

LYMPHOCYTIC  LEUKEMIA 

Age  at 

Survival 

Initial% 

Initial 

Initial% 

Initial* 

Initial 

Initial 

Initial 

Dx.-yrs.  Months 

Retie.  Ct. 

Platelets 

Lymphs -1- 

Blasts  - 

[-  WBC 

RBC  (xlOa) 

Hgb  (Gms%) 

57  . 

__  0 

2.0 

188,000 

11 

6 

7,800 

2.4 

7.3 

3 . 

0 

0.7 

28,000 

91 

2 

20,200 

1.2 

9.7 

27  . 

0 

0.4 

15,800 

38 

1 

7,000 

2.9 

9.2 

43  . 

1 

1.4 

109,000 

25 

72 

106,000 

2.3 

7.9 

76  . 

1 

0.5 

30,000 

13 

68 

41, .300 

3.8 

10.7 

1 . 

2 

3.2 

99,000 

14 

4 

45,200 

2.8 

6.2 

17  . 

2 

3.2 

99,000 

34 

15 

26,200 

4.2 

11.5 

5 - 

- 2 

0.7 

28,000 

75 

15 

75,000 

3.5 

10.0 

5 . 

_ 2 

0.7 

28,000 

33 

15 

31,000 

4.0 

9.5 

56  . 

3 

1.8 

50,000 

12 

85 

72,300 

1.8 

6.2 

23  . 

3 

0.6 

38,000 

50 

5 

9,500 

2.3 

5.5 

19 

4 

0.6 

98,000 

48 

72 

7,000 

4.3 

12.7 

4 . 

5 

0.2 

525,000 

50 

1 

1,700 

— 

14.6 

2 

5 

2.0 

24,000 

55 

1 

6,000 

3.2 

14.4 

51  . 

6 

3.2 

99,000 

5 

23 

132,500 

2.8 

14.4 

73  . 

___  6 

1.3 

149,000 

10 

82 

52,800 

3.4 

12.2 

3 . 

8 

0.4 

194,000 

22 

17 

2,200 

4.4 

5.8 

9 . 

8 

1.5 

1,000,000 

30 

18 

8,300 

— 

12.3 

7 . 

9 

0.1 

— 

33 

18 

21,500 

— 

14.4 

40  . 

9 

0.1 

21,000 

16 

17 

92,000 

3.0 

9.1 

16  . 

9 

0.1 

21,000 

16 

17 

30,500 

3.0 

9.5 

37  . 

11 

0.4 

30,000 

80 

72 

2,500 

4.3 

8.5 

11  . 

12 

0.9 

26,200 

69 

23 

196,000 

5.0 

13.0 

6 . 

. - _.13 

1.5 

34,000 

44 

18 

8,600 

2.9 

10.1 

9 . 

15 

0.4 

14,000 

31 

72 

16,100 

4.3 

8.5 

2 . 

16 

0.4 

900,000 

22 

17 

17,700 

4.4 

12.4 

19  . 

20* 

0.5 

23,000 

1 

99 

675,000 

2.2 

7.0 

3 

22 

1.0 

13,000 

49 

43 

2,500 

1.6 

4.6 

17  . 

28* 

0.1 

52,000 

82 

9 

3,000 

2.2 

8.8 

5 . 

32 

0.6 

98,000 

97 

72 

16,100 

4.3 

12.8 

2 

33 

0.4 

15,800 

96 

1 

41,200 

1.9 

5.0 

3 . 

36** 

1.0 

13,000 

1 

99 

33,000 

1.6 

6.C 

5 . 

-_56 

1.3 

14,000 

93 

82 

3,700 

1.3 

3.5 

♦Still  living  as  of  September  30,  1969 
♦♦Lost  to  Follow-up 

— Indicates  an  initial  value  is  not  available. 

-1-If  the  sum  of  the  values  in  these  two  columns  for  one  patient  is  greater  than  100, 
this  signifies  that  at  least  two  laboratory  studies,  independent  of  each  other, 
were  tested  and  used  as  “valid”  by  the  computer. 
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within  several  days.  A blood  study  done 
both  after  the  diagnosis  has  been  established 
and  after  transfusions  or  drug  therapy  has 
been  initiated  is  not  considered  as  a valid 
initial  figure  by  the  computer  and  is  not 
recorded. 

The  survival  time  of  the  patient  is  then 
compared  with  the  data  described  above. 
For  this  study  survival  time  is  defined  as 
the  number  of  months  (to  the  nearest 
whole  month)  from  the  date  of  diagnosis 
of  acute  lymphocytic  leukemia  to  the  death 
of  the  patient.  For  comparative  purposes 
the  patients  are  divided  arbitrarily  into  two 
groups;  those  who  survived  less  than  eight 
months  are  placed  in  the  first  group,  and 
those  whose  survival  time  is  equal  to  or 
greater  than  eight  months  are  placed  in  the 
second  group. 

Results 

All  the  data  collected  was  taken  directly 
from  the  computer  records  and  is  shown  in 
Table  1.  The  patients  are  arranged  in 
ascending  order  of  survival  time.  Thirty- 
three  patients  are  included  in  this  survey. 
The  age  range  was  1 to  76  years,  with  a 
mean  age  of  20  years  and  a median  age  of 


9 years;  52%  of  the  patients  were  under 
age  10.  Mean  survival  of  the  entire  group 
was  11.5  months,  with  a median  survival  of 
8 months  and  a range  of  0 to  56  months. 
The  mean  and  median  figures  for  each  of 
the  laboratory  values  used  in  this  study 
for  each  of  the  two  patient  groups  and  for 
the  entire  series  of  patients  are  given  in 
Table  2;  these  figures  were  calculated  from 
the  computer  - recorded  data  presented  in 
Table  1. 

It  will  be  noted  that,  while  most  of  these 
laboratory  figures  show  little  significant  dif- 
ference between  the  two  groups  of  patients, 
there  are  at  least  three  sets  of  figures  that 
do  show  some  significant  variation.  The 
mean  reticulocyte  count  for  Group  1 was 
1.41% ; the  median  value  was  1.0%.  In 
Group  2 these  values  were  0.63%  and  0.40% 
respectively.  The  mean  initial  platelet 
count  of  the  patients  in  Group  1 was  100,- 
487 ; the  median  value  was  74,000.  These 
figures  for  Group  2 were  154,325  and  24,- 
750  respectively.  The  mean  platelet  count 
for  the  second  gi'oup  would  be  considerably 
less  were  it  not  for  the  one  patient  having 
a platelet  count  of  one  million.  Finally,  the 
initial  white  cell  count  for  Group  1 shows 


Table  2 

MEAN  AND  MEDIAN  VALUES  OF  INITIAL  BLOOD  STUDIES  IN 
33  PATIENTS  WITH  ACUTE  LYMPHOCYTIC  LEUKEMIA 

Group  1:  Survival  Time:  0-6  months 

Mean  Sunlval  Time:  2.6  months 
Median  Survival  Time:  2 months 
Number  of  Patients:  16 


Initial  % 
Retie,  ct. 

Initial 

Platelets 

Initial  % 
Lymphs 

Initial 

Blasts 

Initial 

WBC 

Initial 

RBC(xlOe) 

Initial 

Hgb(Gms%) 

Mean 

. _ 1.41 

100,487 

35.2 

29.2 

40,093 

2.99 

10.12 

Median  _ . 

1.00 

74,000 

33.5 

15.0 

28,500 

2.90 

9.85 

Group  2:  Sui-vival 

Time:  8-56 

months 

Mean  Sur\’ival  Time 

: 19.8  months 

Median  Survival  Time:  15  months 

Number 

of  Patients: 

17 

Initial  % 
Retie,  et. 

Initial 

Platelets 

Initial  % 
Lymphs 

Initial  % 
Blasts 

Initial 

WBC 

Initial 

RBC(xlOo) 

Initial 

Hgb(Gms%) 

Mean 

0.63 

154,325 

46.0 

40.8 

68,817 

3.09 

8.90 

Median  _ _ 

0.40 

24,750 

33.0 

18.0 

16,100 

3.00 

8.80 

Entire 

Patient  Series:  Sui’\’ival 

Time:  0-56  months 

Mean  Survival  Time: 

11.5  months 

Median  Sur\’ival  Time: 

8 months 

Number  of  Patients: 

33 

Initial  % 
Retie,  et. 

Initial 

Platelets 

Initial  % 
Lymphs 

Initial  % 
Blasts 

Initial 

WBC 

Initial 

RBC(xlOe) 

Initial 

Hgb(Gms%) 

Mean 

1.01 

131,500 

40.8 

35.2 

54,891 

3.04 

9.49 

Median 

0.07 

32,000 

33.0 

18.0 

20,200 

3.00 

9.50 
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a mean  of  40,093  and  a median  figure  of  28,- 
500.  These  values  for  Group  2 are  68,817 
and  16,100,  respectively.  Again  the  mean 
value  for  Group  2 would  be  much  lower  were 
it  not  for  one  patient  whose  initial  white 
cell  count  was  675,000.  It  is  interesting 
to  note  that,  with  the  exceptions  of  the  mean 
initial  platelet  and  white  cell  counts,  all  the 
values  mentioned  are  significantly  lower  for 
Group  2 than  the  corresponding  values  for 
Group  1.  The  correlation  between  this  ob- 
servation and  the  survival  time  is  also  of 
interest.  The  patients  in  Group  1 had  a 
mean  survival  of  2.6  months  and  a median 
survival  time  of  2 months,  while  the  patients 
in  Group  2 had  a mean  survival  of  19.8 
months  with  a median  survival  time  of  15 
months.  Finally  the  correlation  between  the 
ages  of  the  patients  in  the  two  groups  and 
their  respective  survival  times  is  significant. 
The  mean  age  of  the  patients  in  group  1 
was  29  years,  with  a median  age  of  21 
years.  The  corresponding  figures  for  Group 
2 were  11  years  and  9 years  respectively. 

Discussion 

From  the  above  data  it  may  be  seen  that 
a few  definite  statistical  trends  tend  to  oc- 
cur. These  are  illustrated  by  the  significant 
differences  in  the  reticulocyte,  platelet  and 
white  cell  counts  between  the  two  groups. 
It  must  be  remembered  that  in  all  instances 
these  values  represent  blood  studies  done 
prior  to  any  type  of  therapy  to  the  patient. 
This,  then,  eliminates  the  possibility  of 
specific  treatment  for  acute  lymphocytic 
leukemia,  by  drugs  or  by  transfusion,  hav- 
ing an  effect  upon  the  presenting  blood  pic- 
ture of  the  patient.  The  main  interest  de- 
rived from  this  survey  lies  in  the  possibility 
of  being  able  to  predict  from  the  initial  blood 
picture  of  a patient  how  well  he  will  do,  in 
terms  of  achievement  of  a clinical  and  hema- 
tological remission  and  in  terms  of  survival 
time,  and  in  choosing  appropriate  means  of 
therapy.  Obviously  the  earlier  the  diagnosis 
can  be  made,  the  better  chance  the  physi- 
cian has  of  being  able  to  help  his  patient, 
and  this  may  well  be  a definite  factor  in  the 
prognosis  of  the  patient.  At  present  it  is 
well  established  that  the  age  of  a patient 
at  the  time  the  diagnosis  of  acute  lympho- 
cytic leukemia  is  made  may  be  used  to  pre- 
dict how  well  the  patient  will  do.  This  dis- 


ease is  largely  one  affecting  young  children, 
and  it  has  been  shown  that  children  and 
young  adults  do  far  better  on  chemotherapy 
and  other  treatment  than  do  older  adults 
with  the  disease.i-2  In  addition  it  has  been 
shown  that  a very  high  white  cell  count  is 
correlated  with  a generally  poor  prognosis.'* 

As  an  aside,  it  is  of  interest  to  note  that 
the  use  of  the  digital  computer  in  such 
studies  is  becoming  a very  significant  time- 
saving and  accurate  way  of  presenting  and 
correlating  data.® 

Summary  and  Conclusions 

Thirty-three  patients  from  the  University 
of  Nebraska  College  of  Medicine  Hematology 
Clinic  having  an  established  diagnosis  of 
acute  lymphocytic  leukemia  have  been  re- 
viewed as  to  their  blood  picture  at  or  very 
near  the  time  of  diagnosis,  and  before  any 
treatment  has  begun.  These  patients  have 
been  arranged  in  order  of  their  survival  time 
and  arbitrarily  divided  into  two  groups  on 
the  basis  of  this  survival  time.  The  digital 
computer  has  aided  in  the  retrieval  of  the 
necessary  data  for  this  suiwey.  The  mean 
and  median  values  of  each  laboratory  count 
have  been  calculated.  The  results  have  been 
compared  with  the  mean  survival  time  for 
each  of  the  two  groups  of  patients.  Some 
definite  trends  are  shown  by  the  data  that 
may  well  serve  as  a basis  for  further  study 
into  the  possibility  of  a physician  being  able 
to  predict  the  course  and  suiwival  of  his  pa- 
tient and  to  institute  appropriate  measures 
of  treatment. 
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the  patients  for  this  study,  and  Rashid 
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Massive  Exogastric  Leiomyosarcoma, 

Case  Report 


Introduction 

Leiomyosarcoma  of  the 

stomach  is  rare,  and  few  sur- 
geons will  acquire  a wide  ex- 
perience in  the  diagnosis  and  surgical  man- 
agement of  this  neoplasm.  The  purpose  of 
this  paper  is  to  report  a massive  exogastric 
leiomyosarcoma  of  the  stomach  and  to  re- 
view some  of  the  pertinent  data  relating  to 
this  infrequent  malignant  gastric  neoplasm. 

Ca.se  History 

A 60-year-old  female  was  admitted 
to  the  Creighton  University  Surgical 
Service  at  Douglas  County  Hospital  on 
June  2,  1963,  complaining  of  general- 
ized abdominal  pain  of  three  days  dura- 
tion. The  pain  had  become  progressive- 
ly more  severe  24  hours  before  ad- 
mission, had  kept  her  awake  at  night, 
did  not  radiate,  was  dull  and  per- 
sistent. She  had  experienced  gradual 
enlargement  of  her  abdomen  over  the 
past  three  years  without  any  associated 
pain  or  other  symptomatology.  In 
1960,  she  had  been  hospitalized  at  an- 
other hospital,  where  a diagnosis  of 
spastic  colitis  was  made,  and  she  was 
treated  by  diet  and  a sulfa  prepara- 
tion. Upper  and  lower  gastrointestinal 
series  were  then  within  normal  limits. 
The  patient  further  noted  that  in  the 
last  three  years  she  had  observed  inter- 
mittent bouts  of  bleeding  from  the 
rectum  without  associated  pain,  but 
there  had  been  no  such  bleeding  re- 
cently. With  this  chief  complaint  of 
pain  were  several  episodes  of  vomiting 
in  the  48  hours  prior  to  admission, 
the  vomitus  being  green-yellow  in  color 
and  containing  a considerable  amount 
of  mucus  but  no  undigested  food. 
Twenty-five  years  prior  to  this  admis- 
sion, an  excision  of  a leiomyoma  of  the 
uterus  was  performed,  with  a good 
postoperative  convalescence. 

On  physical  examination,  this  was  a 
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well  developed,  well  nourished  female 
in  mild  abdominal  distress.  She  was 
alert,  cooperative,  and  well  oriented, 
with  obvious  marked  enlargement  of 
the  abdomen.  The  abdomen  was  mark- 
edly distended,  and  the  skin  overlying 
it  was  very  tight,  and  had  a shiny 
leathery  appearance.  A mass  occupied 
almost  all  of  the  abdomen,  measuring 
approximately  30  x 25  cm ; it  was 
smooth  on  some  surfaces  and  nodular 
on  others,  non  - tender  and  movable. 
The  liver,  spleen  and  kidneys  were  not 
palpable.  There  was  no  fluid  wave  on 
percussion.  Pelvic  and  rectal  examina- 
tions were  within  normal  limits. 

Flat  and  upright  films  of  the  abdomen 
demonstrated  a diffuse  mass  occupying 
the  entire  abdominal  area,  with  evidence 
of  scattered  collections  of  small  bowel 
gas.  Upper  gastrointestinal  series  was 
essentially  negative,  except  that  the  up- 
per small  bowel  and  duodenum  were 
displaced  to  the  left  by  a large  mass ; 
there  was  no  evidence  of  hiatal  hernia, 
gastric  neoplasm,  or  gastroduodenal 
ulceration.  Intravenous  pyelography 
was  normal  with  good  bilateral  renal 
function.  Cervical  cytology  report  was 
that  of  heavy  inflammatory  back- 
ground with  an  absence  of  any  abnormal 
or  atypical  cells.  The  laboratory  data 
are  summarized  in  Table  1. 

Hospital  Cou7'se:  Celiotomy  was  per- 

formed on  June  14,  1963,  and  a large  solid 
multinodular  tumor  was  present  measuring 
30  X 22  cm  and  weighing  10,032  grams. 
There  were  numerous  surrounding  adhe- 
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sions,  but  the  mass  was  observed  to  originate 
from  a pedunculated  stalk  from  the  greater 
curvature  of  the  stomach.  Because  the  base 
of  the  pedicle  was  7 cm  long  a sleeve  resec- 
tion of  the  stomach  with  the  mass  and  gi’eat- 
er  omentum  was  performed.  There  were  no 
palpable  lymph  nodes  in  the  regional  areas. 
She  had  a satisfactory  recoveiy  and  was 
discharged  July  13,  1963. 

Because  of  recurrent  high  obstructive 
symptoms  the  patient  was  readmitted  to  the 
hospital  six  months  following  her  dismissal. 
On  December  22,  1963  re-exploration  was 
undertaken,  at  which  time  diffuse  abdom- 
inal sarcomatosis  was  encountered,  includ- 

Table  1 

Hemoglobin 10.5  grams 

Hematocrit 34  percent 

WBC 6,000 

Total  serum  protein 4.9  grams 

.\lbumin 2.4  grams 

Globulin 2.5  grams 

BSP 16.7% 

PBI 8.6  mgs.  % 

All  electrolytes within  normal  limits 


ing  hepatic,  lymph  node,  and  omental  in- 
volvement as  well  as  diffuse  peritoneal  seed- 
ing. She  expired  nine  months  after  the 
initial  surgery.  Chemotherapy  and  radia- 
tion therapy  were  of  no  value. 

Surgical  Pathology  Report:  The  speci- 

men was  30  X 24  X 15  cm  mass,  weighing 
10,032  grams.  The  tumor  arose  from  the 
gastric  wall  and  consisted  of  whirls  and 
masses  of  cells  with  nuclei  which  were 
slightly  variable.  (Figure  1).  Rare  mi- 
totic figures  were  seen  within  the  tumor. 
(Figure  2).  The  nuclei  tended  to  be  very 
large  and  palisading  was  quite  prominent. 
Sections  stained  by  the  Masson  technique 
revealed  occasional  strands  of  fibrous  ma- 
terial within  the  neoplasm.  (Figure  3).  The 
wall  of  the  large  cyst  was  filled  by  blood 
and  was  partially  bounded  by  tumor.  The 
interpretation  was  that  of  a low-grade  leio- 
myosarcoma. 

Discussion 

Smooth  muscle  tumors  comprise  2.5  per- 
cent of  all  gastric  tumors.  Of  the  benign 
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gastric  neoplasms,  40  percent  are  leiomy- 
omas. Leiomyosarcomas  constitute  25  per- 
cent of  all  stomach  sarcomas,  2 percent  of 
the  malignant  tumors  of  the  stomach  and 
60  percent  of  all  gastrointestinal  leiomyo- 
sarcomas.®-!® 

Virchow  initially  suiweyed  this  topic  and 
described  two  variants  of  leiomyosarcoma, 
the  exogastric  and  the  intragastric  types.22 
The  former  is  often  referred  to  as  the  sub- 
serosal  type,  as  this  case  represents,  and 
the  latter  the  sub-mucosal  type,  both  being 
of  equal  frequency.  These  neoplasms  may 
grow  to  a large  size  and  remain  submucous 
or  subserous.®  The  multicentric  origin  of 
leiomyomas  and  leiomyosarcomas  had  been 
dealt  with  at  length  elsewhere.^® 

Various  terms  have  been  employed  to  de- 
scribe this  lesion,  including  these:  myo- 
sarcoma,^®  the  term  myocarcinoma,i  myoma 
sarcomatodes,®  leiomyoma  malignum,i^  my- 
oma sarcomatosum,!'^  myoblastic  sarcoma,!® 
and  finally  in  1908  the  Vienna  surgeon  von 


Hacker  first  introduced  the  term  leiomyo- 
sarcoma.22 

Leiomyosarcoma  of  the  stomach  is  a well 
circumscribed,  seemingly,  (but  never  really) 
pinpoint  to  pea-sized  nodules  consisting  of 
properly  differentiated  nonstriated  muscular 
fibers  found  in  the  wall  of  the  gut.!®  Vir- 
chow thought  that  the  inflammatory  stimu- 
lation of  smooth  muscle  tissue  might  pro- 
duce leiomyomas,^®  while  Cohnheim-Ribbert! 
believed  that  embryonic  cell  rests  within  the 
smooth  muscle  of  the  gastric  wall,  or  its 
blood  vessels,  were  the  origin  of  these  tu- 
mors. These  tumors  indeed,  may  arise  from 
the  smooth  musculature  of  the  gastric  wall 
or  the  musculature  of  gastric  blood  vessels. 

The  size  reached  by  these  tumors  is  quite 
remarkable.  Trafford  reported  a painless 
leiomyoma  that  measured  28  x 19  x 9 cm.!® 
Crile  and  Groves®  reported  a 45  x 35  x 15  cm 
leiomyosarcoma  containing  4,000  ml  of 
fluid.  Manos!2  in  1958,  reported  a 35  x 25 
cm  leiomyosarcoma.  The  largest  tumors  re- 
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ported  were  a 5500  gm  leiomyoma  from  a 
33-year-old  woman  by  Von  Erlach  in 
and  a 5500  gm  leiomyosarcoma  in  a 57-year- 
old  man  by  Brodowski  in  1876d 

In  order  of  frequency,  the  following  symp- 
toms are  usually  observed : hemorrhage,  pain, 
palpable  mass,  weight  loss,  weakness,  and 
symptoms  similar  to  the  ulcer  syndrome. 
Hemmorhage  with  or  without  other  symp- 
toms is  encountered  in  56  percent  of  the 
cases  of  leiomyomas  and  52  percent  of  the 
leiomyosarcomas.  i\Iany  of  these  tumors 
are  silent  even  though  of  considerable  size.^^ 
Sixty  percent  of  the  leiomyomas  and  70  per- 
cent of  the  leiomyosarcomas  manifest  them- 
selves within  12  months  or  less  before  op- 
eration. j\lany  authors  agree  that  leiomyo- 
sarcomas tend  to  grow  faster,  reach  a larger 
size,  and  are  discovered  sooner  than  leio- 
myomas. The  size  and  location  seem  more 
important  than  the  age  of  the  patient  or  the 
length  of  the  history. '• 

Whether  or  not  leiomyomasarcomas  are 


the  result  of  malignant  changes  in  leiomy- 
omas is  the  subject  of  continued  debate,  and 
reference  can  be  made  to  the  work  of  Mar- 
shall and  Aronoffi®  for  further  detail.  Gold- 
en and  Stout  in  their  series  found  metastases 
in  only  30  percent  of  their  cases  at  the  time 
of  operation.*  Gilberson,  Dockerty,  and 
Gray'  found  45  percent,  and  Cameron  et  al* 
found  20.5  percent  to  be  metastatic  at  the 
time  of  celiotomy.  Liver,  lymph  nodes  of 
the  mesentery,  and  the  omentum,  in  that 
order,  were  the  most  frequent  areas  of  meta- 
stases. Of  the  exogastric  tumors,  36  percent 
produced  metastases,  while  only  10.8  per- 
cent of  the  endogastric  tumors  produced 
metastases.  T h u s,  unoperated  malignant 
exogastric  tumors  tend  toward  metastatic 
death,  while  endogastric  tumors  tend  toward 
a hemorrhagic  termination. 

The  first  report  of  a malignant  smooth 
muscle  tumor  of  the  stomach  was  reported 
by  Bruch  in  1847.^  In  1890,  Kunze  attempt- 
ed the  first  removal  of  a smooth  muscle  tu- 
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mor  from  the  stomach  without  success.!^ 
Five  years  later,  von  Erlach  performed  the 
first  satisfactory  removal  of  a smooth 
muscle  tumor  of  the  stomach.22  The  first 
successful  removal  of  an  exogastric  leio- 
myosarcoma was  in  1897  by  von  Eiselberg.21 

The  accepted  treatment  of  leiomyosarcoma 
of  the  stomach  continues  to  be  surgical  ex- 
cision. Subtotal  gastrectomy  would  seem  to 
be  the  operation  of  choice.  Although  leio- 
myosarcoma has  a poorer  prognosis  than 
leiomyoma,  it  has  a better  outlook  than  car- 
cinoma of  the  stomach.  From  the  series  re- 
viewed it  is  difficult  to  calculate  an  accurate 
survival  rate. 

Summary 

1.  A case  history  of  a 60-year-old  female 
with  a 10,032  gram  exogastric  leio- 
myosarcoma of  the  stomach  has  been 
presented. 

2.  Pertinent  historical,  pathological,  di- 
agnostic, and  prognostic  findings  have 
been  reviewed. 
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Medical  Education: 

The  Place  of  Religion  in  Learning  the  Art^ 


Despite  the  considerable  atten- 
tion given  in  recent  years  to 
the  concepts  of  the  whole  man 
and  his  total  care,  this  has  not  includ- 
ed an  adequate  consideration  of  the  re- 
ligious dimension  and  its  importance  in 
medicine.  Yet  there  is  ample  evidence  that 
for  true  comprehensive  care  of  the  patient, 
the  religious  factor  must  be  considered, 
which  in  turn  requires  suitable  education  of 
the  medical  profession  in  this  regard.  The 
contemporary  medical  student  wants  to  learn 
more  about  human  values,  to  develop  his 
social  conscience,  and  to  provide  more  per- 
sonal and  comprehensive  care  for  his  patient. 
These  students  have  also  been  reacting  with 
unrest  to  what  they  consider  a lack  of  suf- 
ficient interest  for  the  whole  field  of  human 
values  in  the  average  American  medical 
school. 1 

Roughly  40  percent  of  the  medical  schools 
in  the  United  States  and  Canada  offer  some 
exposure  to  the  factor  of  religion.^  How- 
ever, there  is  great  variability  as  to  the  con- 
tent and  methods  for  providing  such  teach- 
ing — which  may  be  quite  minimal,  and  per- 
haps offered  only  on  an  extracurricular  and 
nonofficial  basis.  While  didactic  courses 
about  religion  are  favored  by  some,  others 
say  the  only  successful  way  to  present  the 
religious  dimension  is  by  the  attitudes  and 
examples  of  the  faculty.  In  truth,  both  of 
these  approaches  have  merit ; for  today’s 
student  of  medicine  is  largely  inadequately 
prepared  in  the  humanities,  especially  in  the 
field  of  religion,  and  this  deficit  must  be 
corrected.-  Equally  important,  he  must  also 
learn  from  the  attitudes  of  his  teachers  as 
they  demonstrate  respect  and  tolerance  for 
the  religious  beliefs  of  the  patient,  and  con- 
cern for  his  care. 

It  is  entirely  feasible  for  a medical  school 
to  provide  its  students  with  a survey  course 
in  religious  values  and  beliefs,  stressing  the 
importance  of  the  religious  factor  in  medi- 
cine. From  my  personal  experiences  in  offer- 
ing such  courses  over  the  past  four  years,  it 
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seems  reasonably  clear  that  students  enrolled 
in  such  a program  begin  to  develop  more 
tolerance  for  the  beliefs  of  the  patient,  more 
respect  for  his  rights,  and  more  meaning  in 
their  own  lives.®*  * Secondary  schools  and  uni- 
versities should  offer  more  courses  in  re- 
ligion, and  students  should  be  encouraged  to 
take  them.  Ideally,  an  orientation  in  reli- 
gious values  should  begin  in  the  earlier  and 
more  formative  years,  starting  within  the 
family  structure  — for  it  is  at  this  time  that 
such  values  and  concepts  begin  to  germinate. 

Medical  schools  must  be  stimulated  to  re- 
cruit teachers  who  are  sympathetic  with 
these  concepts  and  who  employ  them  in  pa- 
tient care.  ClergjTnen  have  an  important 
teaching  function  in  medical  education  which 
is  not  being  fully  utilized,  and  this  must  be 
actively  explored.®  The  entire  faculty  must 
be  sensitized  to  the  importance  of  this  edu- 
cational need. 

It  is  mandatory  for  the  physician  to  be 
conversant  with  value  systems  and  thinking 
of  our  youth  so  as  to  provide  true  compre- 
hensive care  for  them.  A child  with  un- 
healthy religious  values  or  none  at  all  will 
cope  differently  with  life  and  its  problems 
than  will  a child  with  healthy  religious 
values.  For  example,  a child  who  felt  the 
world  was  evil,  might  more  readily  make  a 
suicidal  attempt  than  one  who  believed  that 
life  was  a precious  gift  from  God  to  be 
expended  wisely  and  enjoyed.  A child  strick- 
en with  disease  might  regard  this  as  punish- 
ment from  God,  thus  affecting  his  recovery. 
In  the  challenges  of  life  met  by  the  adoles- 
cent, he  may  conform  to  peer,  family,  so- 
cial and  religious  standards,  or  he  may  7-ebel. 
Such  rebellion  may  cause  retreat  into  social 
or  psychotic  isolation,  while  a few  gifted 

•This  paper  was  presented  before  the  XII  International 
Congress  of  Pediatrics.  Mexico  City.  December,  1968. 

tAssociate  Professor  of  Pediatrics.  University  of  Nebraska 
College  of  Medicine.  Omaha.  Nebraska. 
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rebels  will  create  or  innovate  new  solutions 
to  the  problems.  In  all  cases,  his  religious 
beliefs  and  values  will  influence  his  methods 
of  coping.®  In  the  light  of  the  foregoing, 
one  may  see  that  those  who  treat  adolescents 
should  be  especially  aware  of  the  religious 
factors  which  can  affect  this  coping  be- 
havior. They  should  possess  enough  knowl- 
edge in  this  area  so  they  can  effectively 
offer  help  to  the  patient  — either  directly, 
or  by  referring  him  to  a clergyman  or  psy- 
chiatrist when  indicated. 

Similarly  with  older  patients  or  parents, 
the  physician  must  be  prepared  to  deal  with 
the  ethical  issues  raised  by  such  problems  as 
the  prolongation  of  life  at  all  costs,  contra- 
ception, abortion,  organ  transplants,  incur- 
able diseases,  and  terminal  illnesses.  He 
must  not  regard  death  as  an  enemy  and  be 
uncomfortable  in  its  presence.  He  should  be 
able  to  deal  effectively  with  grief  and  suf- 
fering, and  to  collaborate  closely  with  the 
clergy  in  such  situations.  In  all  of  these 
areas,  he  can  more  effectively  help  his  pa- 
tient, if  he  knows  and  respects  their  re- 
ligious belifs.'^ 

We  of  the  medical  profession  have  a grave 
and  traditional  responsibility  to  insure  that 
the  students  entrusted  to  our  nurture  receive 


broad  preparation  in  the  humanities,  the  be- 
havioral and  social  services,  as  well  as  the 
usual  required  biosciences.  Medical  admis- 
sions committees  and  pre-medical  advisors 
should  share  this  philosophy.  Students  and 
faculty  thus  equipped  are  sorely  needed  to 
advance  the  declining  emphasis  on  the  per- 
sonal side,  or  art  of  medicine.  This  tradi- 
tional and  necessary  art  is  entirely  com- 
patible and  synonymous  with  normative 
Western  religious  values,  which  stress  the 
love  and  care  of  one’s  fellowman.®- 
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Problems  of  Enforcing  Treatment  in  the 

! 

Recalcitrant  Tuberculous  Patient 


During  the  past  decade  all  the 
states  in  this  country  have 
either  passed  new  legislation 
or  updated  existing  legislation  pertaining 
to  the  compulsory  isolation  of  the  recalci- 
trant tuberculous  patient.  How  has  the 
legislation  worked?  Do  the  statutes  meet 
current  needs  or  should  they  be  revised? 

To  answer  these  questions,  a survey  was 
conducted  to  obtain  information  on  the  prob- 
lems of  enforcing  treatment  under  these 
laws. 

Methods  and  Materials 
The  following  infoiTnation  was  requested 
in  a letter  to  the  50  state  Directors  of  Tu- 
berculosis Control  and  to  the  Control  Officers 
in  four  Territories: 

— A copy  of  legislation  concerning  tuber- 
culosis. 

— Comments  on  the  adequacy  of  the  legis- 
lation. 

— Results  of  any  test  cases  in  court  re- 
garding this  legislation. 

When  it  became  apparent,  following  a re- 
view of  replies  to  the  first  letter  that  there 
was  need  for  additional  information,  the 
following  questions  were  asked  in  a sec- 
ond letter: 

— What  is  the  frequency  of  the  recalci- 
trant tuberculous  patient  in  your  state? 

— What  factor  (s)  are  responsible  for  an 
individual  becoming  a recalcitrant  pa- 
tient? 

— Do  the  tuberculosis  facilities  in  your 
state  have  the  personnel  and  equipment 
to  cope  with  the  problems  presented  by 
the  hospitalized  recalcitrant  patient? 

Results 

Out  of  50  states  and  the  District  of  Colum- 
bia, 45  replied  to  the  first  letter  (88%),  and 
35  replied  to  the  second  letter  (69%).  Six 
states  did  not  answer  either  letter.  The 
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Control  Officer  of  American  Samoa  and  the 
Canal  Zone  also  responded. 

The  following  is  an  analysis  of  the  an- 
swers submitted  in  response  to  the  first  of 
the  two  letters. 

A Copy  of  Your  Tuberculosis  Legislation. 

Of  the  45  states  who  answered,  all  but 
one.  South  Dakota,  had  provisions  for  the 
restraint  of  persons  with  tuberculosis  con- 
sidered to  be  a health  hazard  to  the  com- 
munity. Neither  of  the  two  territories  which 
replied  had  such  legislation. 

Comments  on  the  Adequacy  of  the 
Legislation. 

Nearly  all  of  the  replies  indicated  that 
they  believed  their  laws  were  adequate  to 
handle  their  problems.  Almost  all  of  the 
health  officials  expressed  a reluctance  to 
invoke  the  laws,  and  generally  did  so  as  a 
last  resort.  Their  experiences  were  similar 
to  those  described  in  Louisiana^  where  the 
law  has  been  effective  merely  by  its  pres- 
ence. There  the  threat  of  compulsory  isola- 
tion caused  recalcitrant  patients  to  accept 
voluntary  hospitalization  and  treatment. 
Thus,  the  number  of  persons  now  requir- 
ing compulsory  isolation  in  Louisiana  is  less 
than  the  number  recorded  during  the  period 
shortly  after  the  law  was  passed. 

Problems  relating  to  the  attitudes  of  the 
local  judge  regarding  his  interpretation  of 
the  law  were  discussed  in  several  replies. 
Florida  and  Indiana  officials  stated  that  a 
majority  of  their  judges  would  support  the 
petition  for  commitment,  if  it  were  properly 

•Graduate  of  University  of  Nebraska  Collese  of  Medicine, 
currently  Resident  in  General  Surgery,  Sacred  Heart  Hospital, 
Yankton,  South  Dakota. 

tHead,  Section  on  Pulmonary  Diseases,  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebraska. 
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prepared  and  presented  with  sufficient  evi- 
dence. 

In  Rhode  Island,  it  was  stated  that  the 
law  is  inadequate,  in  that  it  does  not  desig- 
nate the  Police  Department  to  implement 
the  order  given  by  the  Director  of  Health. 
Additional  legislation  is  being  planned  to 
correct  this. 

The  basic  problems  in  Missouri  centers 
around  the  voluntary  entrance  technicality 
in  the  legislation.  If  a patient  enters  the 
sanitarium  voluntarily,  he  can  leave  against 
medical  advice,  and  he  has  his  freedom  until 
an  isolation  order  and/or  commitment  pro- 
ceedings are  begun.  If  he  goes  back  into 
the  sanitarium  voluntarily,  this  same  pro- 
cedure can  be  repeated  almost  indefinitely. 

Minnesota,  Nevada,  Arizona,  Nebraska, 
and  Virginia  health  authorities  all  described 
their  laws  as  being  adequate,  but  at  the  same 
time  they  expressed  a need  for  additional 


legislation  in  dealing  with  the  patient  who 
is  not  infectious  to  others,  but  who  is  still 
in  need  of  chemotherapy. 

American  Samoa  does  not  have  any  legis- 
lation for  the  restraint  of  recalcitrant  tuber- 
culous patients.  However,  the  patient  with 
active  tuberculosis  is  hospitalized  until  he 
becomes  inactive,  and  then  he  is  treated  as 
an  outpatient  for  the  required  time.  Any 
patient  who  leaves  the  hospital  without  con- 
sent is  picked-up  by  the  police  and  returned. 
This  policy,  as  practiced,  has  not  been  ques- 
tioned and  there  have  been  no  test  cases  in 
the  courts. 

The  Panama  Canal  Zone  likewise  has  no 
legislation  concerning  the  recalcitrant  pa- 
tient. There  is,  however,  the  regulation  that 
no  one  can  reside  in  government  quarters 
with  an  infectious  or  contagious  disease. 
Therefore,  anyone  with  active  pulmonary 
tuberculosis  is  recommended  for  hospital 


Table  1 

NUMBER  RECALCITRANT  PATIENTS  AS  OPPOSED  TO  THE 
ENTIRE  TUBERCULOSIS  POPULATION  OF  A STATE 

No.  Recal.  Pts.  % Recal/Total  % AM  A/Total  % Recal/Total  No.  Recal.  Pts. 
STATE  No.  New  Pts. /Annum  TB  Population  Pt.  Population  TB  Admissions  Admitted/Annum 


Alaska 0/108 

Connecticut 2/800 

Nebraska 3/170 

Colorado  5/275 

Maine  5/140 

Florida 2.2 

Iowa 3.0 

Kansas <1.0 

Kentucky <1.0 

Louisiana <1.0 

Montana 5.0-10.0 

Nevada <5.0 

North  Carolina  1.0 

North  Dakota 1.0 

South  Carolina  _.  1.3 

South  Dakota* 1.0 

Utah 2.5 

Missouri 20 

New  Jersey 14 

New  Mexico 3-5 

Oklahoma 30 

Tennessee 8.5 

Wisconsin <5.0 

Georgia 0.69 

Hawaii 2.4 

Maryland 8-10 

Massachusetts  25 

Minnesota 4 

Ohio 32 

* — Indians  7-8% 
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admission.  If  he  refuses  hospitalization,  he 
will  lose  his  quarters  and  he  cannot  reside 
in  the  American  occupied  portion  of  the 
Canal  Zone. 

Results  of  Any  Test  Cases  in  Court 
Regarding  This  Legislation. 

We  received  a reply  from  44  states,  and 
26  said  their  legislation  had  never  been 
tried  in  court.  Four  states  said  their  tuber- 
culosis legislation  had  been  tested  in  a court 
of  law. 

The  states  of  California,  Florida,  and 
Tennessee  have  had  their  tuberculosis  laws 
tested  in  court;  in  each  case  the  court  up- 
held their  validity.  The  outcome  of  one 
State  Supreme  Court  case  in  Arkansas  re- 
sulted in  a reversal  of  the  commitment  pro- 
ceedings because  of  “meager  evidence”  which 
had  been  presented  to  the  court  at  the  time 
of  commitment.  The  Supreme  Court  de- 
clared that  no  chest  x-ray  was  offered,  no 
witnesses  testified,  there  was  no  current 
sputum  report  (a  Veterans  Administration 
sputum  report  submitted  as  evidence  was 
more  than  one  year  old  at  the  time  of  com- 
mitment), the  patient  did  not  refuse  to  be 
isolated  at  home,  and  finally  he  had  not  been 
personally  examined  by  a physician. 

The  following  is  a breakdown  of  the  an- 
swers received  in  response  to  the  second 
letter : 

What  Is  the  Frequency  of  Recalcitrant 
Patients  in  Your  State? 

Replies  were  received  from  34  states. 
Five  states  (Alabama,  Idaho,  Mississippi, 
New  York  and  Pennsylvania)  did  not  keep 
this  type  of  statistics.  The  majority  of  the 
states,  while  not  supplying  us  with  an 

Table  2 

FACTORS  FOR  RECALCITRANCE 

state  Stated  Reasons 

Alaska  — Alcoholism;  lack  of  education;  person- 
ality problems;  prolonged  periods  of  time  with 
no  follow-up. 

Colorado  — Alcoholism;  resentment  of  close  sur- 
veillance; rejection  of  diagnosis  of  TB;  para- 
animosalicylic  acid  causing  gastro-intestinal  up- 
set. 

Connecticut  — Ignorance;  inability  to  understand; 
no  desire  to  understand;  anger;  poverty;  wealth; 
lack  of  responsibility. 


Florida  — Alcoholism;  mental  instability;  worry 
about  financial  status  of  family. 

Georgia  — Lack  of  cooperation. 

Hawaii  — Associated  with  other  asocial  acts;  not 
convinced  of  importance  of  TB  illness. 

Idaho  — Alcoholism;  irresponsibility. 

Indiana  — Craving  for  alcohol;  inadequate  personal 
attention  and  instruction  by  hospital  staff;  in- 
adequate preparation  for  hospitalization. 

Iowa  — Social  stigma;  economic  loss. 

Kansas  — Unwillingness  to  cope  with  treatment 
in  a state  sanitarium;  economic  factors;  reluc- 
tance to  accept  diagnosis  of  TB. 

Kentucky  — Alcoholic;  psychopathic. 

Louisiana  — Males:  over  75%  chronic  alcoholics; 
females:  30-40%  prostitution,  alcoholism  or 

both. 

Minnesota  — Sociopathic  personality  disturbance 
(dissocial  and  antisocial  reaction)  — chronic 
alcoholism;  no  mental  disorders. 

Mississippi  — Fear  of  TB;  rejection  or  diagnosis; 
lack  of  understanding. 

Missouri  — Personality;  length  of  hospitalization; 
removal  from  family. 

Montana  — Alcoholism;  follow-up  duration  of  ther- 
apy and  expense. 

Nebraska  — Eighty  percent  innate  irresponsibility; 
20%  authority  induced. 

Nevada  — Alcoholism. 

New  Jersey  — Alcoholism;  financial  problems; 
marital  status. 

New  Mexico  — Drinking  problems;  difficulties  in 
adjusting  to  new  environment;  lack  of  a home 
situation  where  outpatient  treatment  can  be 
given  with  confidence;  deficiencies  in  health  of- 
ficials handling  of  patients. 

North  Carolina  — Alcoholism;  lack  of  education;  not 
convinced  of  TB  diagnosis;  lower  socioeconomic 
citizens. 

North  Dakota  — Unhappy  with  medical  attention; 
depressed  with  slow’  progress. 

Ohio  — Psychologically  ill-adjusted;  unwdlling  or 
unable  to  understand  problem;  mishandled  in 
home  county. 

Oklahoma  — Alcoholics;  personality  problem;  con- 
flicts with  sanitarium  pei-sonnel;  home  and  fi- 
nancial problems. 

Oregon  — Social  misfit. 

Pennsylvania  — Chronic  alcoholism;  i-ugged  indi- 
vidualistic type  or  loners  who  do  no  imbibe. 

Rhode  Island  — Alcoholism;  underlying  mental 
problem. 

South  Carolina  — Shortage  of  professional  help 
(physicians  and  nurses)  to  counsel  patients; 
low  education  level. 

South  Dakota  — Alcoholism;  failure  of  health  team 
to  establish  effective  communication. 

Tennessee  — Emotional  background. 

Utah  — Alcoholism;  limited  education;  low  socio- 
economic level  — law  breaking  — minority 
ethnic  group. 

Virginia  — Alcoholism;  socioeconomic  personality; 
failure  of  physicians  and  health  agencies  to 
psychologically  prepare  patient  to  accept  diag- 
nosis. 

Wisconsin  — Alcoholism;  borderline  mental  patients. 
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actual  number  of  new  cases,  reported  their 
recalcitrant  patients  in  terms  of  percent 
alone,  or  as  a percent  of  hospitalized  pa- 
tients who  left  against  medical  advice.  The 
incidence  of  recalcitrant  patients  appeared 
to  be  quite  low  (Table  1). 

What  Factor(s)  Are  Responsible 
for  An  Individual  Becoming  a 
Recalitrant  Patient  ? 

Table  2 lists  the  various  factors  for  re- 
calcitrance in  each  of  the  states  which  re- 
plied. 

The  Control  Officer  of  Tennessee  prob- 
ably expressed  the  views  of  the  majority 
of  his  colleagues  when  he  indicated  that 
almost  all  the  recalcitrant  patients  are  in 
some  way  emotionally  disturbed  individuals. 
About  40  percent  of  them  are  chronic  al- 
coholics; others  refuse  to  accept  the  fact 
that  they  have  tuberculosis;  some  are  not 
convinced  of  the  value  of  continued  hos- 
pitalization once  they  begin  to  feel  better; 
others  don’t  like  the  restrictions  imposed 
by  a prolonged  period  of  hospitalization ; 
finally  many  are  disturbed  by  either  the  un- 
sympathetic attitude  of  members  of  the 
Health  Department  before  admission  to  a 
hospital  or  they  have  a sincere  concern 
about  the  welfare  of  their  families  during 
their  absence. 

Do  the  Tuberculosis  Facilities  in  Your 
State  Have  the  Personnel  and  Equipment  to 
Cope  With  the  Problems  Presented  by  the 
Hospitalized  Recalcitrant  Patient  ? 

Listed  below  (Table  3)  are  the  states’ 
appraisal,  as  to  whether  they  possess  ade- 
quate tuberculosis  facilities  for  the  hos- 
pitalized recalcitrant  patient.  Of  the  35 
states  who  answered  this  question,  20  indi- 
cated their  facilities  are  adequate,  while  15 
states  believed  their  facilities  were  inade- 
quate for  various  reasons.  The  presence  or 
absence  of  locked  ward  facilities  were  also 
tabulated  (18  states  have  such  facilities 
whereas  12  states  do  not). 

The  following  were  some  of  the  views  ex- 
pressed by  the  15  states  in  which  the  facili- 
ties were  thought  to  be  inadequate. 

Alaska  at  the  present  time  does  not  have 
a place  to  hospitalize  tuberculosis  patients 


against  their  wishes.  However,  one  of  the 
state  mental  hospitals  is  in  the  process  of 
designing  a wing  to  be  used  for  recalcitrant 
tuberculous  patients. 

The  hospitals  in  Hawaii  are  not  equipped  to 
handle  the  recalcitrant  individual.  Tuber- 
culosis officials,  however,  feel  that  with  the 
continuing  and  rapid  growth  of  their  state, 
the  problem  will  become  more  apparent  and 
the  compulsory  isolation  law  will  need  to  be 
enforced  more  in  the  future. 

In  Kentucky,  the  State  Tuberculosis  Hos- 
pital (District  Two)  located  in  Louisville  has 
locked  accommodations,  but  these  have  been 
found  not  to  be  escape  proof ; and  the  six 
months  time  limit  required  for  compulsory 
hospitalization  is  frequently  not  long  enough 

Table  3 

STATUS  OF  TUBERCULOSIS  FACILITIES 


Adequate  Personnel 

State  and  Facilities  Locked  Wards 

Alaska  No  No 

Arkansas  No 

Colorado Yes  Yes 

Connecticut  Yes  Yes 

Florida  Yes  ^ 

Georgia Yes  Yes 

Hawaii  No  No 

Idaho  Yes  No 

Indiana  No 

Iowa  Yes 

Kansas  No  Yes 

Kentucky To  some  Yes 

extent 

Louisiana  No  Yes  (male) 

No  (female) 

Maryland Yes  No 

Massachusetts  No  No 

Minnesota  No  No 

Mississippi  No  No 

Missouri  Yes  Yes 

Montana  No  Yes 

Nebraska  Yes  Yes 

Nevada  No  No 

New  Jersey Yes  Yes 

New  Mexico Yes  Yes 

New  York Yes  Yes 

North  Carolina  Yes  Yes 

North  Dakota Yes 

Ohio  Yes  Yes 

Oklahoma Yes  Yes 

Oregon  Yes 

Pennsylvania  Yes  No 

South  Carolina Yes  Yes 

South  Dakota No  No 

Tennessee  No  No 

Utah No  No 

Virginia  Yes 

Wisconsin Yes  Yes 
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to  permit  adequate  chemotherapy.  The  same 
hospital  also  has  a special  ward  for  the  psy- 
chotic tuberculous  patient. 

Louisiana  has  only  one  locked  hospital 
ward  (at  the  men’s  penitentiary)  which  has 
been  adequate  for  male  recalcitrant  pa- 
tients, but  it  has  no  locked  facilities  for  the 
female  recalcitrants.  The  states  also  do 
not  have  the  psychiatric  and  social  work 
personnel  to  help  the  patient  with  his  emo- 
tional and  social  difficulties. 

Until  two  years  ago,  Massachusetts  had  a 
small  recalcitrant  patient  treatment  center. 
While  it  was  functioning,  50  patients  were 
treated,  many  of  whom  responded  to  treat- 
ment and  were  declassified  when  they 
showed  signs  of  cooperating.  When  this  par- 
ticular institution  was  closed,  this  type  of 
facility  was  not  replaced,  but  negotiations 
are  under  way  to  activate  another  small  unit 
located  elsewhere  in  the  state. 

Tennessee  had  a contractual  relationship 
with  a private  (county)  tuberculosis  hos- 
pital, to  whom  the  state  paid  a flat  per  diem 
rate  for  handling  of  the  legally  committed 
recalcitrant  patients.  However,  on  June  30, 
1968,  this  institution  was  closed. 

Discussion 

The  states  have  broad  powers  to  enact 
and  enforce  laws  which  protect  and  promote 
the  health  of  their  constituents.  Balanced 
against  this  are  the  constitutional  guaran- 
tees of  personal  liberty  and  protection  of 
private  property.  A person  is  not  at  fault 
for  contracting  tuberculosis,  but  once  a posi- 
tive diagnosis  for  tuberculosis  has  been 
made,  his  actions  become  of  public  concexm. 
Although  the  existing  health  legislation  is 
concerned  with  the  general  welfare,  foi’tun- 
ately  it  appears  the  freedom  and  worth  of 
the  individual  concerned  have  not  been  com- 
promised. 

Of  those  replying,  only  one  state  and  two 
territories  had  no  provisions  for  the  re- 
straint of  persons  with  tuberculosis  consid- 
ered to  be  a health  hazard  to  the  commun- 
ity. Because  the  laws  needed  to  protect  the 
public  health, 3, 4 ^re  not  arbitrary,  oppres- 
sive, or  unreasonable,  there  has  been  very 
little  litigation  concerning  their  validity. 
Three  of  the  four  supreme  courts  of  the 


states  involved  have  upheld  the  validity  of 
the  legislation. 

Generally,  the  control  officers  believed  that 
their  laws  are  not  only  adequate  to  control 
the  problem,  but  they  also  expressed  a re- 
luctance to  invoke  the  laws.  Undoubtedly, 
this  restraint  is  another  reason  why  there 
has  been  only  limited  legal  testing  of  the 
legislation. 

A number  of  the  authorities  stated  that 
the  patients  who  were  restrained  under 
their  laws  were  treated  in  inadequate  fa- 
cilities. This  presents  an  interesting  prob- 
lem similar  to  that  evolving  under  commit- 
ment statutes  for  insanity  when  adequate 
treatment  is  not  available. 

Since  the  procedures  are  quasi-criminal 
in  nature,  punishment  for  illness  raises  other 
issues.  It  is  our  impression  that  the  fol- 
lowing problems  should  be  resolved  uniform- 
ly: (1)  When  is  an  individual  contagious? 

(2)  Must  he  remain  in  the  hospital  until 
he  is  sputum-culture  negative  or  until  he 
has  completed  a certain  period  in  his  chemo- 
therapy? (3)  Is  it  fair  to  hospitalize  a per- 
son to  bring  his  disease  under  control  when 
the  state  lacks  adequate  hospital  and/or 
laboratory  facilities?  (4)  If  a person  is 
forcibly  detained,  should  there  be  some  pro- 
visions for  financial  restitution  to  his  fam- 
ily? 

Not  only  do  the  states  with  compulsory 
isolation  have  an  obligation  to  make  ad- 
justments for  the  diverse  consequences 
which  their  acts  cause,  the  states  also  must 
recognize  that  the  treatment  of  tuberculosis 
is  changing. 

One  of  the  major  problems  today  in  tuber- 
culosis control  concerns  itself  with  main- 
tenance of  chemotherapy  in  a hospital  setting 
for  an  extended  period  of  time  during  most 
of  which  the  patient  is  not  infectious.®  Be- 
cause of  the  present  doubtful  legality  of 
continued  hospitalization  after  a patient  be- 
comes sputum-culture-negative,  the  cost  of 
hospitalization,  and  the  problem  with  ir- 
regular discharges  (AWOL  and  AMA),  some 
states  have  initiated  outpatient  tuberculosis 
clinics  for  continued  chemotherapy. 

In  the  Denver  program,  the  results  of 
posthospital  chemotherapy  have  been  en- 
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couraging.®  All  patients  with  active  tuber- 
culosis, according  to  Denver’s  city  ordinance, 
must  be  isolated.  This  regulation  is  relaxed 
if  patients  will  continue  medication  after 
three  or  more  months  of  hospitalization 
(with  sputum  - culture  conversion).  Fur- 
thermore, alcoholics,  senile  patients,  and 
other  individuals  who  are  expected  or  prove 
to  be  unreliable  are  placed  on  compulsory 
twice  weekly  therapy  consisting  of  high 
dosage  streptomycin  (SM)  and  isoniazid 
(INH).  The  weekly  SM  dosage  is  27  mg/kg 
or  1.4  to  1.9  grams  per  treatment  and  the 
INH  dosage  is  14  mg/kg  or  700-1,000  mg 
per  treatment.  Pyridoxine  (Vitamin  Bg)  is 
given  with  INH.  The  alcoholics  attend  a 
clinic  in  their  neighborhood  on  Monday  and 
Thursday  mornings.  The  senile  patients 
and  others  are  visited  by  a public  health 
nurse.  If  a patient  fails  to  attend  his  clinic, 
he  is  picked-up  by  the  police  as  a public 
health  menace  and,  if  necessary,  given  a sen- 
tence of  up  to  six  months  which  may  be 
served  in  the  hospital  or  in  jail. 

Montana  plans  to  start  “skid  row’’  or 
“Bourbon  Street’’  clinics;  and  Utah  is  hope- 
ful of  establishing  within  the  next  year  a 
place  in  downtown  Salt  Lake  City  where  the 
recalcitrant  alcoholic  patient  infected  with 
tuberculosis  can  get  a free  meal  and  receive 
his  anti-tuberculosis  medications. 

In  Pennsylvania,  under  the  guidance  of 
psychiatric  consultants,  alcoholic  clinics  have 
been  established  at  their  three  state  tuber- 
culosis hospitals.  Following  discharge  these 
patients  continue  their  antituberculosis  chem- 
otherapy at  the  regional  or  home  level  by 
attending  a clinic  for  alcoholics  or  Alcoholics 
Anonymous.  To  date,  this  program  has  not 
been  too  successful  but  additional  efforts 
are  now  being  made  to  change  this. 

Fox"^  has  recommended  the  following 
changes  in  our  present  anti-tuberculosis  regi- 
mens. After  three  months  of  daily  triple 
drug  chemotherapy  in  a hospital  setting, 
one  could  continue  the  chemotherapy  on  an 
out-patient  basis.  This  could  consist  of  SM 
(one  gram)  plus  high  dosage  INH  (16  mg/ 
kg)  administered  twice  a week  for  three 
months.  Then  the  SM  and  INH  (same  dos- 
age) could  be  administered  once  a week 


until  18-24  months  of  chemotherapy  is 
completed.  In  his  opinion  as  well  as  Can- 
etti’s,®  the  critical  phase  in  the  chemo- 
therapy of  tuberculosis  is  when  one  attempts 
to  reduce  the  size  of  the  mycobacterial  popu- 
lation from  10®  to  10.®  Usually  this  occurs 
during  the  first  three  months  of  chemo- 
therapy when  three  drugs  are  used.  Once 
this  has  been  achieved,  the  intensity  of  the 
therapy  can  be  decreased  without  endanger- 
ing the  patient. 

Summary 

A survey  was  made  by  questionnaire  to 
obtain  information  relative  to  the  problems 
of  enforcing  treatment  for  tuberculosis  in 
the  recalcitrant  patient  with  the  existing  tu- 
berculosis legislation. 

Although  a majority  of  the  health  offi- 
cials are  reluctant  to  invoke  the  existing 
laws,  they  believe  that  the  presence  of  such 
legislation  has  been  effective  in  not  only 
reducing  the  number  but  in  obtaining  the 
cooperation  of  the  recalcitrant  patient. 

Rather  than  seek  more  stringent  tuber- 
culosis legislation,  there  appears  to  be  a con- 
sensus that  the  number  of  patients  could  be 
reduced  even  further  if  some  of  the  problems 
created  by  the  legislation  are  more  uniform- 
ly resolved  and  programs  of  chemotherapy 
are  introduced  which  will  enable  the  patient 
to  accept  treatment. 
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Ectopic  Pregnancy 

Associated  with  Fibromyoma 


The  patient  is  32  years  old, 
complaining  of  abdominal 
cramps  and  bloody  vaginal 
discharge  of  ten  days  duration.  She  is  well 
developed,  moderately  obese  with  rather 
large  breasts.  She  states  that  they  are  al- 
ways large.  On  examining  the  abdomen, 
one  feels  a very  hard  firm  mass  which  ex- 
tends up  to  the  umbilicus  and  somewhat  to 
the  right.  It  is  exquisitely  tender.  Pelvic 
examination  reveals  a bloody  discharge  com- 
ing from  the  vagina.  The  cervix  is  small 
and  anterior  and  does  not  have  the  feel  or 
appearance  of  a pregnancy.  There  is  a huge 
intra-abdominal  mass  pressing  on  the  pos- 
terior vaginal  wall  and  on  rectal  examina- 
tion, a huge  tender  mass,  relatively  ill-de- 
fined can  be  felt  anteriorly. 

Report  of  Operation 

The  abdomen  was  opened  and  it  was 
noticed  that  there  were  500  ml  of  clots. 
The  left  adnexa  were  adhered  down  into  the 
pelvis,  and  at  about  one  inch  where  the 
tube  enters  the  uterus,  it  was  ruptured  and 
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blood  clots  were  coming  out  of  it.  The 
right  tube  and  ovary  were  normal.  There 
was  a large  fibroid  present,  about  6x4 
inches.  Hysterectomy  was  done;  the  left 
tube  and  ovary  were  removed;  the  right 
tube  and  ovaiy  were  left  in. 

Fibroids  complicating  pregnancies  are  not 
rare;  however,  fibroids  complicating  ectopic 
pregnancies  are  uncommon.  Convalescence 
following  surgery  was  uneventful.  She  was 
supported  with  two  units  of  whole  blood  and 
dismissed  from  the  hospital  two  weeks  from 
the  date  of  operation. 
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Etiology  and  Pathogenesis 
Of  Hypertension* 


Hypertension  is  a major 

cardiovascular  problem  that 
is  largely  unsolved.  However, 
there  are  a variety  of  drugs  available  for 
treatment  which  used  singly  or  in  combina- 
tion reduce  arterial  pressure  substantially. 
Such  therapeutic  effectiveness  tends  to  ob- 
scure the  fact  that  we  actually  know  very 
little  about  the  mechanisms  of  hypertension 
and  the  functional  details  of  its  natural  his- 
tory. 

Hypertension  is  a symptom,  not  a disease. 
We  know  it  to  be  associated  with  a variety 
of  diseases,  but  these  affect  only  a small 
number  of  patients  so  that  in  most,  hyper- 
tension is  without  apparent  cause.  This 
condition  is  called  essential  hypertension. 
The  term  is  an  archaic  misnomer  because  we 
know  that  hypertension  is  not  essential  for 
anything.  Long  gone  are  the  days  when 
physicians  believed  elevated  arterial  pres- 
sure to  be  essential  for  maintenance  of  tis- 
sue perfusion. 

Although  elevated  blood  pressure,  of 
itself,  is  a symptom,  it  is  often  associated 
with  vascular  diseases  — arteriolar  sclerosis 
or  premature  atherosclerosis.  Arteriolar 
disease  occurs  more  commonly  in  patients 
with  severe  diastolic  hypertension,  while 
premature  atherosclerosis  is  usually  a mani- 
festation of  long  sustained  arterial  pres- 
sure elevation,  even  one  of  mild  degree. 

Hypertension  can  be  classified  in  a num- 
ber of  ways  according  to:  (1)  the  type 

of  arterial  pressure  elevation  — systolic, 
diastolic,  or  mixed,  (2)  the  character  of 
the  elevation  — labile  or  sustained,  (3)  se- 
verity of  the  associated  vascular  disease  — 
mild,  moderate,  severe,  or  malignant  (ac- 
celerated), (4)  or  etiology  — renal,  adrenal, 
cardiovascular,  or  essential.  At  our  present 
level  of  knowledge,  the  etiologic  classifica- 
tion is  the  most  interesting.  Not  only  does 
recognition  of  the  various  causes  of  elevat- 
ed arterial  pressure  lead  to  more  rational 
treatment,  but  also  it  gives  an  opportunity 
to  study  the  mechanisms  of  hypertension. 
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The  hypertensions  that  are  associated 
with  various  diseases  are  called  secondary. 
When  none  of  these  conditions  is  present, 
the  hypertension  is  said  to  be  primary. 
This  term,  like  “essential,”  is  a misnomer 
because  each  hypertension  has  a cause  even 
though  our  knowledge  is  not  sufficient  to 
recognize  it.  Clearly,  the  more  we  have 
learned  the  more  we  have  seen ; for  example, 
consider  the  types  of  hypertension  recog- 
nized in  the  past  20  years.  These  include 
primary  aldosteronism,  renal  arterial  dis- 
ease, and  increased  activity  of  the  beta- 
adrenergic  component  of  the  sympathetic 
nervous  system.  Before  these  types  were 
recognized,  such  patients  were  considered 
to  have  “essential”  or  “primary”  hyperten- 
sion. 

The  physiologic  abnormalities  that  have 
been  found  in  hypertensives  relate  to  the 
nervous  control  of  the  circulation,  catechola- 
mines, cardiac  output  and  peripheral  resist- 
ance, adrenal  steroids,  the  renal  pressor 
system  and  plasma  volume.  Evidence  is 
accumulating  that  these  factors  do  not  op- 
erate alone,  and  it  seems  likely  that  they 
make  up  an  integrated  system,  one  expres- 
sion of  which  is  elevated  blood  pressure. 

When  considering  the  etiology  and  patho- 
genesis of  hypertension,  it  is  an  interesting 
exercise  to  see  how  these  various  factors  are 
interrelated  in  the  different  types  of  hyper- 
tension. Of  course,  our  present  information 
is  incomplete,  but  enough  is  available  to 
make  the  exercise  worthwhile. 

The  most  frequently  occurring  secondary 
hypertensions  now  recognized  are  those  as- 
sociated with  renal  arterial  disease  and  renal 
parenchymal  disease,  pheochromocytoma, 
primary  aldosteronism,  coarctation  of  the 
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aorta  and  increased  activity  of  the  beta- 
adrenergic  nervous  system. 

In  patients  with  renal  arterial  disease,  the 
most  likely  cause  of  hypertension  is,  of 
course,  the  renin-angiotensin  system.  How- 
ever, elevations  of  renin  (which  is  the  com- 
ponent most  readily  measured)  are  not  rou- 
tinely found.  This  suggests  that  other  fac- 
tors are  also  operating  and  since  blood  pres- 
sure can  be  lowered  with  drugs  that  sup- 
press the  activity  of  the  sympathetic  nerv- 
ous system,  this  indicates  a nervous  compon- 
ent in  the  hypertension  as  well.  In  fact,  we 
have  recently  shown  that  these  patients 
often  have  exaggerated  increases  in  blood 
pressure  in  response  to  head-up  tilt.  Fur- 
ther they  tend  to  have  slightly  increased 
cardiac  output  which  may  represent  an  in- 
crease in  nervous  stimulation  of  the  heart. 
Plasma  volume  can  be  decreased  and,  in  our 
experience,  it  is  inversely  related  to  the 
plasma  renin  activity.  Additionally,  aldos- 
terone production  is  often  increased  produc- 
ing a state  of  secondary  aldosteronism. 
Thus,  although  we  cannot  put  together  all 
the  pieces  of  infonnation  in  an  integrated 
fashion,  evidence  is  accumulating  that  the 
hypertension  accompanying  renal  arterial 
disease  is  an  expression  of  a variety  of  ab- 
normalities, only  one  of  which  is  a dis- 
turbance of  the  renin-angiotensin  system. 

In  renal  parenchymal  disease,  there  is  not 
so  much  information  available  concerning 
the  possible  pressor  factors.  However,  there 
have  been  studies  in  patients  with  chronic 
renal  failure  which  show  expansion  of  the 
extracellular  fluid  volumes  and  correction  of 
hypertension  when  these  excesses  are  cor- 
rected by  dialysis.  Further,  there  is  a sug- 
gestion that  with  expanded  plasma  volume 
the  nervous  control  of  the  circulation  is 
lessened  — possibly  because  it  isn’t  so  neces- 
sary when  the  blood  volume  is  high.  Plasma 
renin  activity  has  not  been  consistently 
found  to  be  elevated  although  increased 
activity  of  the  renin  - angiotensin  system 
seems  likely  in  patients  whose  hypertension 
remits  following  bilateral  nephrectomy 
done  in  preparation  for  transplantation. 
Thus,  in  this  type  of  hypertension,  there  are 
indications  that,  in  one  way  or  another, 
three  pressor  factors  participate  — renal 
pressor,  neurogenic,  and  fluid  volume. 


Pheochromocytoma  seems  a much  more 
straightforward  problem  than  that  present- 
ed by  the  other  two  types  of  hypertension. 
Currently,  we  know  that  there  is  increased 
epinephrine  and  norepinephrine  production, 
and  this  seems  reason  enough  for  the  hyper- 
tension. Plasma  volume  can  also  be  reduced, 
and  this  is  important  because  it  may  ex- 
plain the  hypotensive  crises  that  often  oc- 
cur in  these  patients  following  surgical  re- 
moval of  the  tumor. 

In  primary  aldosteronism,  there  is  an  in- 
creased production  of  aldosterone  which  can 
cause  increases  in  body  sodium,  extracel- 
lular fluid  volume  and  plasma  volume.  Along 
with  these  increases,  decreased  activity  of 
the  sympathetic  nervous  system  has  been 
reported.  Plasma  renin  activity  is  low  sug- 
gesting that  this  is  not  a factor  in  the  hyper- 
tension. 

Increased  activity  of  the  beta-adrenergic 
component  of  the  sympathetic  nervous  sys- 
tem can  be  associated  with  hypertension. 
These  patients  have  palpitations  and  exag- 
gerated tachycardia  in  response  to  a variety 
of  normal  stimuli,  such  as  exercise.  They 
have  increased  cardiac  output  but  a normal 
or  near  normal  peripheral  resistance.  Their 
hypertension  can  be  controlled  with  beta- 
blocking drugs  such  as  propranolol. 

Coarctation  of  the  aorta  is  also  recog- 
nized as  an  occasional  cause  of  hypertension. 
If  patients  are  not  in  cardiac  failure,  appar- 
ently hemodynamic  functions  are  normal,  at 
least  in  the  upper  parts  of  the  body  above 
the  coarctation.  However,  until  flow  beyond 
the  coarctation  can  be  measured  reliably, 
hemodynamic  characteristics  of  this  type  of 
hypei'tension  cannot  be  determined.  Other 
pressor  mechanisms  have  not  been  studied  in 
such  patients. 

Although  most  treatments  of  hypertension 
are  empiric  rather  than  based  on  specific 
pressor  mechanisms,  information  is  becom- 
ing increasingly  available  in  various  types 
of  hypertension  which  bids  well  to  describe  a 
number  of  integrated  circulatory  disturb- 
ances, of  which  hypertension  is  one  mani- 
festation. These  desci’iptions  will  provide 
rational,  rather  than  empiric,  treatment. 
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"Rural  Nebraska  — Family  Practice " 


PRESIDENT’S  PAGE 

Trends  in  the  United  States  toward  urban- 
ization and  specialization  in  medical  prac- 
tice have  resulted  in  a concentration  of 
physicians  in  the  larger  cities.  Fifty-four 
million  Americans  (27%)  live  in  rural  areas. 
The  resulting  distribution  of  physicians  in 
certain  areas  leaves  some  rural  commun- 
ities without  immediate  access  to  medical 
care.  Rural  people  in  more  sparsely  populat- 
ed areas  have  only  about  one  half  the  ac- 
cess to  physicians,  dentists,  nurses,  hos- 
pital beds,  and  other  health  resources  when 
compared  to  the  rest  of  the  nation.  Prob- 
lems in  communication  and  transportation 
add  to  the  lack  of  immediate  medical  care. 

Basic  to  the  number  of  health  personnel 
required  to  meet  the  care  needs  and  desires 
of  the  general  public  is  the  determination  of 
how  many  people  there  are  and  will  be  in  the 
state.  These  figures  are  difficult  to  obtain, 
and  estimates  are  frequently  unreliable.  At 
the  time  of  the  1950  census,  Nebraska’s  pop- 
ulation was  1,324,510.  In  1960,  it  was  1,411,- 
300;  an  increase  of  86,000.  According  to  the 
University  of  Nebraska  News,  April  1970, 
“Nebraska’s  total  population  is  estimated  to 
have  been  1,532,324,  an  increase  of  31,000 
or  2.1%  over  the  previous  year.’’  A review 
of  detailed  figures  for  each  of  the  counties 
indicates  that  population  growth  has  been 
concentrated  primarily  around  three  metro- 
politan areas  that  lie  wholly  or  partially  with- 
in the  state  and  along  the  Platte  River  Val- 
ley. Continuation  of  the  rural-urban  move- 
ment of  population  is  evident.  Estimates  in- 
dicate, however,  that  out-migration  from  the 
state  has  been  substantially  slowed  during 
the  decade  of  the  sixties  and  particularly 
since  1965. 

Nebraska  has  problems  of  health  man- 
power, especially  when  considering  medical 
care  in  out-state  Nebraska.  This  was  clear- 
ly demonstrated  on  May  7th  and  8th  when 
representatives  from  25  Nebraska  commun- 
ities came  to  Nebraska  and  Creighton  medical 
schools  to  meet  with  students,  and  to  present 
community  opportunities  for  future  family 
practitioners.  Bankers,  pharmacists,  den- 


tists, company  presidents,  and  other  leaders 
felt  that  the  two  days  spent  with  over  200 
students  was  most  profitable,  and  hoped  it 
would  be  repeated  annually. 

According  to  GP-Family  Physician,  Sep- 
tember 1969,  “The  number  of  physicians  in- 
creased by  95%  from  1931  to  1967.  During 
the  same  period  the  number  of  general  prac- 
titioners in  private  practice  declined  by  44% 
and  the  number  of  specialists  increased  by 
469%.  Recent  surveys  in  various  states 
show  an  increasing  interest  by  students  to 
go  into  family  practice  in  under-doctored 
areas.  More  and  more  medical  schools  are 
offering  family  practice  training  in  newly 
created  departments.  Such  is  true  of  the 
University  of  Nebraska  with  Francis  Land, 
M.D.  as  chairman,  and  Creighton  University 
with  M.  J.  Haller,  M.D.  as  its  chairman.  Dr. 
Land  reports  that  25  senior  students  have 
signed  up  for  family  practice  as  an  elective 
in  addition  to  their  required  four  week  pre- 
ceptorship.  Four  first-year  residents  and 
one  second-year  resident  in  family  practice 
began  July  1st.  This  is  at  least  a beginning 
of  an  effort  to  provide  medical  care  for  out- 
state  Nebraska. 

Dr.  W.  E.  Lotterhos,  president-elect  of  the 
American  Academy  of  General  Practice, 
states,  “The  decline  of  the  GP’s  in  the  sixties 
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will  be  off-set  by  an  incz'ease  in  the  number 
of  family  physicians  in  the  seventies.” 

Family  practice  is  linked  to  group  practice 
by  Dr.  Roger  0.  Egeberg,  HEW’s  Assistant 
Seci’etary  for  Health  and  Scientific  Affairs. 
He  says,  “Physicians  interested  in  the  chal- 
lenges that  family  practice  involves  will  in- 
creasingly be  attracted  to  one  or  another 
fonn  of  group  practice,  where  they  will  have 
the  opportunity  to  manage  effectively  the 
wide  range  of  situations  a family  might  be 
expected  to  present.  At  the  same  time,  these 
family  physicians  will  have  the  assurance 
that  others  in  the  same  group  — specialists 
— can  be  called  on  when  required.” 

The  future  of  the  family  practice  specialty 
wrll  be  bright  in  the  “seventies”  and  brighter 
in  the  “eighties”  if  the  state  association  and 
all  its  specialty  organizations  give  it  their 
whole-hearted  guidance  and  support. 

— C.  R.  Brott,  M.D. 


Hypotensive  Therapy  in  Stroke  Survivors  — 
A.  B.  Carter  (Ashford  Hosp,  Ashford, 
^Middlesex,  England).  Lancet  1:485-489 
(March  7)  1970. 

A prospective  randomized  controlled  trial 
of  hypotensive  therapy  in  97  hypertensive 
patients  surviving  an  ischemic-type  stroke 
was  carried  out  over  a period  of  four  years. 
The  mortality  rate  at  the  end  of  a two-  to 
five-year  follow-up  was  26  in  the  treated 
group  and  46%  in  the  untreated,  and  the 
nonfatal  recurrence  rate  was  14%  in  the 
treated  and  23%  in  the  controls.  In  patients 
aged  over  65,  treatment  of  systolic  hyper- 
tension was  of  no  benefit. 


Reactions  to  Blindness  — R.  G.  Fitzgerald 
(National  Institute  of  Mental  Health,  Be- 
thesda,  Md).  Arch  Gen  Psychiat  22:370- 
380  (April)  1970. 

A systematic  psychosocial  investigation  of 
reactions  to  blindness,  undertaken  in  a repre- 
sentative urban  sample  of  66  adults  aged  21 


to  65,  blind  under  two  years,  disclosed  a fall 
in  socioeconomic  status  and  overwhelming 
psychic  distress.  Depressive  affect,  suicidal 
ideation,  anxiety,  and  other  components  of 
the  depressive  syndrome  were  most  promi- 
nent in  a generally  self-limited  reaction.  Sus- 
piciousness and  paranoid  ideation  were  found 
in  a large  minority.  The  common  use  of  de- 
nial was  exemplified  by  the  large  group  go- 
ing to  faith  healers  to  seek  restoration  of 
sight.  The  cuiTent  state  including  occupa- 
tion, mobility,  blind  skills,  and  mental  state 
is  presented.  Several  clinical  examples  show 
severe  reactions  and  several  describe  those 
with  no  reaction.  The  loss  model  utilizes  the 
overlapping  phases  of  initial  disbelief,  dis- 
tress, depression,  and  finally  resolution  or 
continuation  as  a pathologic  syndrome;  it  is 
a useful  conceptual  framework  for  reactions 
to  loss  of  sight. 


Intermittent  Mask  and  Bag  Therapy:  Al- 
ternative Approach  to  Respirator  Therapy 
for  Infants  With  Severe  Respiratory  Dis- 
tress — H.  S.  Gniber  and  M.  H.  Klaus 
(Case  Western  Reserve  Univ  School  of 
Medicine,  Cleveland).  J Pediat  76:194- 
201  (Feb)  1970. 

Of  40  infants  with  severe  idiopathic  res- 
piratory distress  syndrome  treated  with  in- 
termittent mask  and  bag  therapy,  24  (60%) 
survived.  This  survival  rate  compai*es  fav- 
orably with  that  of  infants  treated  with  con- 
tinuous respirator  therapy,  and  pulmonary 
complications  appear  to  be  minimal. 


Hospital  Food  As  Possible  Source  of  Escher- 
ichia Coli  in  Patients  — E.  M.  Cooke  et  al 
(St.  Bartholomew’s  Hosp,  London).  Lan- 
cet 1:436-437  (Feb  28)  1970. 

Of  873  samples  of  hospital  food  examined, 
63  contained  Eschenchiu  coli  in  numbers 
between  25  and  lOVgm.  In  four  suiweys  it 
was  found  that  the  fecal  serotypes  of  E coli 
of  ward  patients  were  generally  similar  to 
those  present  in  food,  and  five  acquisitions 
by  patients  of  the  serotypes  they  had  ingest- 
ed in  food  were  demonstrated. 
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Out  of  the  Blue 


I didn’t  know  what  time  it  was,  and  in  the 
(good)  old  days  you  could  ask  the  operator. 
But  now,  if  you  dial  the  operator,  you  get 
long  distance,  so  I called  information.  Only 
it’s  not  information  any  more,  it’s  something 
like  “directory  assistance.”  So  I asked, 
“Can  you  please  tell  me  what  time  it  is,  or 
give  me  the  number  of  whatever  modem  de- 
vice it  is  that  will  tell  me  the  time?”  I 
didn’t  really  say  that  but  I said  most  of  it, 
and  she  said  something  like  “The  number  of 
the  time  and  temperature  information  is  six 
one  three  four  two  seven  eight.”  And  all 
she  had  to  say  was  “It’s  nine  o’clock.”  But 
I got  curiouser  and  curiouser,  as  Alice  said, 
and  I dialed  just  plain  owe  for  operator  and 
asked  her  what  time  it  was  and,  God  bless 
her  heart,  she  told  me.  I’ll  bet  she  wasn’t 
supposed  to,  though.  And  anyway,  in  the 
good  (old)  days,  she  said  “Number,  please.” 
And  she’d  tell  you  the  time,  so  you  could 
set  your  watch.  But  watches  are  electronic 
now  and  come  with  complete  instructions  for 
setting,  which  is  a very  unsimple  procedure. 
In  the  (good  old)  days  of  seems  like  just 
a year  or  so  ago,  you  just  pulled  out  the 
stem  of  the  watch  and  turned  it  a little,  and 
if  you  did  that  every  time  you  passed  a West- 
ern Union  window,  you  had  a very  accurate 
watch.  Or  if  you  asked  the  operator. 

Palindrome  means  running  back  again,  and 
usually  refers  to  words  or  to  phrases  that 
read  the  same  foi-wards  and  backwards.  But 
palindromic  rheumatism  bothered  me,  and 
it  still  does.  It  just  comes  back  again  or  re- 
curs, and  is  one  of  the  most  terrible  names 
you  can  find  in  medical  literature.  The  only 
palindromic  disease  I know  of  is  AAA  dis- 
ease, and  if  you  are  not  a purist,  Otto’s  dis- 
ease. But  Hannah,  and  Madam  I’m  Adam, 
and  Able  was  I ere  I saw  Elba  do  not  suggest 
relapses  of  disease  states;  they’re  palin- 
dromes. 

“For  Pete’s  sake,”  I started  to  say,  but 
who  was  Pete,  I wondered.  I was  on  the 
intrastate  (we  had  crossed  no  state  lines) 
and  having  nothing  better  to  do,  since  I find 
driving  a chore  (truck  drivers  get  paid  for 
it)  and  I was  sitting  in  suicide  seat,  to  the 
right  of  an  unique  combination  of  feminine 


pulchritude  and  Grand  Prix  aspirations,  I 
went  on.  Editors,  unless  they  have  mnemon- 
ically  monitored  encephalons,  are  simply 
never  without  something  to  write  with  and 
on.  And  so  I came  to  “By  George,”  and 
“good  time  Charlie;”  and  then  came  “You 
know  me  Al”  and  “Let  George  do  it.”  Some 
of  these  may  still  be  explainable;  there  are 
“Drop  the  gun,  Louie,”  and  “Play  it  again, 
Sam,”  but  I was  thinking  of  those  whose 
origins  are  forever  lost.  And  the  ladies  are 
not  excluded  from  these  things,  either.  For 
the  other  sex,  we  say,  “Good  night,  Irene” 
and  even  “Not  tonight,  Josephine.”  And 
I’ll  bet  no  girl  likes  to  be  called  a “plain 
Jane;”  not  if  her  name  is  Jane.  There’s  the 
one  about  work  making  Jack  a dull  boy  if  he 
doesn’t  play,  which  is  a philosophy  that 
seems  to  have  metastasized  throughout  the 
world,  but  the  primary  is  not  far  from  this 
typewriter.  We  “rob  Peter  to  pay  Paul,”  but 
that’s  easy,  and  there  are  Tom  cat  and  Billy 
goat  and  great  Scott,  and  I’ve  seen  the  path- 
ologist in  dead  Earnest.  And  who  knows 
where  Moses  was  when  the  light  went  out? 
Every  Tom,  Dick,  and  Harry. 

— F.C. 


Airplane  Cockpit  Noise  Levels  and  Pilot 
Hearing  Sensitivity  — K.  J.  Kronoveter 
and  G.  W.  Somerville  (P.  0.  Box  8137,  Salt 
Lake  City,  Utah).  Arch  Environ  Health 
20:495-499  (April)  1970. 

Audiometric  testing  of  89  commercial  air- 
line pilots  indicated  hearing  losses  which  in- 
creased with  age  and  logged  flight  time  and 
were  greater  than  one  would  expect  in  the 
normal  population.  Cockpit  noise-level  de- 
terminations were  made  in  18  different  types 
of  airplanes  at  various  power  settings.  Hear- 
ing protective  devices,  for  the  cockpit  crews, 
are  indicated  for  seven  types  of  airplanes. 
Fifteen  types  of  airplanes  exhibited  cockpit 
speech  interference  levels  of  76  db  or  greater 
during  take-off,  climb,  or  cruise  power  set- 
tings. 
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SPECIAL  ARTICLES 


The  Automobile:  1969  Model 


More  than  56,500  men,  women  and  chil- 
dren were  killed  in  highway  crashes  in  1969, 
according  to  data  published  by  The  Travelers 
Insurance  Companies.  The  toll  was  up  from 
the  55,300  killed  a year  ago. 

Figures  in  the  booklet  show  that  exces- 
sive speed  was  the  chief  cause  of  death,  that 
drivers  under  25  years  caused  a dispropor- 
tionate number  of  accidents,  that  three  out 
of  four  people  were  killed  or  injured  on  dry 
roads  in  clear  weather,  and  that  crossing 
between  intersections  was  the  major  factor 
in  the  deaths  of  nearly  10,000  pedestrians. 

A growing  problem  for  many  drivers  is 
the  interstate  highway.  Seen  from  an  air- 
plane, these  ribbons  of  concrete  and  tar  pre- 
sent an  impressive  design.  But  to  a driver 
they  can  be  a trap  — a fatal  trap. 

Many  drivers  do  not  know  what  a “yield” 
sign  really  means,  or  recognize  the  crucial 
importance  of  minimum  and  maximum 
speeds,  the  danger  of  blocking  the  outside, 
passing  lanes,  or  know  how  properly  to 
change  lanes. 

Outmoded  or  improperly  designed  high- 
ways — whether  because  of  terrain  or  poor 
judgment  — and  the  lack  of  a uniform  high- 
way sign  code  tend  to  confuse  drivers.  The 
stranger  to  a highway  slows  down  while  the 
native  zooms  by,  setting  the  stage  for  an 
accident. 

The  annual  survey  asserts  that  driving 
on  some  interstate  highways  can  be  likened 
to  a war.  The  driver  must  arm  himself  with 
concentration,  a defensive  attitude,  and  a 
serious  study  of  the  new  rules  of  the  road. 

Drive  defensively  — even  if,  or  particu- 
larly if,  the  driver  is  young. 

This  advice,  stated  over  the  years,  remains 
sensible,  according  to  the  annual  booklet 
of  highway  accident  statistics  published  by 
The  Travelers  Insurance  Companies. 

One  fifth  of  the  drivers  in  America  today 
are  less  than  25  years  of  age.  But  they  are 
involved  in  one  third  of  all  fatal  auto  acci- 
dents. 


Defensive  driving,  according  to  The  Trav- 
elers booklet,  is  difficult  because  a driver  is 
so  often  unable  to  identify  irresponsible  kids 
(or  drinkers  or  seniles)  in  time  to  avoid 
them.  The  driver  must  assume  that  no  one 
else  is  responsible  and  alert. 

In  1969,  more  than  56,500  deaths  were  re- 
corded on  the  country’s  highways.  The  num- 
ber of  injured  topped  4,700,000.  Both  fig- 
ures were  the  highest  in  history. 

As  in  past  years,  excessive  speed  was  the 
chief  cause  of  deaths  and  injuries.  High 
speed,  however,  is  not  necessarily  the  big 
killer.  Driving  too  fast  for  conditions  is 
lethal,  too.  Ten  miles  an  hour  can  be  too 
fast  on  glare  ice  or  in  a “peasoup”  fog. 

Actually,  the  annual  survey  shows,  more 
fatal  accidents  occur  in  clear,  dry  weather. 
Poor  driving  conditions  make  the  driver 
more  alert  to  what’s  ahead  or  around  him. 
Only  1.8  percent  of  last  year’s  automobile 
fatalities  occurred  in  fog,  and  only  2.1  per- 
cent in  snow. 

The  answer  to  the  highway  problem  lies 
in  more  and  better  driver  education,  tighter 
laws  and  law  enforcement. 


Prognosis  of  Abnormal  Electrocardiographic 
Stress  Test  — J.  T.  Doyle  and  S.  H.  Kinch 
(Albany  Medical  College,  Albany,  NY). 
Circulation  41:545-554  (March)  1970. 

For  a period  of  13  years,  22,223  submaxi- 
mal  ECG  stress  tests  were  done  as  part  of 
an  epidemiologic  study  of  the  development 
of  ischemic  heart  disease  (IHD)  in  2,437 
men.  Seventy-five  men  developed  an  abnor- 
mal ECG  response  to  exercise  as  a first  mani- 
festation of  IHD  while  189  developed  some 
other  manifestation  of  IHD.  The  probabil- 
ity of  developing  a subsequent  manifestation 
of  IHD  was  almost  six  times  greater  in  indi- 
viduals with  abnomial  exercise  tests  as  con- 
trasted with  those  who  had  a nornial  re- 
sponse. An  abnormal  postexercise  ECG  is 
valid  evidence  of  IHD. 
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1.  Money  for  medical  education 

The  American  Medical  Association  urged 
that  Congress  appropriate  as  much  money  as 
possible  for  medical  education  to  help  “meet 
the  pressing  need  which  exists  today  for  an 
increased  number  of  physicians.” 

Testifying  before  a House  appropriations 
subcommittee,  Dr.  C.  H.  William  Ruhe,  direc- 
tor of  the  AMA’s  Division  of  Medical  Edu- 
cation, said  the  association  recognized  the 
need  for  an  overall  reduction  in  federal 
spending  to  combat  inflation. 

“In  view  of  this,”  he  said,  “we  believe 
that  in  any  appropriation  priorities  estab- 
lished for  all  government  programs,  those 
which  affect  health  care  should  be  given  pri- 
mary consideration.  Further,  because  of  the 
special  need  that  exists  at  this  period  in  our 
history  for  more  physicians,  we  urged  that 
appropriations  relevant  to  the  production  of 
physicians  be  given  first  priority.” 

Dr.  Ruhe  pointed  out  that  funds  had  not 
been  appropriated  for  a backlog  of  approved 
applications  for  construction  of  facilities  for 
new  medical  schools  and  expansion  of  exist- 
ing schools  as  authorized  by  the  Health  Pro- 
fessions Education  Assistance  Act,  the 
Health  Research  Facilities  Construction  Act 
and  the  Medical  Library  Act.  He  also  said 
that  full  funding  in  the  amounts  authorized 
by  the  Health  Manpower  Act  of  1968  is 
necessary  to  permit  construction  of  new  and 
expanded  facilities  before  major  enrollment 
increases  in  medical  schools  will  be  feasible. 

“The  provision  in  the  Administration 
budget  of  funds  for  the  Physician  Augmen- 
tation Program  and  for  special  improvement 
grants  has  been  a considerable  incentive  to 
medical  schools  to  expand  enrollments,”  Dr. 
Ruhe  said.  “But  many  schools  have  al- 
ready increased  their  enrollments  to  full  ca- 
pacity in  their  existing  facilities.  Others 
have  been  in  serious  financial  distress  and 
are  in  desperate  need  of  increased  operational 
support  to  maintain  their  present  enroll- 
ments or  even  to  survive.  It  must  be  recog- 
nized that  such  schools  will  need  further  fa- 


cilities and  operating  funds  which  are  neces- 
sarily tied  to  increased  enrollments.” 

The  subcommittee’s  hearings  were  on  ap- 
propriations for  the  1971  fiscal  year  begin- 
ing  this  July  1. 

Using  funds  appropriated  for  the  current 
fiscal  year,  1970,  the  Department  of  Health, 
Education  and  Welfare  recently  announced 
nearly  300  grants  to  schools  of  medicine  and 
other  health  professions  totalling  more  than 
$54  million. 

About  $7.6  million  went  to  27  schools  of 
medicine  and  osteopathy  under  the  Physician 
Augmentation  Program.  A government 
spokesman  said  the  grants  would  enable  the 
schools  to  increase  their  first  year  enroll- 
ment by  395  students. 

About  $46.5  million  in  institutional  grants 
was  allotted  to  260  schools  in  the  health  pro- 
fessions — medicine,  dentistry,  osteopathy, 
podiatry,  optometry,  pharmacy  and  veteri- 
nary medicine.  These  funds  also  will  enable 
the  schools  to  add  more  students  through 
purchase  of  new  teaching  equipment ; im- 
provement of  the  physical  teaching  environ- 
ment, purchase  of  supplies,  books  and  peri- 
odicals, and  other  expenditures  to  improve 
the  education  of  students. 

2.  Regional  Medical  Programs 

The  American  Medical  Association  sup- 
ports extensions  of  the  Regional  Medical 
Programs,  and  with  some  reservations,  the 
program  for  Comprehensive  Health  Planning 
and  Public  Health  Services. 

Testifying  before  a House  Public  Health 
and  Welfare  Subcommittee,Dr.  Bland  W.  Can- 
non, Memphis,  Tenn.,  a member  of  the  AMA’s 
Council  on  Medical  Education,  emphasized 
that  the  AMA  believes  that  RMP  “should 
continue  as  a program  of  continuing  medical 
education,  with  patient  care  being  limited  to 
demonstrations  as  an  adjunct  of  the  educa- 
tion and  research  processes.” 

He  said  the  AMA  opposes  legislation  that 
would  combine  the  individual  programs. 
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“These  programs  are  relatively  new  and 
we  believe  should  be  evaluated,  as  well  as 
allowed  to  develop  further  evidence  of  their 
individual  strengths  and  weaknesses,”  he 
said. 

Dr.  Cannon  pointed  out  that  the  AMA 
House  of  Delegates  last  December  affinned 
its  support  of  the  concept  of  Regional  Medi- 
cal Programs  and  urged  AMA  members  to 
participate  at  all  levels  in  giving  guidance  to 
implementing  the  programs. 

The  AMA  supports  broadening  the  scope 
of  the  programs  to  include  “other  major 
diseases,”  in  addition  to  heart  disease,  can- 
cer and  stroke,  he  said. 

He  said  a combination  of  the  programs 
would  result  in  a change  toward  emphasis 
on  patient  care  in  RMP. 

“We  would  view  with  grave  concern  any 
attempt  to  change  this  essentially  educa- 
tional program  to  a program  for  the  provision 
of  health  services,”  Dr.  Cannon  said.  “The 
medical  profession  today  generally  views 
RMP  as  a means  of  aiding  the  physician  to 
provide  better  care  to  his  patients.  It  is 
this  attitude  which  has  brought  about  the 
outstanding  cooperation  between  practicing 
physicians  and  RMP  and  which  has  been  a 
major  cause  of  success  for  the  program  thus 
far.  If  RIMP  returns  to  an  earlier  concept 
of  providing  services  to  the  patient,  rather 
than  its  present  goal  of  assisting  the  indi- 
vidual physician  to  treat  the  patient  more 
effectively,  this  cooperation  will,  in  many 
cases,  be  lost.  The  program’s  beneficial  ac- 
complishments will  then  be  diminished.” 

3.  Alcohol 

The  American  Medical  Association  sup- 
ports in  general,  legislation  (S.  3835)  that 
would  provide  a comprehensive  federal  pro- 
gram for  the  prevention  and  treatment  of 
alcohol  abuse  and  alcoholism. 

Dr.  Marvin  A.  Block,  Buffalo,  N.Y.,  a 
member  of  the  AiMA’s  Committee  on  Alco- 
holism and  Drug  Dependence,  termed  the 
measure  “a  major  landmark  in  public  policy” 
in  the  field. 

“It  sets  forth  the  proposition  that  alco- 
holism is  an  illness  which  can  and  should  be 
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treated,  and  it  commits  national  resources  to 
the  establishment  and  coordination  of  fa- 
cilities necessary  for  treatment  and  rehabili- 
tation,” he  said  at  a hearing  of  the  Senate 
Subcommittee  on  Alcoholism  and  Narcotics. 
“We  are  in  general  agreement  with  this  legis- 
lation.” 

The  bill  would  establish  a National  Insti- 
tute for  the  Prevention  and  Control  of  Al- 
cohol Abuse  and  Alcoholism.  The  Health, 
Education  and  Welfare  Secretary,  acting 
through  the  institute,  would  be  required  to 
submit  within  one  year  a detailed  federal 
program,  develop  model  programs  for  states, 
and  conduct  research  and  educational  pro- 
grams. Federal  grants  would  be  authorized 
for  prevention,  treatment  and  rehabilitation 
facilities  and  programs  at  the  state  and  local 
level. 

Dr.  Block  specifically  favored  several  of 
the  bill’s  provisions,  including  one  that  treat- 
ment and  control  programs  should  be  com- 
munity based,  whenever  possible. 

“Insofar  as  it  is  feasible  and  economical- 
ly sound,  most  alcoholics  should  be  treated 
in  their  own  communities  and  not  be  relegat- 
ed to  a distant  centralized  institution  for 
treatment,”  he  said. 

But  the  AMA  spokesman  questioned  some 
other  provisions.  He  saw  no  need  for  a new 
institute.  He  said  the  present  National  Cen- 
ter for  Prevention  and  Control  of  Alcoholism 
could  perform  the  proposed  institute’s  duties 
and  responsibilities. 

He  said  the  AMA  also  questions  whether 
alcoholics  should  be  made  eligible  for  welfare 
cash  benefits  and  for  health  care  under  other 
government  programs,  such  as  medicare  and 
medicaid,  on  the  ground  that  they  are  al- 
coholics. 

Noting  that  the  legislation  is  concerned 
mainly  with  operation  of  programs  by  public 
and  voluntary  agencies.  Dr.  Block  said: 

“We  should  not  overlook,  however,  the  role 
that  the  private  physician  has  played,  and 
can  play,  in  this  important  area.  More  and 
more,  the  physicians  of  this  country  are 
facing  up  to  the  problem  of  alcoholism  in 
their  daily  practice.  They  are  recognizing 
that,  as  difficult  as  alcoholism  may  be,  it  is 
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an  illness  which  can  be  dealt  with,  and  that 
they  can  help  their  patients  in  cooperation 
with  other  professionals  in  the  community.” 

The  bill  was  introduced  by  Sen.  Harold  E. 
Hughes  (D.,  Iowa),  a recovered  alcoholic 
and  chairman  of  the  subcommittee,  and  37 
co-sponsoring  senators. 

4.  L-dopa 

L-dopa,  a new  treatment  for  Parkinson’s 
disease,  has  been  approved  for  general  pre- 
scription use  but  it  may  be  several  months 
before  it  is  available  in  ample  supply. 

“Clinical  tests  conducted  during  the  past 
several  years  by  medical  researchers  and 
two  major  drug  firms  have  demonstrated 
the  usefulness  of  L-dopa  in  the  treatment  of 
this  disease  which  now  aflicts  possibly  a mil- 
lion persons,”  FDA  Commissioner  Charles  C. 
Edwards,  M.D.,  said. 

Approvals  were  granted  to  applications 
made  by  Hoffman-LaRoche,  Inc.,  and  Eaton 
Laboratories  Division  of  the  Norwich  Phar- 
macal  Co.,  Norwich,  New  York.  Both  firms 
conducted  studies  in  animals  and  humans 
to  establish  the  drug’s  safety  and  effective- 
ness. An  analysis  of  these  studies  indicat- 
ed that  benefits  to  the  patient  outweigh  the 
risks  involved,  the  FDA  said. 

“However,  the  Food  and  Drug  Administra- 
tion will  require  both  drug  firms  to  continue 
research  into  the  drug’s  long-term  effects 
and  make  certain  it  is  safe  and  effective  for 
long-term  use,”  Dr.  Edwards  said.  “This 
is  the  first  time  that  FDA  has  included  such 
a requirement  in  a new  drug  approval.” 

In  order  to  give  a balanced  picture,  Ed- 
wards pointed  out  that: 

— Clinical  studies  have  shown  that  approx- 
imately one-third  of  the  patients  receiv- 
ing L-dopa  do  not  respond  favorably. 

— Side  effects  have  been  reported  in  a ma- 
jority of  patients,  some  of  them  quite 
unpleasant  and  others  even  dangerous. 
Whether  or  not  the  use  of  this  drug  is 
justified  in  the  very  early  stages  of 
Parkinson’s  has  not  been  established. 

— Since  Parkinsonism  is  a chronic  disease, 
patients  will  have  to  take  L-dopa  for 


long  periods  of  time.  We  don’t  know 
how  these  patients  will  react  after  5, 
10,  or  15  years  of  treatment.  Because 
of  our  limited  knowledge  of  the  drug’s 
long-term  toxicity,  it  is  conceivable  that 
it  could  reverse  the  benefit  to  risk  ratio. 

The  name  L-dopa  comes  from  the  initials 
of  an  amino  acid,  levodihydroxyphenylala- 
nine.  Dr.  George  C.  Cotzias,  of  the  Medical 
Research  Center,  Brookhaven  National  Lab- 
oratory in  Upton,  New  York,  was  the  first  to 
demonstrate  the  usefulness  of  L-dopa  at  high 
dosage  levels.  Dr.  Andre  Barbeau,  director 
of  the  Department  of  Neurobiology  at  the 
Montreal  Clinical  Research  Institute,  has 
been  studying  the  new  drug  for  the  past  10 
years  and  is  also  credited  with  aiding  in  its 
development  as  a treatment  for  Parkinson- 
ism. 

5.  Syphilis 

A marked  increase  in  syphilis  cases  in  the 
United  States  was  reported  by  the  National 
Communicable  Disease  Center  for  the  first 
four  months  of  this  year. 

The  infectious  disease  jumped  as  much  as 
50  percent  or  more  in  some  areas 
which  the  nation  as  a whole  experienced 
an  increase  to  6,861  cases  from  6,203 
for  the  same  four-month  period  last  year. 
One  of  the  biggest  increases  was  noted  in 
New  York  City  where  1,241  cases  were  re- 
ported as  compared  with  863  for  the  same 
period  last  year. 

6.  Hill-Burton 

Congress  approved  legislation  extending 
the  24-year-old  Hill-Burton  federal-aid-to- 
hospitals  program  for  three  years  with  au- 
thorized expenditures  of  $2.76  billion. 

The  final  form  of  the  legislation  was  a 
compromise  agreed  to  by  House  and  Senate 
conferees  after  the  two  branches  of  Con- 
gress passed  differing  versions. 

The  authorized  expenditures  broke  down: 
$1.26  billion  for  various  state  grant-in-aid 
programs  for  construction  and  modernization 
of  hospitals,  and  $1.5  billion  for  loan  guaran- 
tees. The  measure  also  authorizes  funds  to 
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subsidize  interest  payments  on  loans  up  to 
three  per  cent. 

The  legislation  approved  by  the  conferees 
followed  the  House  version  for  the  most 
part.  The  Senate  had  approved  a five-year 
$6.2  billion  bill.  The  conferees  eliminated 
entirely  a Senate  provision  for  $750  million 
of  direct  loans  for  public  hospitals,  which 
was  strongly  opposed  by  the  Nixon  Admin- 
istration. 

Also  knocked  out  was  a Senate  amendment 
for  a new  formula  for  allocation  of  federal 
funds  in  a way  that  would  have  benefited 
large  industrial  states.  However,  the  Health, 
Education  and  Welfare  Department  was  di- 
rected to  make  a study  of  possible  formula 
changes  and  report  to  Congress  in  two 
years. 


7.  HEW  appointments 

Two  physicians  and  a management  expert 
were  appointed  Deputy  Assistant  Secretaries 
for  Health,  three  long-vacant  posts  in  the 
Department  of  Health,  Education  and  Wel- 
fare. 

The  appointees  are: 

■ — Dr.  Thomas  C.  Points,  Oklahoma  City, 
Okla.,  for  Health  Services.  He  is  an 
alternate  in  the  AMA  House  of  Dele- 
gates and  on  the  AMA  Council  on 
Health  Manpower.  As  director  of  the 
Department  of  Preventive  Medicine  at 
the  University  of  Oklahoma  Medical 
Center,  he  helped  establish  the  state’s 
rural  health  project,  “Project  Respon- 
sibility.’’ 

— Dr.  LeRoy  A.  Pesch,  Buffalo,  N.Y.,  for 
Health  Manpower.  He  was  dean  of  the 
School  of  Medicine  at  the  State  Univer- 
sity of  New  York  at  Buffalo. 

— Gerald  Riso,  New  York  City,  formerly 
with  Booz  Allen  and  Hamilton,  Inc., 
management  consultants,  for  Policy  Im- 
plementation. 

Still  vacant  in  early  June  were  the  posts 
of  Deputy  Assistant  Secretary  for  Research 


and  Development  and  for  Environmental 
Health  and  Prevention  of  Disease  Problems. 

Dr.  Morris  E.  Chafetz,  director  of  Clinical 
Psychiatric  Services  of  Massachusetts  Gen- 
eral Hospital,  Boston,  was  selected  to  suc- 
ceed Dr.  Jack  Mendelson  as  chief  of  the  Na- 
tional Center  for  the  Prevention  and  Control 
of  Alcoholism.  Dr.  Mendelson  is  returning 
to  a teaching  post  at  Harvard  Medical 
School. 

Two  high-ranking  officials  left  the  HEW 
Department  with  critical  blasts  directed  at 
their  bosses. 

Dr.  Stanley  F.  Yolles  said  he  quit  as  direc- 
tor of  the  National  Institute  of  Mental  Health 
because  the  Nixon  Administration  had 
abandoned  the  mentally  ill.  HEW  Secretary 
Robert  H.  Finch  said  he  was  fired  because 
he  was  not  cooperative.  Dr.  Yolles  was  suc- 
ceeded by  Dr.  Bertram  Brown  who  had  been 
deputy  director.  Despite  the  dispute,  Dr. 
Yolles  will  stay  in  HEW  until  Nov.  1 as  an 
assistant  for  mental  health  to  Dr.  Vernon 
Wilson,  new  director  of  HEW’s  Health  Serv- 
ices and  Mental  Health  Division.  Dr.  Wilson 
succeeded  Dr.  Joseph  T.  English  who  re- 
signed quietly  to  take  a high  public  health 
post  in  New  York  City. 

Robert  J.  Myers,  chief  actuary  of  the  So- 
cial Security  Administration  for  23  years, 
resigned  with  a charge  that  Social  Security 
Administrator  Robert  M.  Ball  had  attempted 
“to  muzzle  and  intimidate  me  with  regard  to 
three  speeches  that  I was  making  in  sup- 
port of  the  Nixon  Administration’s  position 
on  social  security  legislation.’’  Ball  denied 
it,  and  countered  that  Myers,  who  was  sup- 
posed to  be  an  objective  career  civil  servant, 
had  wanted  to  be  a policy  spokesman. 

Myers  had  publicly  accused  Ball  and  other 
high  SSA  officials  of  being  “expansionists” 
in  the  social  security  field  with  a goal  of 
the  federal  government  providing  a retire- 
ment income  level  virtually  as  high  as  be- 
fore retirement. 

In  a letter  of  resignation,  Myers  told  Finch 
that  these  officials  “have  not  — and  will 
not  — faithfully  and  vigorously  serve  the 
Nixon  Administration.” 
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While  Making  Rounds 


Quote  Unquote. 

One  fly  makes  a summer. 

Twain 

One  on  God’s  side  is  a majority. 

Phillips 

The  thing  we  have  to  fear,  to  my  way  of 
thinking,  is  the  influence  of  the  organ- 
ized minorities,  because  somehow  or 
other  the  great  majority  does  not  seem 
to  organize. 

Alfred  E.  Smith 

A broken  leg  is  not  healed  by  a silk  stock- 
ing. 

Cheales 

Words  We  Can  Do  Without. 

Detubation. 

Violaceous. 

Unstructured. 

Our  Own  Monthly  Statistical  Report. 

No  Room. 

Two  more  new  medical  schools  were 
opened  last  fall,  bringing  our  total  to 
101. 

During  the  nine  years  from  1960-1961 
through  1968-1969,  the  number  of  stu- 
dents who  applied  for  admission  to 
the  first  year  of  American  medical 
schools  went  from  14,397  to  21,118. 
That’s  a rise  of  41.1%. 

The  number  accepted  during  those  nine 
years  increased  from  8,560  to  10,092. 
That’s  17.9%. 

The  percentage  of  applicants  accepted 
fell  from  59.5  to  47.8.  That’s  a de- 
crease of  19.7%. 

Anniversary  Time. 

July  30,  1965. 

Medicare  signed  into  law. 

Q & A. 

Q:  “How  much  do  you  weigh?” 

A:  By  a patient  who  has  just  arrived: 


“I  weigh  140  at  home;  I don’t  know 
what  I weigh  here.” 

Strange  Disease  Of  The  Month. 

Slot-machine  arm. 

Who? 

Who  first  indicated  the  tuberculous  nature 
of  Pott’s  disease? 

Platner,  in  1744. 

Curiosity  Comer. 

The  small  intestine  is  longer  in  women  than 
in  men. 

Why  O Why? 

“Take  a deep  breath.  Now  let  it  out.” 

Lines  To  Practice  By. 

“Common  things  most  commonly  occur.” 


Changing  Roles  of  Surgery  in  the  Treatment 
of  Pulmonary  Tuberculosis  — T.  W. 
Shields  (333  E.  Huron,  Chicago),  R.  T. 
Fox,  and  W.  M.  Lees.  Arch  Surg  100:363- 
366  (April)  1970. 

In  the  early  1950’s  thoracoplasty  of  the 
conventional  or  plombage  type  was  commonly 
employed.  At  the  authors’  institution  in 
1951,  166  thoracoplasties  were  done,  in  con- 
trast to  only  38  resections.  In  1961  the  ra- 
tios were  reversed  and  only  39  thoracoplasties 
were  done,  as  contrasted  with  168  resections. 
In  1968  the  number  of  both  types  of  proce- 
dures had  decreased  to  30  thoracoplasties  and 
80  resections.  An  actual  decrease  in  the  per- 
centage of  patients  requiring  surgery  has 
occurred,  and  the  percentage  fell  from  a high 
of  15%  in  the  mid-1950’s  to  6.5%  in  1968. 
Along  with  this  decline,  the  indication  for 
operative  intervention  has  changed.  The 
emergency  of  atypical  mycobacterial  disease 
has  been  recognized  and  constitutes  an  in- 
creasing problem. 
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FEATURES 


Who's  In  The  News? 


Doctor  Robert  E.  Quick  was  recently  elect- 
ed Chief  of  the  Crete  Hospital  Medical  Staff. 

Doctor  Richard  Jackson  will  soon  begin  his 
medical  practice  in  Pawnee  City,  where  he 
will  be  associated  with  Doctor  H.  C.  Stewart. 

Doctor  Robert  I.  Westbrook,  Sargent,  re- 
cently spoke  to  the  Second  Soviet-American 
Symposium  on  Thoracic,  Cardiovascular,  and 
General  Surgery  held  in  Moscow. 

Doctor  Henry  D.  Smith,  formerly  of 
Phoenix,  Arizona,  assumed  his  duties  as 
Health  Director  for  the  State  of  Nebraska. 


Notes  From  All 

APHA  annual  meeting 

New  national  programs  and  priorities  for 
the  more  equitable  delivery  of  health  care, 
the  environment  and  its  implications  for 
health,  and  community  health  problems  and 
programs  will  be  three  of  the  major  concerns 
of  the  8,000  public  health  professionals  who 
will  be  attending  the  98th  Annual  Meeting 
of  the  American  Public  Health  Association, 
October  23-30,  1970,  at  the  Houston  Civic 
Center. 

“National  Priorities  and  Resources  for 
Health”  and  “Minority  Groups  in  the  South- 
west” are  planned  as  opening  and  closing 
general  sessions  of  the  meeting.  Special  ses- 
sions will  also  be  held  on  health  and  ecology 
of  the  urban  dweller,  drug  use  and  abuse, 
health  manpower  and  barriers  to  the  utiliza- 
tion of  new  manpower,  and  the  question  of 
prevention,  said  Dr.  Benvyn  F.  Mattison, 
Executive  Director  of  the  Association,  which 
is  headquartered  here. 

Topics  to  be  discussed  in  scientific  sessions 
of  the  meeting  include:  effective  community 
programs  on  drug  abuse,  a new  look  at  basic 
radiation  standards,  aged  and  chronically  ill 
and  mental  health  programs,  noise  control, 
birth  control  for  adolescents,  abortion,  con- 
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Doctor  R.  E.  Klaas,  Norfolk,  was  the  guest 
speaker  at  a recent  meeting  of  the  Madison 
Six  County  Medical  Assistants. 

Doctor  John  R.  Schenken,  Omaha,  spoke 
on  the  Medical  Aspects  of  Art  at  a meeting 
of  the  Tri-County  Medical  Society  and  area 
lawyers  held  in  Ogallala. 

Doctor  John  B.  Davis,  Associate  Professor 
of  Surgery  at  the  University  of  Nebraska 
Medical  Center,  presented  a paper : “Primary 
Liver  Tumors,”  at  the  Warren  H.  Cole  Sur- 
gical Society  meeting  in  Asheville,  North 
Carolina,  May  15,  1970. 


Over 

sumer  development  of  health,  the  White 
House  Conference  on  Nutrition,  public  medi- 
cal care  for  children,  employee  health  pro- 
grams, and  accident  and  poison  control. 

Other  highlights  of  the  meeting  will  in- 
clude the  presentation  of  the  Bronfman 
Awards  and  Lecture  and  the  Sedgwick  Me- 
morial Medal,  the  highest  honors  in  public 
health,  and  the  Mai*tha  May  Eliot  Award  for 
the  field  of  maternal  and  child  health.  The 
third  annual  Harold  S.  Diehl  Lecture  and 
the  Presidential  Citation  will  also  be  given. 

Advance  registration  fees  are  $15  for 
APHA  members  and  Fellows  and  Arkansas, 
Louisiana,  New  Mexico,  Oklahoma,  Texas, 
and  the  Mexico-U.S.  Border  Public  Health 
Associations  members,  and  $20  for  other  at- 
tendees. Fees  for  registration  not  complet- 
ed in  advance  are  $18  and  $23  respectively. 

Registration,  exhibits,  and  scientific  ses- 
sions will  be  in  the  Civic  Center,  The  Rice, 
Sheraton-Lincoln,  and  Sonesta  Hotels  will 
be  used  for  luncheons,  dinners,  and  evening 
sessions.  For  further  information  on  attend- 
ance contact:  Mrs.  Marion  Paul,  American 
Public  Health  Association,  1740  Broadway, 
New  York,  New  York  10019.  Phone  (212) 
Cl  5-8000. 
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A fire  hazard? 

The  “disposables”  — bedding,  gowns, 
dishes,  and  other  items  of  paper  and  plas- 
tics — so  popular  in  hospitals  and  nursing 
homes  today  are  not  an  unmixed  blessing, 
according  to  Dr.  William  H.  L.  Dornette  of 
the  Cincinnati  (Ohio)  Veterans  Administra- 
tion Hospital. 

While  they  lessen  the  dangers  of  cross- 
infection and  save  on  labor  costs,  they  are 
increasingly  a trash  problem  and  a fire 
hazard. 

Dr.  Dornette  spoke  at  one  of  the  seminars 
of  the  74th  Annual  Meeting  of  the  National 
Fire  Protection  Association  (NFPA). 

With  the  present  concern  over  air  pollu- 
tion, the  big  question  is  how  to  dispose  of 
the  disposables  without  incineration.  Dr.  Dor- 
nette pointed  out. 

They  constitute  a fire  hazard  both  be- 
fore and  after  use  because  of  their  com- 
bustible nature.  “While  they  may  be  slow- 
burning,  they  still  burn  and  will  produce 
large  quantities  of  toxic  combustion  products 
when  burning  under  conditions  of  inade- 
quate air  supply.” 

The  fire  problems  associated  with  com- 
bustible disposables  are  particularly  acute  in 
nursing  homes.  Dr.  Dornette  said,  where 
most  of  the  patients  are  bedridden  or  in- 
capable of  acting  on  their  own,  and  staffs 
are  not  large  enough  to  give  help  to  those 
who  need  it  in  an  emergency. 


Gastroenterology  course 

The  American  College  of  Gastroenterology 
announces  that  its  Annual  Course  in  Post- 
graduate Gastroenterolgy  will  be  given  at 
the  Statler  Hilton  in  New  York  City,  on  Oc- 
tober 29,  30,  31,  1970. 

The  faculty  for  the  course  will  be  drawn 
from  the  medical  schools  in  and  around  New 
York.  The  subject  matter  to  be  covered  in 
the  course,  from  a medical  as  well  as  surgi- 
cal viewpoint,  will  be,  essentially,  the  ad- 
vances in  diagnosis  and  treatment  of  gastro- 
intestinal diseases  and  a comprehensive  dis- 
cussion of  diseases  of  the  esophagus,  stom- 
ach, pancreas,  liver  and  gallbladder,  colon 


and  rectum.  In  addition,  there  will  be  in- 
dividual papers  and  films  of  interest. 

For  further  information  and  enrollment, 
write  to  the  American  College  of  Gastro- 
enterology, 299  Broadway,  New  York,  N.Y. 
10007. 


Glucose  Tolerance  in  Gestational  Diabetic 
Women  After  Oral  Contraceptives  — A. 
J.  Szabo,  H.  S.  Cole,  and  R.  D.  Grimaldi 
(1249  Fifth  Ave,  New  York).  New  Eng 
J Med  282:646-649  (March  19)  1970. 

Fifteen  gestational  diabetic  women,  with 
abnormal  glucose  tolerance  during,  but  nor- 
mal tolerance  tests  after  pregnancy,  were 
serially  studied  postpartum.  Five  women  re- 
ceiving a combination-type  oral  contracep- 
tive were  compared  to  ten  practicing  non- 
hormonal  methods  of  contraception.  Abnor- 
mal glucose  tolerance  occurred  in  all  five 
women  while  on  oral  contraceptives.  After 
discontinuing  oral  contraceptives,  glucose 
tolerance  remained  diabetic  in  three,  and 
temporarily  improved,  but  became  abnormal 
again  in  the  fourth.  The  fifth  patienF'was 
lost  to  follow-up  after  stopping  contracep- 
tives. Only  three  of  the  ten  gestational  dia- 
betics on  non-hormonal  contraceptives  spon- 
taneously developed  abnormal  glucose  tol- 
erance tests.  Since  tolerance  did  not  return 
to  normal  after  oral  contraceptives  were 
stopped,  these  drugs  should  be  withheld  from 
gestational  diabetics. 

Radiographic  Manifestations  of  Alpha-1  An- 
titrypsin Deficiency  — R.  S.  Bell  (Univ 
of  Washington,  Seattle).  Radiology  95: 
19-24  (April)  1970. 

Of  eight  patients  who  were  homozygous  for 
alpha-1  antitrypsin  deficiency,  seven  demon- 
strated emphysematous  changes  primarily 
involving  the  lower  lobes.  In  three  patients, 
lung  scans  confirmed  intrapulmonary  shunt- 
ing of  blood  to  the  upper  lobes.  Symptoms 
of  chronic  obstructive  pulmonary  disease, 
when  found  in  a young  woman  who  has  little 
history  of  chronic  bronchitis,  asthma,  or 
smoking,  or  who  has  a family  history  of  em- 
physema, should  suggest  alpha- 1 antitryp- 
sin deficiency. 
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Ifs  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


SEPARATED  OPENING  TABS  on  Kendall’s 
new  sponge  tray  packages  keeps  thumbs  clear 
of  the  sterile  edge  while  opening  the  tray. 
Each  steri'e  tray  contains  ten  tied  sponges  with 
an  x-ray  detectable  element,  securely  bonded  to 
the  gauze. 

New  packaging  for  sponge  trays 

New  packaging  for  the  Curity  Tripaque 
and  Curity  Radiopaque  Sponges  that  pro- 
vides easier  handling  and  improved  aseptic 
technique  has  been  announced  by  the  Hos- 
pital Products  Division  of  the  Kendall  Com- 
pany. 


Separated  opening  tabs  on  the  new  pack- 
age keep  thumbs  clear  of  the  sterile  edge 
while  opening  the  tray.  In  addition,  a skirt 
formed  around  the  entire  package  allows 
the  tray  to  be  handled  without  impairing 
sterility.  Each  sterile  tray  contains  ten  tied 
sponges  with  an  x-ray  detectable  element, 
securely  bonded  to  the  gauze. 

Both  the  Curity  Tripaque  and  Curity  Ra- 
diopaque Sponges  are  formed  from  a soft, 
fine  gauze.  Each  provides  a distinct  geo- 
metric configuration  easily  detectable  with 
either  fixed  or  portable  x-ray  equipment. 
Radiopaque  Sponges  have  a waffle  grid  pat- 
tern; Tripaque  Sponges  have  a geometric 


configuration  of  loops,  readily  identifiable  4 
from  x-ray  at  any  angle.  ^ 


IMPROVED  ASEPTIC  TECHNIQUE  and 
easier  handling  are  prime  benefits  of  the  new 
packaging  for  Kendall’s  Curity  Tripaque  and 
Radiopaque  Sponges.  A skirt  formed  around 
the  entire  package  allows  the  tray  to  be  han- 
dled without  impairing  sterility,  and  separate 
opening  tabs  keep  thumbs  clear  of  the  sterile 
edge  while  opening  the  tray. 
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gery  for  absolute  certainty  where  a sponge 
count  might  be  questioned.  Packaging  of 
ten  sponges  to  a tray  also  assists  in  account- 
ing for  the  number  of  sponges  used  during 
a surgical  procedure. 


Operating  table  limb  holders 

A new  type  of  limb  holder  for  use  on 
operating  tables  is  now  being  marketed  by 
the  Posey  Company.  Velcro  closure  on 
strap  around  patient’s  wrist  or  ankle  gives 
comfortable  fit  with  necessary  assurance. 
Strap  with  “D”  ring  loops  around  side  rails 
of  almost  any  standard  operating  table. 
Washable,  conductive. 

Two  models  are  available : one  for  the  wrist 
(#5163-5306),  the  other  for  the  ankle 
(#5163-5307).  Both  models  are  priced  at 
$8.10  pair.  Orders  and  inquiries  regarding 
this  item  should  be  directed  to  your  nearest 
hospital  equipment  dealer,  or  to  the  Posey 
Company,  39  South  Santa  Anita  Avenue, 
Pasadena,  California  91107. 

Dow  SGOT  reagent  set 

Diagnostic  Products,  The  Dow  Chemical 
Company,  has  announced  the  addition  of  a 
unitized  colorimetric  test  for  the  determina- 
tion of  serum  glutamic-oxalacetic  transa- 
minase (SGOT)  to  its  line  of  Diagnostic  re- 
agent sets. 

In  the  procedure,  serum  is  added  to  a tube 
containing  a pre-measured  amount  of  sub- 
strate, this  is  incubated  for  20  minutes  at 
37°  C,  color  developer  solution  is  added  and 


the  mixture  is  incubated  for  10  minutes 
more,  then  it  is  diluted  and  the  color  is  read 
at  540  nm.  The  need  for  multiple  standards, 
and  subsequent  plotting  of  a calibration 
curve,  has  been  eliminated  by  the  use  of  a 
single  standard  and  a copyrighted  Diagnos- 
test  SGOT  Calculation  Chart,  according  to 
Dow. 

The  Diagnostest  SGOT  reagent  set  con- 
sists of  48  tubes  containing  premeasured 
substrate  plus  other  reagents  and  materials 
necessary  to  run  the  test.  All  reagent  sets 
have  a “use  before”  date  and  the  manufactur- 
er’s lot  number.  For  more  information,  con- 
tact Diagnostic  Products,  The  Dow  Chemical 
Company,  P.O.  Box  1656,  Indianapolis,  Ind. 
46206. 


Oxygen  monitor 

BioMarine  Industries,  Inc.,  303  West  Lan- 
caster Avenue,  Devon,  Pennsylvania  19333, 
has  announced  the  introduction  of  the  OM300 
Oxygen  Monitor  for  use  in  general  anesthesia 
and  inhalation  therapy.  The  instrument 
makes  it  feasible  to  employ  low  flow  tech- 
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niques  with  positive  indication  of  oxygen 
concentrations,  both  in  administering  nitrous 
oxide,  and  in  controlling  conditions  within 
respirators,  incubators  and  tents. 

The  sensor  of  the  OM300  Monitor  can  be 
placed  directly  in  the  gas  flow  path,  making 
possible  instantaneous  readings  without  any 
time  lag.  Either  inspired  or  expired  gases 
can  be  monitored.  The  unique  BMI  sensor 
has  automatic  temperature  compensation  in 
the  range  32°  - 104°  F.,  and  is  insensitive 
to  moisture,  CO,  and  pressure  fluctuations. 

Continuous  readout  is  displayed  accurate- 
ly on  the  meter  face  of  the  instrument.  Au- 


dible and  visible  alarms  are  triggered  when 
oxygen  concentration  deviates  from  a pre- 
selected oxygen  concentration  range.  The 
range  is  determined  with  individually  adjust- 
ed high  and  low  set  points.  The  audible 
alarm  of  the  OM300  Monitor  can  be  shut  off 
for  minimum  disturbance  of  OR  personnel. 

The  OM300  Monitor  from  BMI  operates 
on  ordinary  hospital  current.  An  option  is 
available  for  line/battery  use  with  the  in- 
ternal battery  taking  over  automatically  in 
case  of  power  interruption.  Additional  op- 
tions are  available  for  remote  sensing,  alarm 
and  recording  systems. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 

July  11  — Chadron,  Elks  Lodge 
July  25  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

August  1 — Ord,  Elks  Lodge 
August  15  — Kearney,  Elks  Lodge 

NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 
day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Infonua- 
tion  from  program  coordinator:  R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 

EIGHTH  ANNUAL  SEMINAR  on  the  Med- 
ical Aspects  of  Competitive  Athletics,  Au- 
gust 21,  1970,  Hotel  Cornhusker,  Lincoln, 
Nebraska. 

THIRD  NATIONAL  CONGRESS  ON 
:\IEDICAL  ETHICS  — Sponsored  by  the 
Judicial  Council  of  the  AMA,  September 
19  and  20,  1970,  at  the  Ambassador  West 
Hotel,  1300  North  State  Parkway,  Chica- 
go, Illinois. 

TWELFTH  ANNUAL  I^HDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 


EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 
tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chaii-man. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION, Fall  Meeting,  House  of  Delegates 
and  Board  of  Councilors  — October  2,  3, 
and  4,  1970,  Holiday  Inn,  Kearney,  Ne- 
braska. 

THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  Ne- 
vada, October  18-23,  1970.  Its  focus  will 
be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  depai’tment.  For  in- 
formation write : Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  ^Michigan 
48823. 

OIMAHA  MID-WEST  CLINICAL  SOCIETY 
— 1970  Fall  Assembly,  Omaha’s  Fonten- 
elle  Hotel,  November  2,  3,  and  4,  1970. 
The  address  of  the  society  is:  1040  Medical 
Arts  Building,  Omaha,  Nebraska  68102. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
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address  of  the  AALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION, 
24th  Clinical  Convention  — Boston,  Mas- 
sachusetts, November  29  - December  2, 
1970. 

NEBRASKA  STATE  OBSTETRIC  & GYN- 
ECOLOGIC SOCIETY  — December  3,  4, 
5,  1970;  New  Frontier  Hotel,  Las  Vegas, 
Nevada.  Write:  W.  H.  Taylor,  Jr.,  M.D., 
Secretary,  3610  Dodge  Street,  Omaha,  Ne- 
braska 68131. 

Medicinews 

JCAH  appoints  Neal  program 
coordinator 

James  P.  Neal,  formerly  Administrator  of 
the  University  Hospital,  University  of  Ma- 
laya, has  been  named  Program  Coordinator 
on  the  staff  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  according  to  an  an- 
nouncement by  John  D.  Porterfield,  M.D., 
Director  of  the  Joint  Commission. 

Mr.  Neal,  who  received  his  Masters  De- 
gree in  Business  Administration  in  1958 
from  the  University  of  Chicago’s  Program  in 
Hospital  Administration,  served  as  a hospital 
administration  advisor.  United  States  Agen- 
cy for  International  Development  in  Vietnam, 
prior  to  going  to  Malaysia. 

Family  practice  exams 

Results  of  the  first  certifying  examination 
in  the  new  medical  specialty  of  family  prac- 
tice are  now  in.  Dr.  John  G.  Walsh,  Sacra- 
mento, California,  president  of  the  American 
Board  of  Family  Practice,  said  that  81.6  per- 
cent of  the  2,078  physicians  taking  the  2-day 
exam  passed  it.  The  examination  was  of- 
fered in  36  centers  throughout  the  country 
on  Saturday  and  Sunday,  February  28  and 
March  1,  1970. 

The  most  successful  of  the  examinees  were 
doctors  who  had  been  graduated  within  the 
last  20  years  from  either  United  States  or 
Canadian  medical  schools.  Among  this  group, 
he  said,  95.5  percent  passed. 

Ninety-nine  per  cent  of  all  examinees  were 


SOUTHWESTERN  SURGICAL  CON- 
GRESS, 23rd  Annual  Meeting  — April  19- 
22,  1971;  Caesar’s  Palace  Hotel,  Las  Ve- 
gas, Nevada.  Write  to:  Jack  A.  Barney, 
M.D.,  Secretary-Treasurer,  Southwestern 
Surgical  Congress,  301  Pasteur  Building, 
Oklahoma  City,  Oklahoma  73103. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION, 103rd  Annual  Session  — April  25- 
28,  1971,  Omaha  Hilton  Hotel,  Omaha,  Ne- 
braska. 


members  of  the  American  Academy  of  Gen- 
eral Practice,  Dr.  Walsh  added.  The  Acad- 
emy, national  association  of  family  doctors, 
was  one  of  the  two  sponsoring  organizations 
for  the  new  American  Board  of  Family  Prac- 
tice, the  certifying  agency,  that  was  approved 
by  the  American  Medical  Association  and  the 
Advisory  Board  for  Medical  Specialties  in 
February,  1969.  The  other  sponsoring  group 

V 

was  the  Section  on  Family  and  General  Prac- 
tice of  the  AMA. 

Dr.  Walsh  said  that  the  Board  of  Family 
Practice  is  unique  among  specialty  boards 
because  it  has  no  “grandfather  clause”  which 
allows  doctors  practicing  in  the  specialty 
when  a board  is  created  to  become  diplomates 
of  that  board  without  taking  an  examina- 
tion. It  is  unique  also,  he  added,  because  it 
requires  recertification  by  examination  at  6- 
year  intervals  to  maintain  membership 
status. 

New  school 

A grant  to  assist  the  development  of  a new 
medical  school  in  the  Watts  - Willowbrook 
area  of  Los  Angeles  has  been  announced  by 
the  Commonwealth  Fund,  a New  York-based 
philanthropic  foundation. 

The  $100,000  grant  was  made  to  the 
Charles  R.  Drew  Postgraduate  Medical 
School,  in  Los  Angeles,  to  help  formulate  a 
comprehensive  plan  that  will  enable  the 
School  and  its  470-bed  affiliated  hospital  to 
open  in  mid-1971  as  a community-based  aca- 
demic medical  center. 
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The  Funny  Bone 


Heard  In  The  Hospital. 

“Calling  Dr.  Post,  Dr.  Mortimer  Post.” 
Over  the  loud  speaker;  they’re  going  to 
do  an  autopsy. 

The  Chart. 

“May  resume  prehospital  activities.” 
Back  to  bed? 

The  Patient. 

“I  have  trouble  with  my  phosphate.” 

The  Oldest  Medical  Joke. 

“I  couldn’t  afford  an  operation,  so  he 
touched  up  my  x-rays.” 

Pet  Peeve. 

“Cameo  Appearance.” 


Remember? 

Remember  “following  the  bouncing  ball?” 
Well,  we  woke  up  one  morning  saying 
“bounce  the  following  ball.”  Sounded 
just  as  good,  too.  It’s  like  saying  “pe- 
driatics.”  You  say  it  that  way  once,  and 
you’ll  never  say  it  right  again. 

That’s  What  They  Said. 

“He  was  originally  born  in  Detroit.” 

Heard  it  on  TV. 

Slow  Death  Of  The  English  Language. 

“Unloosen  it.” 

— F.C. 


Down  Memory  Lane 


1.  The  patient  is  changing  his  attitude 
toward  his  doctor.  The  doctor  is  no  longer 
a priest  of  medicine  at  whose  shrine  the  pa- 
tient worships  without  question. 

2.  Every  child  should  have  1 pint  of  milk 
daily. 

3.  The  injection  of  oxygen  into  the  peri- 
toneal cavity  is  practically  without  danger 
to  the  patient,  aids  in  clarifying  diagnosis, 
and  should  come  into  general  diagnostic  use. 

4.  The  fourth  great  pandemic  of  bubonic 
plague  is  now  devastating  the  world. 

5.  Oconto  is  reported  to  be  without  a 
physician. 

6.  The  third  session  of  the  House  of  Dele- 
gates met  in  the  Fontenelle  Hotel,  Wednes- 
day morning.  May  26,  1920.  The  meeting 
was  called  to  order  by  president  pro  tern, 
B.  F.  Bailey  at  8:00  o’clock. 

Forty-three  members  responded  to  roll 
call. 
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7.  Those  who  do  not  limit  themselves  to 
a specialty  in  medicine,  should  remember 
that  the  specialist  not  only  sets  himself  up 
to  do  certain  things  better  than  his  fellow 
practitioner  but  that  he  at  the  same  time 
renounces  a large  portion  of  the  field  of  med- 
ical practice. 

8.  I have  asked  that  all  the  children  have 
a general  bath  once  a week. 

9.  Every  radiotherapist  can  show  results 
in  carcinoma  of  the  lip  and  in  the  various 
stages. 

10.  Since  1896  spinal  puncture  has  been 
quite  commonly  used  as  a routine  procedure 
for  diagnostic  and  therapeutic  purposes. 

11.  There  is  a need  in  the  medical  profes- 
sion of  Nebraska  for  larger  group  meetings 
than  the  component  county  societies. 

Nebraska  State  Medical  Journal 
July,  1920 
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GENERAL 


Poetry  Corner 


TO  MY  STOMACH 

I have  a sliding  stomach 

That  goes  up  and  down  with  ease. 

And  what  can  be  the  use  of  it 
Is  what  nobody  sees. 

Down  is  where  it  wants  to  creep, 

But  up  is  where  it  goes, 

And  when  I lay  me  down  to  sleep. 

My  head’s  above  my  toes. 

But  heartburn  always  wakes  me  up 
At  two  or  three  o’clock; 

Or  else  my  stomach’s  in  my  chest. 

And  that’s  a lovely  shock. 

Antacids  do  me  little  good; 

The  surgeons  will  not  surge. 

I’d  get  a transplant  if  I could 
And  so  I thought  I’d  urge 

Whoever’s  got  a stomach  or 
A diaphragm  to  spare. 

Just  write  to  me  or  call  collect. 

And  you  know  I’ll  be  there. 

Until  then.  I’ll  take  stomach  pills. 

And  capsules  by  the  score. 

And  raise  the  head  end  of  my  bed 
Six  inches  from  the  floor. 

So  if  your  hernia’s  hiatal. 

Just  be  glad  it  isn’t  fatal. 

— Frank  Cole,  M.D. 

Sure  you  can  do  better. 

Send  it  in. 


Operative  Factors  Influencing  Mortality  in 
Intracranial  Aneurysm  Surgeiy  — R.  L. 
Paul  and  J.  G.  Arnold,  Jr.  (Univ  of  Mary- 
land Hosp,  Baltimore).  J Neurosurg  32: 
289-294  (March)  1970. 

The  general  mortality  rates  in  this  series 
of  intracranial  aneurysm  surgery  were  37.6% 
for  all  cases  and  27.5%  for  good-risk  cases. 
These  figures  are  in  general  agreement  with 


those  given  by  the  “Report  on  the  Coopera- 
tive Study  of  Intracranial  Aneurysms  and 
Subarachnoid  Hemorrhage.’’  Analysis  of  the 
operative  data  revealed  that  rupture  of  the 
aneurysm  at  surgery  occurred  in  50%  of  cases 
and  was  frequently  followed  by  operative 
occlusion  of  a major  intracranial  vessel.  The 
mortality  rate  subsequent  to  these  events,  even 
in  good-risk  patients,  was  forbidding  (61%) 
contrasted  to  6.4%  mortality  rate  in  those  not 
complicated  by  these  factors.  The  latter 
mortality  figure  is  comparable  to  the  low 
mortality  reported  by  some  centers  in  re- 
cent years  and  indicates  that  low  acceptable 
mortality  rates  can  be  achieved  generally 
if  these  preventable  operative  hazards  are 
avoided. 

Experience  With  Benign  Tumors  of  the 
Liver  — R.  A.  Malt,  R.  A.  Hershberg,  and 
W.  L.  Miller  (Massachusetts  General 
Hosp,  Boston).  Surg  Gynec  Obstet  130: 
285-291  (Feb)  1970. 

Of  63  major  tumors  of  the  liver  that  oc- 
curred during  a 22-year  period,  26  were  be- 
nign. Hemangioma  accounted  for  11  of 
these  26;  diagnostic  confusion  was  greatest 
over  hepatoadenoma  in  four  instances,  focal 
nodular  hyperplasia  in  three,  and  mesen- 
chymal hamartoma  in  one.  Hepatoadenomas 
are  benign,  usually  solitary,  encapsulated  tu- 
mors, perhaps  rarely  with  a malignant  po- 
tential in  patients  with  cirrhosis.  Their 
main  danger  is  in  hemorrhagic  infarction 
when  large.  Focal  nodular  hyperplasia  has 
a malignant  potential  and  is  most  common- 
ly found  in  girls  between  childhood  and  early 
adult  life.  Malignant  transformation  of  a 
mesenchymal  hamartoma  has  not  been  re- 
corded. Of  the  29  verifiable  instances  of 
mesenchymal  hamartoma,  the  typical  pa- 
tient is  usually  a boy  in  his  first  year  of  life, 
virtually  always  before  his  second  year.  Al- 
most all  the  tumors  are  in  the  right  lobe  of 
the  liver  or  attached  to  it.  As  excision  is 
curative,  distinction  should  be  made  between 
mesenchymal  hamartomas  and  malignant  ab- 
dominal tumors  in  children. 


July,  1970 


447 


Our  Medical  Schools 


Awards  at  U of  N 

Twelve  graduates  and  one  faculty  member 
received  special  recognition  at  the  Univer- 
sity of  Nebraska  Medical  Center’s  commence- 
ment Sunday,  June  7,  1970. 

Dr.  William  Ruegamer  received  a Distin- 
guished Teacher  Award.  Since  joining  the 
faculty  two  years  ago,  Dr.  Ruegamer  has  re- 
organized the  department  of  biochemistry, 
of  which  he  is  chairman.  But,  while  dis- 
charging his  administrative  duties  effective- 
ly, he  has  demonstrated  his  awareness  that 
the  primary  concern  of  a professor  must  be 
his  students,  according  to  the  citation.  He 
is  an  excellent  teacher  who  stimulates  equal 
excellence  among  his  colleagues,  the  citation 
continued. 

Dr.  Ruegamer  formerly  w^as  acting  chair- 
man of  the  department  of  biochemistry  at 
the  State  University  of  New  York,  College 
of  iMedicine  in  Syracuse,  where  he  had  been 
on  the  faculty  since  1954.  He  received  his 
Ph.D.  and  master’s  degrees  from  the  Univer- 
sity of  Wisconsin  and  his  bachelor’s  from 
Indiana  University. 

Graduating  with  high  distinction  were 
Drs.  Roger  Bower  of  Scribner  and  Roderick 
Harley  of  Grand  Island  and  Miss  June-Marie 
Burkhardt,  nursing  graduate  from  Lincoln. 

Ten  were  graduated  with  distinction ; 

From  the  College  of  Medicine:  Doctors 

Charles  Ginsburg,  Omaha ; Gary  Graham, 
Hastings;  Kenneth  Maxwell,  Lincoln;  James 
Speichinger,  Omaha,  and  Robert  Wilburn, 
Beaver  City. 

From  the  School  of  Nursing:  i\Iiss  Kath- 
ryn Effken,  Firth;  Miss  Biruta  Majorins, 
Alda ; Mrs.  Margaret  iMastal,  Red  Bank,  New 
Jersey,  and  Miss  Pamela  Ann  Ward,  Papil- 
lion. 

From  the  School  of  Medical  Technology: 
Miss  Marcia  Carr,  Columbus. 

IMiss  June-Marie  Burkhardt,  Lincoln,  was 
named  Student  Nurse  of  the  Year. 

Student  Medical  Technologist  of  the  Year 
awards  went  to  Miss  iMarcia  Carr,  Colum- 


bus ; Mrs.  Londa  Davis,  Silver  Spring,  Mary- 
land, and  IMrs.  Mary  Corr  Jones,  Sacramen- 
to, California. 

Dr.  Robert  Wilburn,  Beaver  City,  received 
three  special  awards:  The  College  of  Medi- 
cine Alumni  Association’s  thesis  award,  the 
Alpha  Kappa  Kappa  Award  and  the  Donald 
Dunlop  Award  in  obstetrics  and  gjmecologj'. 

Dr.  Charles  Ginsburg,  Omaha,  received  the 
Josephine  Kugel  Award  in  pediatrics  and  the 
Roche  Award. 

Other  awards: 

Pfizer  Award  to  Dr.  Roger  Bower, 
Scribner 

Upjohn  IMedical  Achievement  Award  to 
Dr.  Louis  Burgher,  McCook 

Anna  Osthoff  Bell  Endowment  to  Dr. 
Kenneth  Maxwell,  Lincoln 

Nu  Sigma  Nu  Award  to  Dr.  James 
Speichinger,  Omaha 

New  York  Life  Insurance  Company 
Scholarship  to  Dr.  Richard  Schindler 
Elliott,  Weeping  Water 

Harry  Z.  Rosenfeld  Award  to  Dr.  Rod- 
erick Harley,  Grand  Island 

Waldron  Cassidy  Award  in  Otorhino- 
laryngology to  Dr.  James  Call,  Aitken, 
Minnesota 

Outstanding  Student  Award  from  the 
Department  of  Psychiatry  to  Dr.  Gaiy 
Smith,  Imperial 

University  of  Nebraska  Chancellor  Dur- 
ward  Varner  conferred  degrees  upon  191 
graduates,  an  all-time  high  for  the  Medical 
Center.  Ninety  - four  received  doctor  of 
medicine  degrees,  42  bachelor  of  science  in 
nursing  degrees,  32  bachelor  of  science  in 
medical  technologj’  degrees,  and  23  bachelor 
of  science  in  medicine  degrees  at  the  exer- 
cises in  Omaha. 

Summer  school 

Twelve  students  were  to  enroll  in  the  first 
class  in  the  new  physical  therapy  training 
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program  at  the  University  of  Nebraska  Medi- 
cal Center  Monday,  June  8,  1970. 

The  two-year  program  is  open  to  students 
who  have  completed  two  years  of  college. 
However,  three  of  the  enrollees  are  already 
college  graduates. 

This  is  the  first  training  program  in  the 
state  for  physical  therapists  and  should  re- 
lieve a critical  shortage  of  these  specialists 
in  Nebraska,  according  to  Miss  Mary  Ellen 
Sacksteder,  director  of  the  program. 

Twenty  students  planned  to  enroll  in  an- 
other pioneering  program  at  the  Medical 
Center  Monday.  This,  too,  is  also  designed 
to  alleviate  a shortage  of  health  personnel 
in  the  state.  The  twenty  are  medical  stu- 
dents in  the  physicians  augmentation  pro- 
gram and  are  in  addition  to  the  101  fresh- 
men expected  to  register  in  September  for 
the  traditional  four-year  course  of  study. 
The  “Physician  Augmentation”  students  will 
take  an  accelerated  program  which  they  are 
expected  to  complete  in  three  years.  “There 
will  be  no  time  off  during  the  summer,” 
said  Dr.  Mary  Jo  Henn,  assistant  dean  for 
student  affairs. 

Still  a third  group  registered  at  the  Medi- 
cal Center  to  establish  a new  record.  This 
was  composed  of  85  studying  nursing.  All 
of  these  have  had  at  least  one  year  of  col- 
lege. After  successful  completion  of  three 
years  of  study  at  the  Medical  Center  they 
will  receive  a bachelor  of  science  in  nursing 
degree.  Dr.  Rena  Boyle,  dean  of  nursing, 
pointed  out  that  this  class  typifies  the  school’s 
growth.  “Just  five  years  ago  the  total  en- 
rollment in  the  school  was  85.  Today  it  is 
about  230.” 


Dr.  Heaney  appointed 

Dr.  Robert  P.  Heaney,  professor  of  medi- 
cine at  Creighton  University,  has  been  ap- 
pointed to  a one-year  term  beginning  July 
1 as  chairman  of  an  initial  research  grant 
review  group  for  the  National  Institutes  of 
Health  (NIH). 

Dr.  Heaney  will  be  chairman  of  General 
Medicine  B Study  Section  of  NIH’s  Division 
of  Research  Grants. 


The  General  Medicine  B section  is  one 
of  46  initial  research  grant  review  groups 
in  the  Division  of  Research  Grants.  It  is 
responsible  for  the  review  and  evaluation  of 
research  grant  applications  relating  to  clin- 
ical investigation  in  the  fields  of  endocrin- 
ology, metabolism,  and  nephrology  concerned 
with  water,  electrolytes  and  minerals. 

Composed  of  qualified  scientists  from  re- 
search and  academic  institutions,  the  study 
section  also  surveys  the  status  of  research 
in  its  field  to  determine  areas  in  which  re- 
search activities  should  be  initiated,  expand- 
ed or  curtailed. 

Dr.  Heaney  will  preside  over  meetings  of 
the  study  section.  He  will  also  act  as  prin- 
cipal scientific  adviser  to  the  section’s  execu- 
tive secretary,  a scientist-administrator  on 
the  staff  of  NIH. 

A native  of  Omaha,  Dr.  Heaney  received 
his  bachelor’s  degree  in  1947  and  his  doc- 
tor of  medicine  degree  in  1951,  both  from 
Creighton. 

He  has  been  a member  of  the  General 
Medicine  B Study  Section  since  1966. 

Dr.  Heaney  was  chairman  of  the  Depart- 
ment of  Medicine  at  Creighton  from  1961 
to  1969.  He  has  published  extensively  in  his 
field  and  received  numerous  scientific  and 
professional  honors. 

U/N  awards 

As  we  go  to  press,  three  Omahans  were 
to  receive  Distinguished  Service  to  Medicine 
Awards  at  the  Commencement  of  the  Univer- 
sity of  Nebraska  Medical  Center  June  7. 

They  are  Dr.  Leon  S.  McGoogan,  Dr.  How- 
ard B.  Hunt  and  Jake  R.  Reifschneider. 

Drs.  McGoogan  and  Hunt  each  has  been 
a member  of  the  faculty  of  the  College  of 
Medicine  for  four  decades.  Each  has  distin- 
guished himself  as  a teacher,  counsellor,  and 
a leader  in  the  practice  of  medicine,  accord- 
ing to  the  award  citations. 

Dr.  McGoogan  was  born  in  Lincoln,  Ne- 
braska, received  a Bachelor  of  Arts  Degree 
from  the  University  of  Nebraska  and  at- 
tended the  Nebraska  College  of  Medicine  for 
two  years;  he  completed  work  on  his  Doctor 
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of  Medicine  Degree  at  the  University  of 
Pennsylvania. 

He  joined  the  faculty  of  the  College  of 
Medicine  in  1931.  He  served  as  chairman  of 
the  Department  of  Obstetrics  and  Gynecologj' 
from  1953-1956  and  again  in  1961-62. 

Active  in  many  professional  societies,  Dr. 
^IcGoogan  is  a Founding  Fellow  of  the  Cen- 
tral Surgeons  Association  and  Founding 
Fellow  of  the  American  College  of  Obstetrics 
and  Gynecologj'.  He  is  a member  of  Phi 
Beta  Kappa  and  Alpha  Omega  Alpha,  and 
has  written  some  48  articles  for  profes- 
sional journals. 

Dr.  McGoogan  headed  the  successful 
alumni  fund  drive  three  years  ago  to  raise 
funds  for  the  new  Library  of  Medicine. 

Dr.  Hunt  was  born  in  Winthrop,  New 
York,  and  received  his  Bachelor  of  Arts  and 
Master’s  (PhysiologjO  degi-ees  from  the  Uni- 
versity of  California.  He  received  his  M.D. 
from  Haiward  University. 

He  joined  the  faculty  of  the  College  of 
Medicine  in  1930,  and  served  as  chaii'man  of 
the  Department  of  Radiology’  from  1930 
through  1963,  and  again  from  1965  to  1968. 

He  was  director  of  the  Department  of 
Radiologj'  at  Nebraska  Methodist  Hospital 
from  1930-65. 

He  has  held  many  area  and  national  posts 
in  scientific  societies,  including  the  first 
vice  presidency  of  the  Radiological  Society 
of  North  America,  and  the  presidency  of  the 
American  Radium  Society. 

He  has  authored  some  50  published  arti- 
cles in  scientific  journals  and  is  a member 
of  Phi  Beta  Kappa,  Sigma  Xi  and  Alpha 
Omega  Alpha. 

Dr.  Hunt  became  a senior  consultant  in 
radiology’  at  the  College  of  Medicine  this 
year. 

Mr.  Reifschneider  is  president  and  trustee 
of  the  Eugene  C.  Eppley  Foundation,  Inc. 
He  served  as  vice  president  and  regional 
manager  for  the  Sheraton  Hotels  until  he 
resigned  to  become  an  officer  and  director 
of  the  Eppley  Foundation. 

Mr.  Reifschneider’s  community  activities 
have  included  the  presidency  of  Doctors  Hos- 
pital, presidency  and  directorship  of  the 


Omaha  Masonic  Manor,  trusteeship  of  Ne- 
braska Methodist  Hospital  and  chairmanship 
of  the  Eppley  Care  Center ; presidency  of  the 
Omaha  Redevolpment  Corporation,  and  mem- 
bership on  the  Salvation  Army  Advisory 
Board  and  United  Presbyterian  Welfare 
Foundation. 


Thank  you  from  the  Auxiliary  for  again 
being  permitted  to  report  to  you,  the  mem- 
bers of  the  House  of  Delegates.  Many  aux- 
iliary past  presidents  as  they  appear  before 
the  House  of  Delegates  to  report  on  their 
auxiliary  year  must  think  how  valuable  is 
your  time  and  yet  you  take  time  for  our  re- 
port. We  do  have  many  projects  and  pro- 
grams to  report  this  year. 

As  the  Auxiliary  has  consulted  with  the 
NSMA  Officers,  Committee  Members,  and 
the  NSMA  Office  Staff  during  this  past 
year,  co-operation  and  co-ordination  of  proj- 
ects and  programs  has  been  accomplished. 
It  often  has  reminded  me  of  the  elderly  pa- 
tient who  enters  the  M.D.’s  office  to  say, 
“Doctor,  I have  this  problem.”  That  has 
seemed  to  sum  up  this  year  — many  prob- 
lems were  faced.  The  first  was  money  and 
we  in  Auxiliary  are  most  appreciative  of  the 
monetary  support  extended  to  us  for  the 
coming  year. 

We  in  Auxiliar>^  are  trying  to  point  to 
the  area  of  health  education  and  the  job 
that  must  be  done  to  create  better  health 
education  state-  and  community-wide.  We 
must  discuss  the  problems  and  seiwices  and 
decide  the  course  to  pursue. 

We  must  not  leave  education  up  to  the  pro- 
fessional educator  alone  when  health  is  in- 
volved. The  individual  MD  in  the  treatment 
of  his  patients  sees  problems  arising  in  edu- 
cation within  his  own  community.  We  must 
share  these  concerns  with  others  so  as  to 
counteract  developing  problem  areas.  The 
Medical  Association  and  Auxiliary  members 
throughout  the  state  of  Nebraska  are  the 
ones  most  closely  situated  to  the  health 
scene.  With  us  are  the  medically  related 
health  gi'oups  who  also  offer  health  serv- 
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ices.  We  are  all  trying  to  coordinate  the 
needs,  wants,  and  demands  in  order  to  be 
more  knowledgeable.  Hence,  the  Auxiliary 
concern  as  to  organizing  Community  Health 
Councils  so  that  all  issues  may  be  presented 
and  discussed  with  the  individual  community 
groups. 

The  Auxiliary  slogan  for  1969-1970  — the 
end  of  the  horrible  Sixties  — was  INTER- 
ESTED — INFORMED  — INVOLVED  — 
IN  COMMUNITY  HEALTH.  Our  year- 
book stated  that  the  needs  of  each  commun- 
ity are  different  so  let  each  auxiliary  member 
become  INTERESTED  in  the  needs  of  her 
community.  Each  auxiliary  should  then 
confer  with  their  Medical  Society.  Be  IN- 
FORMED as  to  ways  to  solve  these  needs. 
Be  INVOLVED  and  cooperate  with  other  or- 
ganizations and  agencies  to  answer  commun- 
ity health  needs.  By  participation  in  exist- 
ing health  programs  and  involvement  in  new 
health  related  ones  we  will  strive  toward 
good  community  health  for  our  state.  Be 
INTERESTED,  INFORMED,  and  IN- 
VOLVED in  Community  Health.  We  strived 
toward  this  goal  throughout  the  year. 

The  National  Auxiliary  program  has  been 
in  the  area  of  Children  and  Youth.  We  have 
stressed  this  area  throughout  the  year  with 
Auxiliary  Board  meetings  having  workshops 
on  alcoholism  and  drug  abuse.  AMA  book- 
lets and  leaflets  were  presented  each  aux- 
iliary as  well  as  copies  of  materials  in  the 
National  Auxiliary  package  program  ma- 
terials. Recent  Auxiliary  package  programs 
were  on  Sex  Education,  Alcoholism,  Drug 
Abuse  and  now  Smoking.  These  areas  were 
all  covered  in  our  health  education  program 
development  for  the  year.  The  members 
must  be  informed. 

Immediately  following  convention  one  year 
ago  the  NSMA  Health  Education  Committee 
for  Schools  and  Colleges  met  with  a Review 
Committee  to  study  sex  education  materials. 
Many,  many  hours  were  spent  reviewing 
various  materials.  The  report  of  this  com- 
bined committee  was  submitted  to  your 
House  of  Delegates  last  October. 

When  asked  if  he  started  out  as  a comedian 
in  show  business,  Shelley  Berman  said,  “No, 
he  started  out  as  a baby  in  Chicago.”  That 
is  a description  of  SONS  AND  DAUGH- 


TERS. It  started  out  as  a baby  — our  entry 
into  Educational  TV  — it  grew.  Several 
months  were  needed  for  the  development  of 
this  series.  With  the  help  of  the  NSMA  Of- 
ficers; the  Health  Education  Committee  and 
its  Chairman,  Dr.  Sam  Fuenning;  Ken  Neff 
and  Bill  Schellpeper ; Bill  Oxley  of  ETV ; 
and  Bee  Jay  Kellar;  the  Auxiliary  proceeded 
toward  promotion  for  the  series.  The  ETV 
series  titled  SONS  & DAUGHTERS  — an 
Understanding  Toward  Human  Sexuality 
was  a five  series  film  presentation.  Many 
hours  were  donated  by  all  involved  in  the 
promotion  of  the  NSMA  and  Auxiliary  ven- 
ture into  ETV.  This  series  has  been  shown 
on  ETV  in  only  3 other  states. 

Communities  were  asked  to  have  discus- 
sion groups  organized  through  church  groups, 
PTA’s  or  community  groups  so  that  discus- 
sion could  follow  each  viewing.  The  five 
films  were  shown  one  night  a week  during 
the  first  week  in  March  and  then  one  film 
each  week  repeated  3 times  during  the  week. 
Evaluation  sheets  were  mailed  to  each  Aux- 
iliary for  distribution.  Flyers  and  brochures 
also  went  to  many  groups  — educational  or 
health  related.  The  discussion  guide  books 
were  also  distributed  throughout  the  state. 

The  SONS  & DAUGHTERS  series  re- 
ceived much  worthwhile  recognition.  Edu- 
cators and  ministers  were  elated  to  see  the 
NSMA  take  a lead  in  this  important  health 
area.  We  in  Auxiliary  do  appreciate  the 
MD’s  help  in  this  venture.  We  will  continue 
to  need  your  help  and  guidance  if  the  Com- 
munity Health  Councils  are  to  be  formed. 
We  talk  of  apathy  and  do  see  it  every  day 
but  I have  always  felt  if  the  program  is 
relevant  enough  the  volunteers  will  rally 
around.  The  comment  from  many  has  been 
that  a health  education  program  is  long 
over  due. 

The  Inter-Agency  Health  Planning  Council 
became  active  in  the  promotion  of  this  series. 
This  was  done  in  connection  with  the  Smok- 
er’s Self  Test  being  viewed  on  TV  preced- 
ing SONS  & DAUGHTERS  so  that  an  hour 
program  was  presented  on  health  educa- 
tion during  the  first  week  in  March. 

The  Auxiliary  has  enjoyed  the  co-opera- 
tion of  the  Inter-Agency  Health  Planning 
Council  and  the  concern  about  health  prob- 
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lems  and  health  manpower  found  in  the  17 
member  agencies.  May  I take  this  oppor- 
tunity to  thank  the  NSMA  for  paying  our 
initial  dues.  We  now  have  a member  serv- 
ing on  two  sub-committees;  namely,  Health 
Careers  Brochure  and  Scholarships  and 
Loans.  As  we  toured  the  state  we  sought 
help  for  the  American  Cancer  Society.  We 
found  contact  people  in  many  counties  who 
offered  to  help  them  secure  a public  educa- 
tion chairman. 

]\Irs.  Arthur  Smith  and  I seiwed  on  two 
Task  Forces  planning  the  Health  Conference 
that  was  held  in  March.  Four  of  our  mem- 
bers attended  the  Health  Conference. 

Four  Auxiliary  members  attended  the 
Governor’s  Conference  on  Drugs.  The  Aux- 
iliary held  a two  day  workshop  on  Drugs 
at  the  Midwinter  Board  Meeting.  Each 
County  Auxiliary  received  packets  of  ma- 
terials on  drugs  during  the  year. 

The  Fall  Board  Meeting  workshop  was 
conducted  on  Alcoholism.  AMA  Health  Edu- 
cation leaflets  on  many  health  education 
areas  were  given  each  county  auxiliary  for 
use  within  the  community. 

The  State  Auxiliary  has  stressed  education 
at  varying  levels  and  in  particular  the  need 
for  aid  to  our  Medical  Students  and  Medical 
Schools.  As  in  the  past  we  continued  with 
the  project  for  NMF  — selling  paper  prod- 
ucts. A concerted  effort  has  been  made  to 
secure  AMA-ERF  funds  with  credit  going 
to  the  auxiliary.  This  year,  hopefully,  the 
total  will  reach  $4,500. 

The  Homemaker  Rehabilitation  Bus  con- 
tinues to  tour  the  State.  Auxiliary  members 
have  acted  as  hostesses  upon  said  visits. 

The  Nebraska  State  Nursing  Association 
meeting  on  Health  Careers  was  attended  by 
the  President-elect  and  the  President.  The 
Nursing  Association  has  prepared  a new 
brochure  compiled  to  include  all  types  of 
nursing  schools  and  pertinent  information 
for  students  interested  in  nursing  as  a 
career.  We  discussed  the  Associate  Degree 
Nursing  Program  as  we  made  our  visits 
about  the  state. 

The  Auxiliary  President  and  President- 
elect attended  the  Nebraska  Association  of 
Medical  Assistants  Convention  in  Omaha. 


Auxiliary  programs  and  projects  were  ex- 
plained to  the  gi’oup. 

The  Nebraska  and  Creighton  Wasama  and 
Intern,  Resident  and  Fellow  Wives  groups 
continue  to  be  our  concern.  They  have  ex- 
pressed added  interest  in  the  auxiliary  pro- 
gram and  are  anxious  to  understand  our 
projects  and  goals.  The  State  Auxiliary, 
Omaha-Douglas  County  Auxiliary  and  Lan- 
caster County  Auxiliary  have  given  dona- 
tions to  the  Wasama  groups  to  aid  their  con- 
vention delegates.  The  girls  have  offered 
their  help  in  promoting  health  careers.  The 
groups  were  active  in  the  promotion  of  the 
Sons  and  Daughters  series. 

Emergency  Medical  Identification  is  still 
an  auxiliaiy  project.  We  will  continue  to 
stress  the  identification  and  study  the  avail- 
able identification  cards.  Auxiliary  will  sup- 
port and  promote  whatever  decision  you 
make  regarding  EMI. 

The  Auxiliary  Officers,  Executive  Board 
Members,  and  County  Members  believe 
strongly  in  our  program  and  the  public 
relations  that  we  can  do  for  medicine  in  this 
state.  After  all  as  I look  into  this  audi- 
ence I see  MD’s  whom  an  Auxiliary  member 
has  been  helping  for  many  years.  In  pro- 
moting medicine  and  the  problems  MD’s 
face  many  auxiliary  members  have  more  time 
to  spend  in  public  relations  in  their  commun- 
ity than  the  MD  has  in  this  busy  world. 
Only  through  cooperation  as  this  can  any 
goal  be  reached.  We  must  tell  our  story. 
We  will  continue  to  work  with  other  related 
health  groups. 

May  I express  for  the  State  Auxiliary  a 
thank  you  to  so  many  in  the  NSMA.  This 
has  been  a busy  year  for  Auxiliary.  The 
NSMA  Office  Staff  has  been  most  helpful. 
A thank  you  to  Dr.  Frank  Cole  for  his  sup- 
port of  our  news  column  in  the  NSMJ.  The 
Auxiliary  is  indebted  to  the  NSMA  Advisory 
Committee  and  Dr.  Clarence  Brott,  Chair- 
man, for  guidance  and  support.  Last,  but 
not  least,  as  the  Auxiliary  spokesman,  my 
heartfelt  thanks  to  another  considerate  MD, 
Dr.  J.  Whitney  Kelley,  the  NSMA  President 
this  busy  year,  for  his  cooperation  and  rec- 
ognition of  Auxiliary  goals. 

Thank  you. 

Mrs.  P.  Bryant  Olsson,  President 


452 


Nebraska  S.  M.  J. 


Welcome  New  Members 


Paul  M.  Meadows,  M.D. 

Dept,  of  Radiation  Therapy 
University  of  Nebraska 
Medical  Center 
Omaha,  Nebraska  68105 

David  Johnson,  M.D. 

Osmond,  Nebraska  68765 

William  L.  Harlan,  M.D. 

308  Faculty  Building 
St.  Joseph’s  Hospital 
Omaha,  Nebraska  68108 

Henri  E.  Chehab,  M.D. 

University  Hospital 
5th  Floor  OB  Clinic 
Omaha,  Nebraska  68105 

James  F.  Speers,  M.D. 

Omaha-Douglas  County  Health  Dept. 
1201  South  42nd  Street 
Omaha,  Nebraska  68105 

Vernon  K.  Westberg,  M.D. 

4848  Sumner  Street 
Lincoln,  Nebraska  68506 


Physiological  Evaluation  of  Results  of  Pul- 
monary Decortication  — J.  R.  Morton,  S. 
F.  Boushy,  and  G.  A.  Guinn  (VA  Hosp, 
2002  Holcome  Blvd,  Houston).  Ann  Thorac 
Surg  9:321-326  (April)  1970. 

A group  of  141  patients  who  underwent 
lung  decortication  is  presented.  The  etiology 
of  the  disease  process,  operative  complica- 
tions, and  operative  procedures  performed 
concomitantly  are  outlined.  Seventeen  pa- 
tients were  selected  for  review  who  had  de- 
cortication only  and  in  whom  preoperative 
and  postoperative  pulmonary  function  tests 
were  performed.  Two  patients  in  this  group 
had  bronchospirometry ; one  patient  had  pul- 
monary arteriography.  There  is  a reduction 
in  vital  capacity  and  pulmonary  blood  flow 
with  trapped  lung.  Patients  with  pleural 
disease  of  short  duration  demonstrated  more 
improvement  after  decortication  than  did 
those  who  had  had  thickened  pleura  for  pro- 


longed periods  of  time.  Patients  with  signifi- 
cant reduction  in  vital  capacity  preoperative- 
ly  had  considerable  improvement  after  oper- 
ation. When  the  preoperative  function 
studies  were  normal,  there  was  little  change 
after  operation. 

Nursing  Posture  After  Acute  Myocardial 
Infarction  — J.  D.  Eddy  and  S.  P.  Singh 
(Dudley  Rd  Hosp,  Birmingham,  England). 
Lancet  2:1378-1380  (Dec  27)  1969. 

Hemodynamic  measurements  were  made 
in  nine  men  patients  within  24  hours  after 
acute  myocardial  infarction  in  the  supine 
position  and  after  propping  up  in  bed.  Sys- 
temic blood  pressure  was  not  significantly 
affected  and  the  fall  in  cardiac  output  and 
stroke  volume  in  two  patients  was  not  suffi- 
cient to  cause  postural  hypotension.  There 
was  considerable  relief  of  pulmonary  hyper- 
tension and  significant  fall  in  pulmopary 
wedge  pressure.  Associated  with  this  there 
was  a fall  in  right  ventricular  work  load. 
These  hemodynamic  findings  suggest  that 
it  is  beneficial,  in  the  absence  of  postural 
hypotension,  to  nurse  patients  with  acute 
myocardial  infarction  in  the  propped  - up 
position. 

Psychological  Aspects  of  Care  of  Children 
With  Cystic  Fibrosis  — A.  Tropauer,  M. 
N.  Frantz,  and  V.  W.  Dilgard  (2045  Peach- 
tree Rd  NE,  Atlanta).  Amer  J Dis  Child 
119:424-432  (May)  1970. 

A psychological  study  of  20  children  with 
cystic  fibrosis  revealed  frequent  emotional 
complications  among  the  patients  and  their 
mothers.  Physical  and  social  restrictions, 
the  rigorous  medical  regimen,  concerns  about 
illness  and  death,  and  uncertainties  of  the 
future  can  create  anxiety  and  depression  in 
child  and  parent  alike.  Inadequate  resolution 
of  emotional  conflict  in  either  may  lead  to 
maladaptive  behavior  and  resistance  to  treat- 
ment which  can  significantly  impede  the 
progress  of  therapy. 
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Our  Presidents 


J.  WHITNEY  KELLEY,  M.D. 

Immediate  Past  President,  Nebraska  State  Medical  Association 
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The  Law 


Ways  and  means  committee 
voices  recommendations 

In  a press  release,  the  House  Ways  and 
Means  Committee  announced  its  recommen- 
dations for  amendments  to  the  Social  Secur- 
ity Act,  including  Medicare  and  Medicaid  . . . 
Among  the  recommendations  concerning 
Medicare  and  Medicaid,  the  Committee  sug- 
gested these  major  changes. 

— Part  A for  Ineligible  Aged.  Would  per- 
mit those  over  65  who  are  otherwise  in- 
eligible for  Medicare  benefits  to  enroll 
in  the  Part  A program  by  paying  the 
total  premium,  at  the  initial  rate  of  $27 
per  month. 

— Health  Maintenance  Organization  Option. 
Individuals  eligible  for  Medicare  bene- 
fits could  choose  to  have  their  care  pro- 
vided by  a Health  Maintenance  Organ- 
ization (a  prepaid  group  health  or  other 
capitation  plan).  The  government  would 
reimburse  the  health  organization  on  a 
capitation  basis  not  to  exceed  95%  of 
the  cost  of  Medicare  benefits  provided 
the  beneficiaries  in  the  area  not  covered 
under  the  Health  Maintenance  Organiza- 
tion. 

— Limitations  on  Recognition  of  Physi- 
cian Fee  Increases.  Physician  charges 
under  Titles  5,  18,  19  of  the  Social  Se- 
curity Act  would  be  limited  by  providing 
that  during  fiscal  1971,  medical  charge 
levels  recognized  as  prevailing  could  not 
be  increased  beyond  the  75  percentile  of 
actual  charges  in  a locality  during  calen- 
dar year  1969. 

— Termination  of  Payments  to  Providers. 
The  Secretary  of  HEW  could  terminate 
payment  for  services  rendered  by  a sup- 
plier of  health  and  medical  services 
deemed  to  be  guilty  of  program  abuses. 
Program  review  teams  would  be  estab- 
lished to  furnish  the  Secretary  profes- 
sional advice  in  carrying  out  this  au- 
thority. 

— Chiropractic  Services.  The  Depart- 
ment of  HEW  would  conduct  a study 


covering  chiropractic  service  “on  a very 
limited  basis”  under  Medicare  utilizing 
the  experimental  authority  under  the 
Medicaid  program.  The  report  of  the 
study  would  have  to  be  submitted  to  the 
Congress  within  two  years. 

In  order  to  pay  the  additional  cost  of  the 
benefits  provided  and  to  meet  the  existing 
actuarial  deficit  in  the  Part  A portion  of 
Medicare,  the  House  Ways  and  Means  Com- 
mittee recommends  an  increase  in  the  tax 
base  from  $7,800  a year  to  $9,000,  beginning 
on  January  1,  1971,  and  also  recommends  an 
increase  in  the  combined  Social  Security  tax 
rate  for  the  years  1975  on  ...  It  is  expected 
that  the  Ways  and  Means  Committee  will 
submit  to  the  House  a Committee  bill  incor- 
porating all  its  recommended  changes. 


Ribicoff  report  issued 

Ribicoff’s  Subcommittee  on  Executive  Re- 
organization of  the  Senate  Government  Op- 
erations Committee  made  public  its  report 
“Federal  Role  in  Health”  . . . Sen.  Ribicoff 
(D)  Conn.,  in  presenting  the  report  said, 
“.  . . in  assessing  the  Federal  role  in  health, 
the  Subcommittee  found  that  there  was  no 
national  health  policy,  no  central  mechanism 
to  consider  or  formulate  that  policy,  and 
that  Federal  health  programs  were  a cum- 
bersome disjointed  bureaucracy  that  even 
key  Federal  officials  had  difficulty  manag- 
ing.” The  Subcommittee  presents  two  basic 
recommendations.  First,  establish  a high 
level  Council  of  Health  Advisors  within  the 
Executive  Branch  to  consolidate  present 
health  programs  and  to  formulate  a national 
health  policy.  Second,  recommends  a reor- 
ganization of  the  Department  of  HEW,  rais- 
ing the  department’s  top  health  official  from 
the  status  of  Assistant  Secretary  to  Under- 
secretary of  HEW,  and  it  calls  for  the  ap- 
pointment of  four  Assistant  Secretaries  who 
would  be  responsible  for:  (1)  health  care 
services;  (2)  consumer  protection;  (3)  sci- 
ence, manpower,  and  education;  and  (4) 
budgets  and  planning. 
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Local  comprehensive  health 
services  called  for 

Senator  Javits  (R)  N.Y.  introduced  S. 
3830,  the  Local  Comprehensive  Health  Sei’v- 
ice  Systems  Act  of  1970,  commenting  that 
his  bill  was  essential  if  we  are  to  head  to- 
wards a national  health  insurance  scheme. 
. . . The  Javits’  bill  authorizes  the  Secretary 
of  HEW  to  make  loans  and  grants,  and  pro- 
vide technical  assistance,  to  organizations 
to  plan  and  develop  local  comprehensive 
health  care  programs  and  to  aid  them  in 
becoming  self-supporting  (emphasis  on  pro- 
grams in  ghetto  or  disadvantaged  areas). 
It  also  establishes  criteria  for  the  local  sys- 
tems which  are  seeking  governmental  assist- 
ance, requiring  that  they  develop  preventive 
health  care  programs,  train  and  employ 
allied  health  personnel,  and  be  organized  in 
such  a way  as  to  be  consistent  with  the 
States’  overall  comprehensive  health  care 
plan.  The  local  programs  would  have  to  em- 
phasize local  consumer  and  community  in- 
volvement in  the  planning,  development , and 
operation  of  the  comprehensive  health  serv- 
ices systems. 

The  proposal  authorizes  the  Secretaiy  of 
HEW  to  make  grants  to  hospitals,  medical 
schools,  insurance  carriers,  non-profit  pri- 
vate plans,  and  non-profit  community  groups 
to  pay  80%  of  the  cost  of  planning  and  de- 
veloping the  comprehensive  health  service 
systems.  It  also  authorizes  the  Secretary  of 
HEW  to  pay  that  portion  of  the  administra- 
tive, operating  and  maintenance  costs  of  ap- 
proved programs  which  exceed  their  income 
during  the  first  five  years  of  operation.  The 
bill  defines  a comprehensive  health  service 
system  as  one  which  is  providing  health  care 
to  an  identified  population  group  in  a pri- 
mary service  area  on  the  basis  of  contractual 
arrangements  which  embody  a group  practice 
established  by  a medical  school,  hospital 
medical  staff,  medical  center,  or  other  entity 
among  the  participating  providers  of  serv- 
ices. It  defines  a “comprehensive  health 
service  program’’  as  one  which  offers  at 
least  all  the  services  provided  under  Parts  A 
and  B of  Medicare,  and  must  include  an- 
nual physical  checkups,  the  provision  of 
maintenance  prescription  drugs,  and  dental 
services  for  children  under  8 years  of  age. 
The  Secretary  of  HEW  could  require  other 


appropriate  preventive  and  comprehensive 
health  care  services. 

SoTiator  Javits,  after  outlining  his  bill, 
commented,  “It  is  vital  to  proceed  immedi- 
ately with  the  rationalization  of  medical  care 
services  and  facilities  if  we  are  going  to  be 
able  to  establish  some  plan,  even  if  it  is  the 
plan  of  American  Medical  Association,  for 
national  health  insurance.”  . . . The  Javits’ 
bill  has  been  referred  to  the  Senate  Labor 
and  Public  Welfare  Committee. 


New  Hughes  alcoholism  bill 

Senator  Hughes  (D)  Iowa  introduced  S. 
3835,  the  Federal  Alcohol  Abuse  and  Alcohol- 
ism Prevention,  Treatment,  and  Rehabilita- 
tion Act  of  1970,  which  establishes,  within  the 
National  Institute  of  Mental  Health,  a Na- 
tional Institute  for  the  Prevention  and  Con- 
trol of  Alcohol  Abuse  and  Alcoholism.  The 
bill  also  calls  for  the  establishment  of  pro- 
grams of  alcoholism  prevention,  and  the 
recognition  and  encouragement  of  treatment 
and  rehabilitation  programs,  for  all  Federal 
employees  and  for  members  of  the  Armed 
Services. 

Group  health  and  group  disability  insur- 
ance programs  which  are  made  available  to 
Federal  employees  would  be  required  to  in- 
clude alcoholism  as  a covered  condition.  The 
Hughes’  bill  also  requires  the  recognition 
of  alcohol  abuse  and  alcoholism  as  a signifi- 
cant health  problem  in  a broad  range  of  Fed- 
eral programs  affecting  health  matters,  in- 
cluding vocational  rehabilitation,  OEO,  wel- 
fare, highway  safety  planning.  Medicare  and 
Medicaid,  and  Title  5 of  the  Social  Security 
Act.  The  Secretary  of  HEW  would  be  au- 
thorized to  make  grants  and  enter  into  con- 
tracts with  State  and  local  organizations 
to  carry  out  a comprehensive  range  of  ac- 
tivities in  the  area  of  controlling  alcohol 
abuse  and  alcoholism  prevention,  treatment 
and  rehabilitation.  Included  in  this  program 
would  be  the  construction  and  staffing  of  fa- 
cilities, development  of  model  curricula, 
model  curricular  materials,  and  curricular 
demonstration  programs,  and  training  and 
education  programs  for  medical  schools 
and  for  other  professional  and  paraprofes- 
sional  persons.  The  Secretary  of  HEW  could 
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also  provide  financial  support  of  commun- 
ity planning  and  education  programs. 

The  hill  was  referred  to  the  Senate  Labor 
and  Public  Welfare  Committee’s  Subcom- 
mittee on  Alcohol  and  Drug  Dependence 
which  has  announced  that  it  would  hold  hear- 
ings on  this  bill.  AMA  is  scheduled  to  pre- 
sent its  view  on  the  first  day  of  hearings. 

AMA  asks  funds  for  medical 
education 

C.  H.  William  Ruhe,  M.D.,  Director  of 
the  AMA’s  Division  of  Medical  Education, 
testified  before  the  Subcommittee  on  Labor 
and  Health,  Education,  and  Welfare  of  the 
House  Appropriations  Committee  and  asked 
that  medical  education  be  supported  finan- 
cially as  fully  as  possible  in  order  to  meet 
the  pressing  need  which  exists  today  for  an 
increased  number  of  physicians.  Doctor 
Ruhe  said  that  the  policy  of  the  AMA  and  the 
Association  of  American  Medical  Colleges 
is  for  the  collective  enrollment  of  all  Ameri- 
can medical  schools  to  be  increased  to  a 
level  which  will  permit  all  qualified  appli- 
cants to  be  admitted  . . . Recognizing  pres- 
ent budget  limitations,  the  witness  still 
urged  that  health  legislation  in  general  and 
particularly  programs  to  increase  the  num- 
ber of  physicians  be  given  first  priority  . . . 
The  AMA  testimony  followed  by  one  day  a 
statement  before  the  Subcommittee  by  six- 
teen student  and  professional  groups  (in- 
cluding AMA)  in  the  health  field  calling  for 
full  funding  of  student  financial  assistance 
programs.  Their  request  would  call  for 
$35  million  for  the  Health  Professions  Stu- 
dent Loan  Program  and  $21  million  for  the 
Nurses  Training  Loan  Program  during  fiscal 
year  1971. 


AMA  testifies  on  RMP  and  CHP 

Bland  W.  Cannon,  M.D.,  of  Memphis,  Ten- 
nessee, and  a member  of  the  American  Medi- 
cal Association’s  Council  on  Medical  Educa- 
tion, testified  before  the  House  Interstate  and 
Foreign  Commerce  Committee’s  Public 
Health  and  Welfare  Subcommittee  on  bills 
relating  to  the  extension  of  Regional  Medical 
Programs  and  Comprehensive  Health  Plan- 


ning and  Public  Health  Services.  Doctor  Can- 
non supported  the  extension  of  the  Regional 
Medical  Programs  law,  and  the  inclusion  of 
other  “major”  diseases  along  with  Heart  Dis- 
ease, Cancer,  and  Stroke  ...  On  Comprehen- 
sive Health  Planning,  he  called  for  a greater 
number  of  practicing  physicians  on  State 
Planning  Councils,  saying  that  this  would 
make  use  of  the  particular  expertise  of  the 
medical  profession  . . . The  AMA  witness  ex- 
pressed opposition  to  the  Administration’s 
proposal  to  amalgamate  the  Regional  Medi- 
cal Programs  and  Comprehensive  Health 
Planning.  Doctor  Cannon  said  that  the  com- 
bining of  the  two  programs  would  not  lead 
to  the  goals  originally  sought  by  their  en- 
actment, particularly  RMP.  He  expressed 
concern  with  any  attempt  to  change  the 
essential  educational  character  of  Regional 
Medical  Programs  to  one  for  the  provision 
of  health  services  . . . Other  witnesses  be- 
fore the  Committee  included  Sidney  Farber, 
M.D.,  speaking  for  the  American  Cancer  So- 
ciety, and  J.  Gordon  Barrow,  M.D.,  Chair- 
man of  the  National  Steering  Committee  of 
Regional  Medical  Program  Coordinators. 
They  opposed  the  Administration’s  pro- 
posal for  combining  RMP  and  CHP. 


Multiple  Halothane  Exposure  and  Hepatic 
Sulfobromophthalein  Clearance  — J.  F. 

Biebuyck  et  al  (Univ  of  Cape  Town  and 
Groote  Schuur  Hosp,  Cape  Town,  South 
Africa).  Brit  Med  J 1:668-670  (March  14) 
1970. 

Multiple  halothane  exposures  are  shown  to 
have  delayed  effects  on  sulfobromophthalein 
(BSP)  clearance.  Rats  were  exposed  to  re- 
peated halothane  anesthetics,  and  their  liv- 
ers were  subsequently  isolated  and  perfused. 
Sulfobromophthalein  retention  in  the  per- 
fusate of  these  isolated  livers  was  markedly 
increased  one  to  three  weeks  following  the 
last  halothane  exposure.  In  similarly  pre- 
treated animals,  at  the  same  time  period, 
BSP-glutathione  conjugating  enzyme  activ- 
ity in  homogenates  of  the  liver  was  found  to 
be  depressed.  These  findings  did  not  occur 
following  multiple  diethyl  ether  exposures, 
nor  following  a single  halothane  exposure. 
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Film:  The  menopausal  woman 

A current  medical  film  that  offers  consid- 
erable potential  for  an  informative  and  pro- 
vocative program  on  estrogen  replacement 
therapy  is  The  Long-Range  Problems  of  the 
Postmenopausal  Woman.  This  film  is  now 
available  for  showing  to  interested  medical 
gi'oups. 

The  running  time  is  43  minutes ; color  and 
sound.  It  was  filmed  simultaneously  across 
the  nation,  with  Dr.  Allan  C.  Barnes  of  the 
Department  of  Gynecology  and  Obstetrics, 
The  Johns  Hopkins  Hospital,  presiding  in 
Baltimore;  and  with  Dr.  Herman  I.  Kantor, 
Clinical  Professor  of  Gynecologj*  and  Ob- 
stetrics, The  University  of  Texas  Southwest- 
ern Medical  School  in  Dallas,  and  Dr.  Gilbert 
S.  Gordon,  Professor  of  Medicine,  Chief  of 
Bone  & Stone  Clinic,  University  of  California 
IMedical  Center  in  San  Francisco,  joining  him 
in  animated  discussion. 

After  a vivid  introduction  by  Dr.  Barnes 
on  estrogen  deficiency  as  a serious  disease 
requiring  medical  treatment,  the  subject  is 
then  pursued  with  Dr.  Kantor  on  the  emo- 
tional and  mental  aspects  of  the  problem, 
and  on  the  diagnosis  and  treatment  of  osteo- 
porosis with  Dr.  Gordan. 

To  obtain  this  film  for  an  early  showing 
at  a continuing  educational  project,  write  to: 

John  B.  Jewell,  M.D. 

IMedical  Department 
Ayerst  Laboratories 
685  Third  Avenue 
New  York,  New  York  10017 

AMA  exhibit : drugs 

A timely  new  exhibit,  “Drugs  — Are 
You  Facing  the  Decision?”,  is  now  avail- 
able for  public  showings  by  medical  societies 
and  other  organizations  involved  in  drug 
abuse  control  programs. 

Its  message  is  addressed  to  young  people 
and  their  parents.  The  display  features  con- 
cise copy  on  marihuana,  stimulants  and  de- 
pressants, youth-oriented  illustrations,  a re- 
volving “fact”  drum,  and  a taped  message 
on  two  earphones  for  “viewer  involvement.” 


The  exhibit  is  10  feet  in  length,  self-con-  I 
tained,  and  illuminated ; it  weighs  400 
pounds.  It  may  be  borrowed  from  the  AMA  j 
Exhibit  Section  without  charge,  except  for 
round-trip  transportation  costs.  The  Sec- 
tion asks  that  reservations  be  placed  at  least 
three  months  in  advance. 

Announcement 

Postgraduate  course  in  laryngology 
and  bronchoesophagology 

The  Department  of  Otolaryngologj"  of  the 
University  of  Illinois  at  the  Medical  Center 
will  conduct  a postgx*aduate  course  in  Laiyn- 
gologj'  and  Bronchoesophagologj’  from  No- 
vember 9 through  20,  1970.  This  course  is 
limited  to  fifteen  physicians  and  will  be  un- 
der the  direction  of  Paul  H.  Holinger,  M.D. 

It  will  be  held  largely  at  the  Eye  and  Ear 
Infirmaiy  of  the  University  of  Illinois  Hos- 
pital, 1855  West  Taylor  Street,  Chicago,  and 
will  include  visits  to  a number  of  other  Chi- 
cago hospitals.  Instruction  will  be  provided 
by  means  of  animal  demonstrations  and 
practice  in  bronchoscopy  and  esophago- 
scopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures  and  several  motion  I 
pictures. 

Interested  registrants  will  please  write  di- 
rectly to  the  Department  of  Otolaryngologjq 
Abraham  Lincoln  School  of  Medicine  of  the 
College  of  Medicine,  University  of  Illinois  at 
the  Medical  Center,  Postoffice  Box  6998, 
Chicago,  Illinois  60680. 


Syncope  in  Children  Following  Epinephrine 

— F.  Speer  and  N.  J.  Tapay  (5931  Outlook 
Dr,  Shawnee  Mission,  Kan).  Ann  Allerg 
28:50-54  (Feb)  1970. 

Four  cases  of  alarming  reactions  to  epine- 
phrine in  asthmatic  children  are  reported. 
Two  children  developed  syncope,  both  doing 
so  on  two  different  occasions.  These  reac- 
tions were  interpreted  as  being  caused  by 
idiosyncrasy  to  epinephrine  plus  the  cardiac 
embarrassment  incident  to  an  asthma  attack. 
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Corticosteroid  therapy 
week  after  week. 


then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin  — it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

DeclostatirfSOO 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 

Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  E/fects.' Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes,  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity,  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney-nse  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  bid  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York 
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Surgical  Treatment  of  Nontuberculous  Em- 
pyema — L.  H.  Cohen  and  F.  W.  Blaisdell 
(San  Francisco  General  Hosp,  San  Fran- 
cisco). Arch  Surg  100:376-381  (April) 
1970. 

An  analysis  of  130  patients  treated  for 
empyema  thoracis  over  an  18-year  period 
shows  a consistent  incidence  of  empyema  at 
a municipal  institution,  the  predominance  of 
gram-negative  and  staphylococcal  infections 
(63%)  and  the  substantial  overall  mortality 
of  17%  despite  antibiotic  therapy.  Empy- 
ema developing  after  pulmonary  resection  is 
especially  lethal  (28%  mortality)  and  should 
be  treated  promptly  with  open  drainage  when 
possible.  Because  of  the  chronic  nature  of 
the  majority  of  empyemas  encountered  in 
this  series,  open  procedures  were  required 
in  60%  of  patients.  The  Eloesser  flap  tech- 
nique used  in  32  patients  with  chronic  em- 
pyemas, with  only  one  postoperative  death, 
was  found  to  be  a reliable  technique  for  ef- 
fective drainage.  More  aggressive  use  of 
open  drainage  is  advocated  especially  in 
gram-negative  infections  and  those  occur- 
ring after  pulmonary  resection. 

ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hininan  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  ^Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Drive,  Chicago,  Illinois  60076 

.American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

.American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  A'ork  10017 

American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  A'ork,  New  York  10018 
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Transplacental  Hemorrhage  After  Abortion 
— S.  IMurray,  S.  L.  Barron  (Princess  IMary 
Maternity  Hosp,  Newcastle-upon-Tyne, 
England)  and  R.  A.  jMcNay.  Lancet  1 :631- 
634  (March  28)  1970. 

Four  hundred  eighty-three  patients  admit- 
ted to  hospital  for  therapeutic  abortion  (392) 
or  after  spontaneous  abortion  (91)  were  ex- 
amined for  evidence  of  transplacental  hemor- 
rhage (TPH)  before,  immediately  after,  and 
some  time  after  evacuation  of  the  uterus. 
Out  of  473  patients  examined  in  detail,  56 
(11.6%)  had  TPH  before  operation  and  109 
(23%)  had  evidence  of  TPH  in  at  least 
one  of  the  blood  samples  examined.  In  14 
patients  (2.9%)  the  fetal  cell  count  indicated 
TPH  of  0.1  ml  of  fetal  blood.  There  was  no 
evidence  that  the  length  of  gestation,  ma- 
ternal age,  parity,  or  the  method  of  termina- 
tion significantly  affected  the  incidence  of 
TPH.  There  was  an  unexplained  difference 
in  the  incidence  of  postoperative  TPH  be- 
tween participating  hospitals.  There  seems 
to  be  insufficient  evidence  to  justify  the 
blanket  administration  of  anti-D  immuno- 
globulin to  Rh  negative  primiparae. 

American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  A^ice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

American  Urological  Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  A'ork,  New  A'’ork  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  A'ork.  New  A'ork  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  A'ork  13210 

Vocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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Maximum  Hospital  Benefits  vs.  Against 

Medical  Advice  — M.  R.  Stuen  and  K.  B. 

Solberg  (VA  Hosp,  Tacoma,  Wash).  Arch 

Gen  Psychiat  22:351-355  (April)  1970. 

Patients  leaving  against  medical  advice 
(AMA)  were  compared  with  those  leaving 
with  maximum  hospital  benefit  (MHB)  on 
the  basis  of  37  demographic  and  treatment 
variables.  Findings  indicate  that  the  pa- 
tient who  goes  AMA  will  have  a shorter 
period  of  hospitalization,  be  more  aggres- 
sive than  the  average  patient,  be  less  coop- 
erative and  less  involved  in  the  treatment 
program,  and  more  likely  to  have  alcohol 
as  part  of  his  problem.  He  will  also  charac- 
teristically have  repeated  hospitalizations 
with  repeated  AMAs  and  unauthorized  ab- 
sences. Uniformly,  the  staff  felt  that  the 
patient  could  have  benefited  by  additional 
treatment.  The  study  suggests  that  a sig- 
nificant number  of  patients  derive  no  lasting 
benefit  from  their  hospital  experience.  The 
ward  to  which  the  patient  was  assigned  was 
highly  significant,  in  that  some  wards  had 
consistently  higher  AMA  rates. 
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Ulcer 

Re- 

lief! 

Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  It.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 

llARCH  LABORATORIES 

|]  319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


Meat  Impaction  of  Esophagus  — M.  D.  Har- 
grove and  H.  W.  Boyce,  Jr.  (510  E Stoner 
Ave,  Shreveport,  La).  Arch  Intern  Med 
125:277-281  (Feb)  1970. 

A common  anatomic  abnormality  leading 
to  meat  impaction  of  the  esophagus  is  hiatal 
hernia,  which  is  often  associated  with  a ring 
or  stricture.  Intermittent  dysphagia  is  a 
predisposing  factor.  Many  patients  either 
have  no  teeth  or  use  dentures.  There  is 
often  a history  of  over-indulgence  in  alco- 
holic beverages  at  the  time  the  bolus  is 
swallowed.  Enzymatic  digestion  of  impact- 
ed meat  is  generally  a safe  and  effective 
method  of  therapy  and  is  to  be  preferred  ini- 
tially to  direct  endoscopic  removal.  At 
times  it  may  not  be  effective,  especially 
when  other  types  of  food  have  been  swal- 
lowed in  the  meat.  Esophageal  lavage  helps 
to  resolve  this  problem.  Complete  roent- 
genographic  and  endoscopic  studies  should  be 
performed  at  some  stage  of  the  management 
to  insure  accurate  diagnosis  of  the  cause  of 
obstruction.  Periodic  follow-up  evaluation  is 
recommended  in  every  patient. 


Familial  Resources  of  Elderly  Psychiatric 
Patients  — P.  E.  Baer,  K.  Morin,  and  C. 
M.  Gaitz  (Baylor  College  of  Medicine, 
Houston).  Arch  Gen  Psychiat  22:343-350 
(April)  1970. 

Clinical  ratings  of  family  attitude  and 
family  capability,  and  number  of  recommen- 
dations made  to  and  fulfilled  by  the  family 
were  examined  for  four  groups  of  elderly 
psychiatric  patients.  Patients  in  the  four 
groups  were  diagnosed  respectively,  as  hav- 
ing organic  brain  syndrome  (OBS),  OBS  with 
alcoholism,  alcoholism,  and  functional  psy- 
chosis. Family  capability  scores  did  not  dif- 
fer among  the  groups,  but  the  OBS  group 
had  a substantially  more  positive  family  at- 
titude score.  Also,  the  number  of  recom- 
mendations made  did  not  differ  among  the 
groups,  but  there  was  a tendency  for  fam- 
ilies in  the  OBS  and  functional  psychosis 
groups  to  fulfill  more  recommendations.  At- 
titude scores  were  more  positive  for  fam- 
ilies who  subsequently  fulfilled  more  rec- 
ommendations. There  was  no  such  relation- 
ship for  the  family  capability  scores,  which 
■S7ere,  however,  higher  for  families  to  whom 
more  recommendations  were  made. 


‘ That  makes  vei*y  interesting  reading,  Doc- 
tor.” 
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Automatic  Monitoring  in  Postoperative  Re- 
covery Room  — F.  J.  Lewis  et  al  (North- 
western Univ  Medical  School,  Chicago). 
Surg  Gynec  Obstet  130:333-341  (Feb) 
1970. 

A system  is  described  which  monitors  post- 
operative patients  continuously  under  con- 
trol of  a digital  computer.  Based  on  an 
analysis  of  QRS  complex  widths  and  inter- 
vals between  complexes,  a diagnosis  of  ar- 
rhythmia is  made  on  the  electrocardiograph 
data  after  each  series  of  50  sequential  pulses. 
Respiratory  rate  is  computed  from  the  trans- 
thoracic electrical  impedance  data.  For  cuff 
blood  pressure,  the  computer  begins  cuff  in- 
flation and  then  deflation  once  a gate  pres- 
sure has  been  reached.  Then  it  watches  for 
Korotkoff  sounds,  the  first  and  last  of  which 
signal  a systolic  and  diastolic  pressure  read- 
ing. Raw  blood  gas  data  are  entered  by 
hand,  and  the  computer  does  the  computation 
and  provides  the  differential  diagnosis  if  re- 
quested. Display  is  on  a television  screen, 
and  a new  line  of  data  is  added  at  intervals 
of  from  one  to  ten  minutes.  Programming 
has  been  completed  to  monitor  four  patients 
simultaneously.  Electrocardiograph  diag- 
nosis is  displayed  when  it  is  normal.  Graphic 
display  of  past  data  is  shown  on  request,  and 
summary  data  are  stored  on  tape. 


“Nonsense,  Mr.  Riddley!  We’ve  never  yet  had 
a patient  turn  into  a moth.” 


MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
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560  CAR 
SPACES 

Adjoining,  with 
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bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


2415  "O'*  $t.«  Lincoln  1,  Nebraska 
AUTHORIZED  CONTRACT  AGENT 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


19-A 


ORGANIZATIONS.  STATE= 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  M.D.,  Dean 
302  North  14th,  Omaha 

International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 
Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln 

Muscular  Dystrophy  Society 
Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Cystic  Fibrosis  Research  Foundation 

Mrs.  Novelene  Gibbons,  Room  1219,  WOW  Bldg., 
Omaha 

National  Foundation,  Inc. 

Dick  Rumbolz,  President 
1620  “M”  St.,  Lincoln 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  McMullen,  President 
4115  North  55th,  Omaha  68104 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 
Nebraska  Blue  Cross-Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  M Street,  Lincoln 
Nebraska  Chapter 
American  Academy  of  Pediatrics 
Charles  E.  Look,  M.D.,  Sec’y-Treas. 

3610  Dodge  St.,  Omaha  68i31 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
.\merican  College  of  Surgeons 
Dr.  Barney  B.  Rees,  Sec’y-Treas. 

419  The  Doctors  Building,  Omaha  68131 

Nebraska  Dental  Association 
D.  W.  Edwai'ds,  D.D.S.,  Secy. 

1220  Federal  Securities  Bldg.,  Lincoln 

Nebraska  Diabetes  Association,  Inc. 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Marie  Knickrehm.  Ph.D.,  President 

Univ.  of  Nebr.,  East  Campus,  Lincoln  68503 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl.  Executive  Director 
4201  Dodge,  Omaha 

Nebraska  Heart  Association 

Mr.  Joseph  J.  Tholt.  Executive  Director 
430  South  40th  St.,  Omaha 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln 

Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “0”  Street,  Lincoln  68504 

Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
C.  Rex  Latta,  M.D.,  Secretary 
710  Doctors  Building,  Omaha  69131 

Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 

Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  John  F.  Latenser,  President 
809  The  Doctors  Building,  Omaha 
Nebraska  Society  for  Crippled  Children 
402  South  17th,  Omaha 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha 
Nebraska  Society  of  Medical  Technologists 

Marilyn  Crane,  President,  4019  Nicholas,  Omaha 
Nebraska  State'  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Building,  Lincoln 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  State  Nurses  Association 
Zelda  Nelson,  Executive  Director 
307  Baird  Bldg.,  Omaha 

Nebraska  State  Obstetric  and  Gynecologic  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street.  Omaha  68131 

Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretaiy 
3145  “0”  Street,  Lincoln 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 

Nebraska  South  Dakota,  North  Dakota  District 
Branch  of  the  American  Psychiatric  Association 
Harry  C.  Henderson,  M.D.,  President 
105  South  49th  St.,  Omaha  68132 

Nebraska  Tuberculosis  & Respiratory  Disease  Assn. 
Delmer  Serafy,  Executive  Secretary 
406  W.O.W.  Building,  Omaha 

Nebraska  Urological  Association 

I ouis  W.  Gilbert,  M.D.,  Sec’y-Treasurer 
903  Sharp  Building,  Lincoln  68508 

Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Secretary 
Ninth  and  Minnesota,  Hastings 

Omaha  Mid-West  Clinical  Society 

Mary  E.  Pilloud,  Executive  Secretary, 

1040  Medical  Arts  Building,  Omaha  68102 

POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha 

Rehabilitation  Service  Division 

Fred  A.  Novak,  Assistant  Commissioner 
707  Lincoln  Bldg.,  1001  0 St.,  Lincoln  68508 

University  of  Nebraska  College  of  Medicine 
Cecil  L.  Wittson,  M.D..  President 
42nd  and  Dewey.  Omaha 
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f you  are  considering  weight  reduction,  consider 

phenmetrazine  hydrochloride 
Endurets® 

prolonged-action  tablets 

Often  effective 

Controlled  studies  in  a general  patient  popu- 
lation have  shown  that  when  Preludin  is  used 
with  diet,  the  rate  of  weight  loss  exceeds 
that  obtained  by  placebo  and  diet. 

Long  acting 

Slow,  even  release  of  the  active  principle 
usually  suppresses  appetite  continuously  for 
about  12  hours. 

Once-a-day  dosage 

One  Endurets  tablet  after  breakfast.  It  helps 
reduce  weight  and  costs,  conveniently. 

For  contraindications,  warning,  precautions, 
and  adverse  reactions,  please  see  the  full 
prescribing  information. 

It  is  summarized  on  this  page. 

Where  there’s  no  will  there’s  a therapeutic  way. 


‘Among  persons  20%  or  more 
overweight  as  compared  with 
median  weight  for  persons  of 
like  height  and  sex. 

1.  Kannei,  W.B.,  et  al.:  Circula- 
tion 35:734,  1967. 

2.  Thomas,  H.E.,  Jr.,  et  al.:  Med. 
Times  95:1099,  1967. 

3.  Albrink,  M.J.,  in:  Beeson, 

P.B.  & McDermott,  W.  (eds.): 
Cecil-Loeb  Textbook  of  Medicine, 
ed.  12,  Phila.:  W.B.  Saunders 
Co.,  1967. 

Preludin® 

phenmetrazine  hydrochloride 
Preludin  is  indicated  only  as  an 
anorexigenic  agent  in  the  treat- 
ment of  obesity.  It  may  be  used  in 
simple  obesity  and  in  obesity 
complicated  by  diabetes,  mod- 
erate hypertension  (see  Pre- 
cautions), or  pregnancy  (see 
Warning). 

Contraindications:  Severe 
coronary  artery  disease,  hyper- 
thyroidism, severe  hypertension, 
nervous  Instability,  and  agitated 
prepsychotic  states.  Do  not  use 
with  other  CNS  stimulants, 
including  MAO  inhibitors. 
Warning:  Do  not  use  during  the 
first  trimester  of  pregnancy  un- 
less potential  benefits  outweigh 
possible  risks.  There  have  been 
clinical  reports  of  congenital  mal- 
formation, but  causal  relation- 
ship has  not  been  proved.  Animal 
teratogenic  studies  have  been 
inconclusive. 

Precautions:  Use  with  caution  in 
moderate  hypertension  and 
cardiac  decompensation.  Cases 


involving  abuse  of  or  depend- 
ence on  phenmetrazine  hydro- 
chloride have  been  reported.  In 
general,  these  cases  were 
characterized  by  excessive 
consumption  of  the  drug  for  its 
central  stimulant  effect,  and  have 
resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood 
or  behavior  changes,  hallucina- 
tions or  delusions.  Do  not  exceed 
recommended  dosage. 

Adverse  Reactions:  Dryness  or 
unpleasant  taste  in  the  mouth, 
urticaria,  overstimulation, 
insomnia,  urinary  frequency  or 
nocturia,  dizziness,  nausea,  or 
headache. 

Dosage:  One  25  mg.  tablet  b.i.d. 
or  t.i.d.  Or  one  75  mg.  Endurets 
tablet  a day,  taken  by  mid- 
morning. 

Availability:  Pink,  square,  scored 
tablets  of  25  mg.  for  b.i.d.  or 
t.i.d.  administration,  in  bottles  of 
100  and  1000. 

Pink,  round  Endurets®  prolonged- 
action  tablets  of  75  mg.  for 
once-a-day  administration,  in 
bottles  of  100  and  1000. 
(B)R3-46-560-B 

For  complete  details,  please  see 
full  prescribing  information. 

Under  iicense  from 
Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Surgery  of  Carcinoma  of  Esophagus  With 

Preoperative  Radiation  — I.  Akakura  et  al 

(Keio  Univ  School  of  Medicine,  Tokyo). 

Chest  57:47-57  (Jan)  1970. 

Since  1963,  a total  of  117  patients  with 
cancer  of  the  cervical  and  thoracic  esopha- 
gus were  subjected  to  combined  treatment 
with  preoperative  radiation  and  surgery,  and 
the  results  obtained  with  this  group  were 
compared  to  those  of  surgery  alone  in  229 
cases.  Curative  resectability  of  the  radiation 
group  increased  up  to  65.1%  against  the 
comparable  25.8%  of  the  nonradiation  group. 
The  five-year  survival  rate  of  the  radiation 
group  was  increased  up  to  25%  as  compared 
to  13.6%  of  the  nonradiation  group.  The  au- 
thors’ method  of  preoperative  radiation  is 
discussed  in  relation  to  the  curative  resec- 
tion and  changes  in  the  mode  of  lymph  node 
metastasis  from  pathologic  standpoints. 
Treatment  for  esophageal  cancer  with  pre- 
operative radiation  and  surgery  extends  the 
operative  indication  and  curative  resection, 
and  improves  the  postoperative  long-term 
suiwival  rate. 


“He  laughed  so  hard  at  a get-well  card  he 
had  a relapse.” 


Coancilor  Districts  and  Counties 

First  District:  Councilor:  Thomas 
J.  Gurnett,  Omaha.  Counties: 
Douglas.  Sarpy. 

Second  District:  Councilor:  C.  D. 

Bell,  Lincoln.  Counties : Lan- 

caster. Otoe,  Cass. 

Third  District:  Councilor:  Wil- 

liam V.  Glenn,  Falls  City.  Coun- 
ties : Gage,  Johnson,  Nemaha, 

Pawnee,  Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties : Knox.  Cedar,  Dixon,  Dakota. 
Antelope.  Pierce.  Thurston.  Madi- 
son, Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson,  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte, 
Colfax.  Boone.  Nance,  Merrick. 

Sixth  District:  Councilor:  Houtz 

Steenburg,  Aurora.  Counties: 
Saunders,  Butler,  Polk,  Seward, 
York.  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson,  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  Robert 
Waters,  O’Neill.  Counties:  Cher- 
ry. Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup.  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf.  Jr.,  Hastings. 
Counties:  Gosper,  Phelps.  Adams, 
Furnas.  Harlan,  Webster.  Kear- 
ney. Red  Willow,  Chase,  Frontier, 
Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties: Lincoln.  Perkins.  Keith.  Mc- 
Pherson, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  Chadron.  Counties: 
Scotts  Bluff,  Banner.  Box  Butte, 
Morrill,  Kimball.  Cheyenne,  Sioux. 
Dawes. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY 


Adams 

Boone 

Box  Butte 

Buffalo 

Burt 

Cass 

Cheyenne-Kimball-Deuel 

Clay 

Cuming 

Custer 

Dawson 

Dodge 

Fillmore 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Northwest 

Nuckolls 

Omaha-Doug'as 

Otoe 

Phelps 

Pierce-Antelope 

Platte 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

Stanton 

Thayer 

Washington 

York- 


Frank  Kamm,  Blue  Hill D.  W.  Kingsley,  Jr..  Hastings 

Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

J.  J.  Ruffing,  Jr..  Hemingford- F,  P.  Sucgang,  Alliance 

C.  P.  Curtiss.  Kearney K.  W.  Ellis,  Kearney 

Arnold  Mullmann.  Oakland Isaiah  Lukens,  Tekamah 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp.  Elmwood 

James  E.  Thayer,  Sidney C.  U,  Bitner,  Sidney 

H.  V.  Nuss,  Sutton 

Roger  Dilley,  Wisner Thomas  Tibbels,  West  Point 


R.  A.  Sitorius,  Cozad O.  P.  Rosenau.  Cozad 

W.  G.  Heusel.  Hooper W.  B.  Eaton,  Fremont 

Chas.  Ashby,  Geneva 

Robert  Benthack,  Wayne George  John.  Wayne 

R.  I.  Westbrook,  Sargent Ben  R.  Meckel,  Burwell 

John  C.  Porter,  Beatrice Klemens  Gustafson,  Beatrice 

Robert  Taylor.  Ogal’ala H.  W.  Rounsborg.  Oshkosh 

R.  F.  DeMay,  Grand  Island B.  J.  Moor.  Grand  Island 

J.  M.  Woodard,  Aurora E.  A.  Steenburg.  Aurora 


E.  Howard  Hughes,  Scot'a E.  C.  Hanisch,  Sr.,  St.  Paul 

Gordon  O.  Johnson,  Fairbury Frank  Fallooii.  Fairbury 

R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

Harlan  Papenfuss,  Lincoln W.  F.  Nye,  Lincoln 

J.  J.  Ford,  North  Platte J.  D.  Ashley.  North  Platte 

R.  E.  Klass.  Norfolk F.  Martin.  Norfolk 

T.  H.  Wallace,  Gordon D.  E.  Metcalf,  Gordon 

P.  J.  Hallgrimson,  Superior T.  C.  Kiekhaefer,  Superior 

Arnold  Lempka.  Omaha Donald  Pavelka,  Omaha 

A.  H.  Bonebrake,  Nebr.  City Wm.  C.  Kenner,  Nebr.  City 

Walter  M.  Reiner.  Holdrege R.  C.  Anderson.  Holdrege 

Robert  E.  Kopp.  Plainview David  F.  Johnson.  Jr.,  Osmond 

Clinton  Heine,  Columbus A.  H.  Liebentritt.  Columbus 

Robert  Travnicek.  Wilber Robert  Quick.  Crete 

S.  E.  Wallace.  Wahoo John  Hansen.  Jr.,  Wahoo 

Robert  Barnwell.  Gering John  Schaffer,  M.tchell 

Robt.  Watson,  Seward R.  P.  Hoff,  Seward 

Wm.  Gentry,  FaPs  City Marvin  Holsclaw.  Auburn 

Bryce  G.  Shopp,  Imperial James  Carson.  McCook 

H.  S.  Tennant.  Stanton 

F.  A.  Mountford,  Davenport L.  G.  Bunting.  Hebron 

_ _L.  I.  Grace.  Blair K.  C,  Bagby,  Blair 

J.  S.  Bell.  York B.  N.  Greenberg,  York 
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Follow-up  of  Patients  Referred  for  Termina- 
tion of  Pregnancy  — C.  M.  B.  Pare  (St. 
Bartholomew’s  Hosp,  London)  and  H. 
Raven.  Lancet  1 : 635-638  (March)  1970. 

Three  hundred  twenty-one  patients  re- 
ferred for  consideration  of  termination  of 
pregnancy  were  followed  up.  Termination  of 
pregnancy  caused  little  psychiatric  disturb- 
ance provided  the  patient  wanted  an  abor- 
tion; continuation  of  pregnancy,  however, 
did  on  occasion  lead  to  serious  psychiatric  dis- 
ability, and  a third  of  the  mothers  who  kept 
their  babies  showed  evidence  of  resenting 
them.  Most  unmarried  women  who  were 
refused  an  abortion  obtained  one  elsewhere; 
two  died. 

Positive  Pressure  Ventilation  in  Newborn 
Infant:  Use  of  Face  Mask  — T.  A.  Helm- 
rath,  W.  A.  Hodson,  and  T.  K.  Oliver 
(Univ  of  Washington  School  of  Medicine, 
Seattle).  J Pediat  76 :202-207  (Feb)  1970. 

Of  118  infants  ventilated  with  positive 
pressure,  23  (19.4%)  survived.  Only  8%  of 
infants  weighing  less  than  1,500  gm  lived. 


whereas  the  survival  of  infants  weighing 
more  than  1,500  gm  was  40.5%.  It  was  pos- 
sible to  ventilate  96  of  these  infants  with 
a face  mask.  The  use  of  a face  mask  has 
many  advantages  and  complications  are  min- 
imal. 


“For  one  thing,  Mr.  Wixley,  I think  you’re 
working  too  hard.’’ 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  tbeir  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation ; To  be 
Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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Drug  Company 
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You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


29-A 


000121 


Now 

available  for  your 

prescribing 

needs 


Cordran®  tape 
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Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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A urinary  tract 
infection  was 
eiiminated  iast  week 

Intestinal  monilial  overgrowth 

has  appeared 
this  week 


For  women  who  are  diabetic  or  debiiitated,  orai  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 

When  you  anticipate  such  a problem,  take  action. with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchiortetracycline  with  the  antifungal  effectiveness 
of  nystatin-it  helps  avoid  monilial  take-over.  Experience  has 
shown  DECLOSTATIN  to  be  highly  useful  for  many  women 
patients;  individual  culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied.  « 

It  doesn’t  let  monilla  begin 
where  bacteria  end. 


Declostatin'300 


Demethylchiortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN  ® Demethylchiortetracycline.  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and.  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 

Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.- Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity:  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchiortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b.i.d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES.  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8%  by  11  in.)  white  paper.  Wide  margins 
(at  least  114  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 
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Bronchogenic  Carcinoma:  Nitrogen  Mustard 
as  Surgical  Adjuvant  and  Factors  Influenc- 
ing Survival  — N.  H.  Slack  (Dept  of  Bio- 
statistics, Roswell  Park  Memorial  Institute, 
Buffalo).  Cancer  25:987-1002  (May) 
1970. 

Five-year  survival  experience  is  reported 
for  a series  of  1,192  patients  in  the  Collabora- 
tive Surgical  Adjuvant  Lung  Study  for  the 
evaluation  of  nitrogen  mustard  (HN,)  as  a 
surgical  adjuvant.  No  beneficial  effect  from 
the  use  of  HN.  could  be  demonstrated.  Post- 
operative complications  were  frequent  in  the 
control  senes  (33%),  but  were  significantly 
higher  (45%)  in  the  treatment  series.  Oper- 
ative mortalities  (within  30  days)  occurred 
in  14%  of  the  patients,  being  significantly 
higher  after  pneumonectomy  ( 17  % ) than 
after  lobectomy  (9%).  Five-year  survival 
was  44%,  23%,  and  16%  for  therapeutic 
categories  one  to  three  respectively.  Five- 
j’ear  survivors  as  a group  were  not  com- 
pletely distinguishable  from  short-term  sur- 
vivors, but  more  frequently  had  negative 
nodes  and  smaller  tumors  tending  to  be  of 
the  bronchiolar  or  squamous  cell  type.  Short- 
term survivors  more  frequently  had  advanced 
disease  and  larger  tumors  tending  to  be  of 
adenocarcinoma  cell  type. 


Second-Look  Operation  for  Colon  Carcinoma 
After  Fluorouracil  Therapy  — S.  Mack- 
man,  A.  R.  Curreru,  and  F.  J.  Ansfield 
(1300  University  A v e,  Madison,  Wis). 
Arch  Surg  100:527-531  (April)  1970. 

Repeated  courses  of  fluorouracil  (5-FU) 
were  used  as  an  adjuvant  to  surgery  between 
the  time  of  the  initial  colon  resection  and 
second-look  re-exploration  in  patients  who 
have  a high  risk  of  developing  recurrence. 
This  included  patients  having  transmural  in- 
volvement, positive  regional  lymph  nodes, 
clinically  palliative  resections,  and  incom- 
pletely resectable  tumors  proved  by  biopsy. 
The  use  of  adjuvant  chemotherapy,  and  the 
second-look  operation  can  be  done  with  ac- 
ceptable mortality  and  morbidity,  and  this 
approach  has  merit  in  converting  some  pa- 
tients to  a cancer-free  state. 
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Accuracy  of  Sphygmomanometers  in  Hospital 
Practice  — L.  V.  Perlman  et  al  (8700  W 
Wisconsin  Ave,  Milwaukee).  Arch  Intern- 
Med  125:1000-1003  (June)  1970. 

Three  hundred  ten  aneroid  and  25  mer- 
cury sphygmomanometers  in  hospital  use 
were  calibrated  against  a new  mercury  mano- 
meter standard  which  properly  recorded  zero. 
A total  of  68.4%  (212  of  310)  of  the  aneroid 
instruments  and  all  of  the  mercury  instru- 
ments were  accurate  within  ±3  mm.  Hg  toler- 
ance (average  of  four  readings).  An  aver- 
age deviation  from  standard  of  greater  than 
±7  mm  Hg  was  shown  by  13.2%  (41  of  310) 
of  the  aneroid  instruments.  Significant  vari- 
ation among  hospitals  in  the  proportion  of 
accurate  aneroid  manometers  appeared  to 
be  related  to  maintenance  procedures.  Ane- 
roid sphygmomanometers  must  be  calibrat- 
ed periodically  against  a mercury  manometer 
standard  with  a simple  Y-tube  connection. 
Only  with  careful  observation,  calibration, 
and  maintenance  should  aneroid  instruments 
be  used  in  emergency  care  situations. 


Trial  of  Flapless  Below-Knee  Amputation  for 
Arterial  Insufficiency  — J.  M.  Little  et 
al  (Univ  of  Sydney,  Sydney,  Australia). 
Med  J Aust  1:883-887  (May  2)  1970. 

Two  groups  of  patients  with  severe  lower- 
limb  ischemia  caused  by  atherosclerosis  ob- 
literans have  been  compared  in  an  evalua- 
tion of  the  merits  and  disadvantages  of  be- 
low-knee  and  above-knee  amputation.  Below- 
knee  amputations  were  perfoimed  using  a 
no-flap  technique.  Patients  were  selected  for 
their  rehabilitation  potential,  and  all  were 
thought  suitable  for  below-knee  amputation 
on  clinical  grounds  alone ; the  position  of  the 
lowest  pulse  was  not  used  for  selection ; nor 
was  arteriography.  There  was  no  differ- 
ence in  the  morbidity  or  mortality  and  length 
of  hospital  stay,  determined  by  the  amputa- 
tion, was  the  same  for  both  groups.  There 
was  a significant  advantage  in  the  rehabili- 
tation status  achieved  by  the  below-knee 
amputees,  a higher  proportion  of  whom 
achieved  “good”  rehabilitation. 


13-A 


HUSSil 

Mmsobr 

iiiwifv 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  “Calcium:  The  Ubiquitous 
and  Essential  Element"  and  for  samples. 


THE  CARLTON  MR'' 


Tenafly,  New  Jersey  07670 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Sdnley 


MEDICAL 


SUPPLY  COMPAIVY 

2415  "O"  Liacolal,  Nebraska 
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ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave.,  Evanston,  Illinois  60204 

•American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Drive,  Chicago,  Illinois  60076 

•American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

.American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

•American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

•American  Society  of  Clinical  Pathologists 
Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

American  Medical  •Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

•American  L'rological  Association 
Mn  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

•Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  York,  New  York  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York.  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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“All  you  missed,  Doctor,  was  Raquel  Welch 
wanting  a complete  physical.” 


oooooooooooooooooooooooooooooooooooo 

REPRINTS 


OF  YOUR 


Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — • 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  ■ Office  Forms 
Quality  Printing  at  the  Right  Price 


oooooooooooooooooooooooooooooooooooo 

You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers  17-A 


Sudden  Unexpected  Death  in  Infancy  Syn- 
drome — E.  B.  Shaw  (Univ  of  California 
San  Francisco  Medical  Center,  San  Fran- 
cisco). Amer  J Dis  Child  119:416-422 
(May)  1970. 

Sudden  unexpected  death  (SUD)  occurs 
annually  in  the  United  States  in  more  than 
15,000  infants  less  than  6 months  old.  The 
greatest  mortality  is  during  the  first  year 
after  the  nenonatal  period.  These  deaths  are 
not  only  unexpected,  but  mostly  unexplained. 
A previous  communication  reported  28  SUDs 
among  18,000  infants  who  were  under  regu- 
lar supervision ; additional  cases  may  not 
have  been  retrieved.  Almost  all  of  these 
were  diagnosed  at  autopsy  as  interstitial 
pneumonia  with  findings  indicating  asphyxia. 
It  is  hypothesized  that  these  deaths  occur  in 
those  infants  (30%  ±)  who  are  unable  to 
breathe  through  the  mouth  and  who  make 
violent  spasmodic  efforts  to  establish  a nasal 
airway.  The  resemblance  to  neonatal  deaths 
of  infants  with  choanal  atresia  strongly  sup- 
ports this  hypothesis. 


“Yes,  I said,  ‘take  a powder’  and  I mean 
that  literally!” 
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Combined  Thyroxine  and  Triiodothyronine 
for  Thyroid  Replacement  Therapy  — S. 

Taylor,  M.  Kapur,  and  R.  Adie  (Hammer- 
smith Hosp,  London).  Brit  Med  J 2:270- 
271  (May  2)  1970. 

Tablets  containing  50/i.g  of  thyroxine  and 
15/xg  of  triiodothyronine  were  used  to  treat 
patients  with  hypothyroidism  of  varied  eti- 
ology. Following  total  thyroidectomy  a daily 
dose  of  three  tablets,  ie  150/xg  thyroxine  and 
45/ig  triiodothyronine,  maintained  patients 
in  a euthyroid  state  and  produced  a PBI  level 
within  the  normal  range.  The  mixture  is 
preferable  to  other  thyroid  preparations  be- 
cause when  the  patient  is  clinically  euthyroid 
the  PBI  falls  within  the  normal  range  and 
because  of  its  speed  of  action  and  the  uni- 
formity of  activity. 

Intracranial  Arterial  Spasm  Associated  With 
Craniocerebral  Trauma  — R.  H.  Wilkins 
and  G.  L.  Odom  (Duke  Hosp,  Durham, 
NC).  J Neurosurg  32:626-633  (June) 
1970. 

Four  cases  of  craniocerebral  trauma  with 
associated  intracranial  arterial  spasm  are 
presented.  This  spasm  has  the  same  charac- 
teristics as  that  which  occurs  with  spontane- 
ous subarachnoid  hemorrhage,  suggesting  a 
similar  pathogenesis.  The  phenomenon  of 
cerebral  arterial  spasm  occurring  in  associa- 
tion with  head  trauma  appears  more  com- 
mon than  might  be  indicated  by  the  paucity 
of  previous  reports  on  this  subject. 


“Or  you  might  try  adopting  a child.  That 
often  seems  conducive  to  having  one  of  your 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DEAR  DOCTOR 

I am  of  the  old  school  of  editors,  and  I 
do  not  dictate  my  letters  or  articles  or  edi- 
torials or  anything  else  because  I am  all 
alone  away  up  here  on  the  second  floor,  I 
type  because  my  writing  is  neither  Spen- 
cerian nor  legible,  but  when  you  get  a letter 
from  me  it  is  in  my  original  handtyping.  I 
am  not  overly  fond  of  typewriting,  and  the 
name-and-address  part  is  unliterary  and  is 
a downright  chore.  When  I write  to  doc- 
tors (I  write  to  very  few  balloonists  and 
oceanographers)  it  goes  something  like 
this: 

J.  Farthington  Swanson,  Jr.,  M.D. 
Professor  and  Chairman  of  the 
Department  of  Pediatrics 
Foremost  University 
School  of  Medicine 
Department  of  Pediatrics 
1642  Sunset  Drive 

Luminous  Hills  N.W.,  Nebraska  16111 

Of  I may  have  to  go  through  all  this : 

John  S.  Worthington  III,  M.D. 

Assistant  Director 

Division  of  Emergency  Health  Services 
Health  Service  and  Mental  Health 
Administration 

United  States  Public  Health  Service 
Department  of  Health,  Education, 
and  Welfare 
Washington,  D.C. 

It  gets  worse,  much  worse.  For  when  a 
doctor  writes  to  you,  his  letter  may  contain 
what  looks  like  one  address  sprawled  in  type 
across  the  top  of  the  page  while  another 
address  stares  at  you  from  the  upper  left 
corner.  I do  not  mind  a sensible  amount  of 
confusion,  but  there  is  no  excuse  for  this  sort 
of  nonsense.  Neither  address  looks  like  a 
real  one,  for  they  read  from  left  to  right, 
and  helter-skelter  instead  of  up  and  down, 
the  way  you  are  going  to  type  it,  and  you 
must  somehow  make  a choice  between  Strath- 
comb  University  and  Peachblossom  Hospital, 
which  may  or  may  not  be  the  same  thing.  If 
the  doctor  ever  gets  your  letter  and  he  an- 


swers you,  he  will  usually  reply  from  a third 
address:  his  office,  or  his  home. 

Now  why  is  it  necessary  for  a doctor  to 
tell  you  in  his  address  that  he  is  an  asso- 
ciate professor?  This  is  the  worst  sort  of 
artificiality;  letter-carriers  do  not  have  dif- 
ferent methods  of  delivery  for  people  of  vari- 
ous academic  levels.  Why  must  addresses  be 
inflated  beyond  any  degree  of  sanity  to  look 
like  this: 

Albert  Southwell  Claymore,  B.A., 

M.D.,  F.A.C.S. 

Suite  24-A 

The  Doctors  Building 

9416  Sycamore  Drive 

De  Rigueur  48,  West  Virginia 

I will  not  argue  with  the  M.D.,  being  one 
myself,  but  the  other  letters  are  not  needed 
to  write  a letter  to  him.  If  the  building  has 
a street  number,  I see  no  reason  to  have  to 
type  its  name  as  well.  And  suite  numbers 
may  be  important  for  some  things,  but  not 
for  letter-writing.  " 

Unfortunately,  when  you  get  through  with 
the  envelope,  you  have  to  do  it  all  over  again 
on  the  letter,  and  by  then  I’ve  had  it.  I 
do  every  bit  of  it  with  my  two  trained  fin- 
gers, and  if  I want  to  impress  the  writer 
who  has  overly  impressed  me,  I put  “dim” 
in  the  lower  left  corner;  means  “did  it  my- 
self.” Only  thing  is,  I don’t  remember  whose 
initials  go  first,  the  steno’s  or  mine. 

dim  — F.C. 


THE  AUTHOR  POPULATION 
EXPLOSION 

In  the  good  old  days  one  man  could  write 
an  article  all  by  himself.  This  is  no  longer 
true.  If  striving  for  prestige  is  what  makes 
a doctor  write  (it  can’t  be  money),  it  has 
been  discovered  that  if  you  include  me  as 
co-author  of  your  articles  and  I do  the  same 
for  you,  we  can  both  exhibit  longer  lists  of 
publications  and  become  twice  as  prestigious. 
So  I counted  all  the  articles  in  the  journals 
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on  my  desk,  and  their  authors,  and  this  is 
what  I found : 


one  author  

no.  of 
articles 

...  61 

no.  of 
authors 

61 

% of 
articles 

36.1 

Of 

authors 

16.2 

two  authors  .. 

...  48 

96 

28.4 

25.4 

three  authors  . 

...  33 

99 

19.5 

26.3 

four  authors  . 

...  17 

68 

10.1 

18.0 

five  authors  ... 

...  7 

35 

4.1 

9.3 

six  authors 

...  3 

18 

1.8 

4.8 

Total  

...169 

377 

100.0 

100.0 

Quite  recently,  but  not  while  working  on 
this  unfinanced  project,  I have  seen  two  12- 
author  articles,  a fourteen-author  article, 
and  a fifteen-author  article.  The  14  one  was 
in  a pediatric  journal;  you  remember  Gulliver 
and  all  those  Lilliputians.  The  169  articles 
were  found  in  11  different  journals,  some 
represented  by  two  or  three  issues,  and  all 
were  published  during  the  past  two  months. 
If  the  sampling  is  fair  and  is  large  enough, 
it  shows  that  only  a little  more  than  one 
article  in  three  can  now  be  written  by  one 
person.  Only  one  author  in  six  or  seven 
(16.2%)  now  publishes  an  article  all  by 
himself. 

A writer’s  name  is  more  likely  to  appear 
on  a three-author  article  (99  or  26.3%) 
than  anywhere  else.  And  almost  one  doctor 
in  ten  signed  his  name  to  a five-author 
article. 

— F.C. 


Severely  Injured  Upper  Limb  — R.  A.  Chase 

(Stanford  Medical  Center,  Stanford,  Calif). 

Arch  Surg  100:382-392  (April)  1970. 

The  decision  to  reconstruct,  replant,  or  am- 
putate the  severely  injured  upper  extremity 
elements  has  increased  in  complexity.  Ad- 
vances in  salvage  techniques  including  use  of 
microsurgery,  neurovascular  composite  tis- 
sue shifts,  peripheral  nerve  and  vascular 
surgical  innovations,  and  a better  under- 
standing of  differential  hard  and  soft  tissue 
healing  present  new  judgement  challenges  to 
the  reconstructive  surgeon.  Decision  to  sal- 
vage a part  must  be  based  on  its  portable 
usefulness  either  in  its  own  right  or  as  a 


contributor  to  restoration  of  other  injured 
elements.  Salvage  solely  as  a technical  dem- 
onstration is  deplored.  The  importance  and 
likelihood  of  success  of  limb  salvage  in  rela- 
tionship to  the  whole  patient  and  his  other 
disabilities  is  crucial.  The  patient’s  age, 
intended  occupation,  and  personal  needs  as 
well  as  dominance  of  the  hand,  loss  of  con- 
tralateral extremity,  and  blindness  are  gen- 
eral factors  involved  in  decision  for  amputa- 
tion, reconstruction,  and  replantation. 

Studies  on  March  Hemoglobinuria  — A.  J. 
Spicer  (British  J\lilitary  Hosp.  Munster, 
West  Germany).  Brit  Med  J 1:155-164 
(Jan  17)  1970. 

Studies  on  a patient  with  march  hemoglo- 
binuria demonstrated  intravascular  hemoly- 
sis as  a result  of  trauma  to  erythrocytes 
flowing  through  the  blood  vessels  of  the  feet 
during  running  and  the  hands  during  karate 
exercises.  The  hemolysis  is  excessive  for 
the  amount  of  surface  trauma  and  in  the  pa- 
tient described,  a low-grade  hemolytic  state 
resulted  from  the  minor  trauma  of  nonnal 
daily  activity.  The  amount  of  hemolysis 
which  occurred  during  acute  episodes  was 
found  to  be  equivalent  to  the  hemolysis  of 
the  erythrocytes  contained  in  12  to  32  ml 
of  whole  blood.  There  is  a small  fraction  of 
the  total  red  cell  population  which  is  ab- 
normally susceptible  to  trauma.  However, 
no  underlying  defect  of  red  cells  was  demon- 
strated under  extreme  test  conditions.  If  a 
red  cell  abnormality  exists,  it  is  unlikely 
to  be  demonstrated  by  the  methods  current- 
ly employed  because  of  the  small  amount  of 
hemolysis  involved. 

Analysis  of  Cases  of  Sudden  Death  in  Chil- 
dren Seen  at  Lausanne  Institute  of  Path- 
ology, 1959-1969  — C.  Bozic  (Hopital  Can- 
tonal, Lausanne,  Switzerland).  Schweiz 
Med  Wschr  100:889-893  (May  23)  1970. 

Autopsies  were  performed  at  the  Institute 
of  Pathology  between  1959  and  1969  on  a 
total  of  58  children  who  had  died  suddenly. 
The  most  frequently  found  causes  for  sudden 
death  were  interstitial  pneumonia  and  acute 
enteritis. 
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ORIGINAL  ARTICLES 


Open  Heart  Surgery  in  Elderly  Patients 


OPEN  heart  surgery  can  be  per- 
formed safely  in  elderly  pa- 
tients. With  careful  selection, 
application  of  current  refinement  in  bypass 
technique,  and  assiduous  attention  to  tech- 
nical detail,  patients  even  in  the  eighth 
decade  can  receive  substantial  functional 
improvement  from  these  procedures.  We 
have  operated  upon  nine  patients  whose  ages 
range  from  71  to  79  years.  Both  valvular 
and  congenital  cardiac  lesions  are  repre- 
sented. All  survived  the  operative  proce- 
dure. 

Sample  Case  Reports 
Case  1 — A 75  year  old  male  with 
severe  calcific  aortic  stenosis.  Func- 
tional class  III,  atrial  fibrillation  and 
repeated  bouts  of  congestive  heart 
failure,  grade  II  aortic  systolic  mur- 
mur. 

Chest  X-ray  and  Cardiac  Fluoro- 
scopy: Cardiomegaly  with  left  ven- 

tricular contour,  heavily  calcified  aortic 
valve. 

Electrocardiogram:  Atrial  fibrilla- 

tion, left  ventricular  hypertrophy. 

Cardiac  Catheterization:  50  mm  gra- 
dient across  the  aortic  valve  with  a 
cardiac  output  + 2.4  L/min  (index). 

Surgery:  Heavily  calcified  aortic 

valve  replaced  with  prosthesis. 

Postoperative  Course:  Uncomplicat- 

ed. Dismissed  on  the  11th  postopera- 
tive day.  Died  one  and  one  half  years 
later  of  lobar  pneumonia. 

Autopsy:  Valve  prosthesis  well  seat- 
ed with  no  evidence  of  thrombosis. 

Case  2 — A 71  year  old  female,  func- 
tional class  IV.  Severe  mitral  incom- 
petence, pulmonary  hypertension, 
marked  tricuspid  incompetence,  grade 
IV  holosystolic  apical  murmur  and 
grade  III  systolic  murmur  along  the 
lower  right  sternal  border.  Marked 
neck  vein  distention.  Liver  enlarged 
and  pulsatile. 


THEODORE  A.  PETERSON,  M.D.: 

Clinical  Associate  Professor,  University  of  Minnesota 

JOSEPH  C.  KISER,  M.D., 

Clinical  Instructor,  University  of  Minnesota 

and 

FRANK  E.  JOHNSON,  M.D. 

Clinical  Professor,  University  of  Minnesota 

Chest  X-ray  and  Cardiac  Fluoro- 
scopy: Cardiomegaly  with  marked 

right  and  left  atrial  enlargement,  no 
valvular  calcification. 

Electrocardiogram:  Atrial  fibrilla- 

tion. 

Cardiac  Catheterization:  Aortic  valve 
normal.  Confirmed  severe  mitral  in- 
competence, pulmonary  hypertension 
(pulmonary  artery  pressure  — 110/38), 
marked  tricuspid  incompetence. 

Surgery:  Mitral  valve  repair,  tri- 

cuspid annuloplasty. 

Postoperative  Course:  Slow  conval- 

escence, no  specific  complications.  Dis- 
missed on  22nd  postoperative  day. 

Case  3 — A 79  year  old  female  with 
acute  onset  of  severe  mitral  insufficien- 
cy four  months  prior  to  admission. 
Functional  class  IV,  atrial  fibrillation, 
dyspnea,  orthpnea,  hepatomegaly,  and 
peripheral  edema.  Grade  IV  apical 
holosystolic  murmur. 

Chest  X-ray  and  Cardiac  Fluoro- 
scopy: Cardiomegaly,  left  atrial  en- 

largement, no  valvular  calcification. 
Electrocardiogram:  Atrial  fibrillation. 

Cardiac  Catheterization:  Confirmed 

clinical  findings  of  severe  mitral  in- 
competence. Aortic  valve  normal. 

Surgery:  Ruptured  chordae,  anterior 
leaflet  of  mitral  valve.  Valve  replaced 
with  a prosthesis. 

Postoperative  Course:  Complicated 

by  recurrent  bouts  of  fluid  retention. 
Dismissed  on  47th  postoperative  day. 
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This  patient  expired  27  months  post- 
operative of  cerebral  thrombosis. 

Case  A — A 76  year  old  female.  Se- 
cundum atrial  septal  defect,  functional 
class  IV,  grade  III  systolic  ejection  mur- 
mur in  the  left  third  interspace. 

Chest  X-ray  and  Cardiac  Fluoro- 
scopy: Enlarged  pulmonary  artery, 
right  ventricular  enlargement. 

Electrocardiogram : Incomplete  right 
bundle  branch  block. 

Cardiac  Catheterization:  60  per- 

cent left  to  right  shunt  at  atrial  level. 
Cardiac  output  + 1.75  L/min  (index). 
Pulmonary  artery  pressure  54/18. 

Surgery:  Repair  of  large  secundum 
atrial  septal  defect. 

Postoperative  Course:  Developed 

rapid  atrial  fibrillation.  Attempt  at 
cardioversion  unsuccessful.  Rate  con- 
trolled with  digitalis.  Slow  but  steady 
improvement.  Dismissed  on  48th  post- 
operative day. 

Discussion 

When  hemodynamically  correctable  heart 
disease  is  present  in  the  elderly  patient  and 
is  the  major  factor  limiting  activity,  age 
should  not  be  considered  a contraindication 
to  cardiac  surgery.  The  diagnosis  of  the 
lesion  in  question  can  be  ascertained  with  a 


high  degree  of  accuracy,  using  the  standard 
techniques  of  palpitation  and  auscultation, 
cardiac  fluoroscopy,  and  electrocardiogra- 
phy. When  necessary,  cardiac  catheteriza- 
tion can  be  accomplished  safely. 

While  the  conduct  of  extracorporeal  cir- 
culation is  essentially  the  same  regardless 
of  age,  errors  in  technique  resulting  in 
inadequate  coronary  perfussion,  excessive 
hemolysis,  inadequate  systemic  flow  and  air 
embolism  may  be  particularly  devastating 
when  they  occur  in  the  elderly. 

Severe,  acquired  multiple  valve  disease 
does  occur  in  the  elderly  patient.  However, 
calcific  aortic  stenosis  and  mitral  valve  dis- 
ease as  isolated  lesions  are  more  common. 
Complex  forms  of  congenital  heart  disease 
are  rarely  encountered.  Age  adds  a peculiar 
feature  affecting  the  risk  of  surgery  in  each 
of  these  commoner  lesions,  and  merits  sep- 
arate attention. 

Calcific  Aortic  Stenosis 

This  diagnosis  is  generally  suspected  in 
the  patient  who  has  symptoms  of  angina, 
syncope,  or  dyspnea,  and  who  is  found  to 
have  an  aortic  systolic  murmur.  Confir- 
mation rests  on  the  electrocardiogi’aphic  evi- 
dence of  left  ventricular  hypertrophy  (in  the 
absence  of  significant  hypertension)  and 
the  finding  of  a heavily  calcified  aortic 
valve  by  fluoroscopy.  In  the  typical  case, 
no  further  laboratory  study  is  necessary.  In 


Age 

Lesion 

Operation 

79 

A.S. 

Gradient  130  nim. 

3-13-69 

Ao.  Valve  replace. 

74 

A.S. 

Gradient  90  mm. 

4-30-69 

Ao.  Valve  replace. 

75 

A.S. 

Gradient  90  mm. 

10-31-67 

Ao.  Valve  replace. 

72 

A.S. 

Gradient  70  mm. 

6-25-68 

Ao.  Valve  replace. 

72 

A.S. 

Gradient  70  mm. 

7-10-68 

Ao.  Valve  replace. 

71 

M.I. 

(rupt.  chordae) 

7-16-68 

Mitral  valvoplasty 

71 

M.S.,  M.I. 
& T.I. 

3-14-68 

Mitral  Commis. 
& valvoplasty 

78 

M.I. 

(rupt.  chordae) 

1-26-67 

Replacement 

76 

A.S.D. 

10-27-66 

Closure 

Table  1 


Pre-op.  & 
Post-op. 

Result 

Pre-op.  Symptoms 

Class. 

A & W 

Fainting,  SOB, 

4-2 

8-26-69 

ankle  swelling 

A & W 
9-6-69 

Angina,  Fainting 

3-2 

Well  until 
2-1-69.  Exp 
2-4-69.  (16  mo.) 
Lobar  pneumonia 

Angina,  SOB 

3-2 

A & W 

Shortness  of  breath 
(Heart  failure) 

4-2 

Exp  7-19-69 

Shortness  of  breath 

(9  Da.)  Pul 
embolus 

(Recurrent  failure) 

Exp  7-28-68 
(12  days)  CVA 

SOB  (failure) 

A & W 
9-6-69 

SOB  (failure) 

4-3 

Exp.  4-21-69 
(27  mos)  Cer. 
thrombosis 

Failures 

4-2 

A & W 
9-3-69 

SOB 

4-2 
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the  elderly  patient,  however,  trivial  aortic 
stenosis  or  valvular  sclerosis  may  give  rise 
to  aortic  ejection  murmurs.  Voltage  cri- 
teria for  ventricular  hypertrophy  may  be  ab- 
sent, due  to  the  decline  with  age  of  the  volt- 
age QRS  complex.  ST  and  T wave  ab- 
normalities also  become  less  specific.  The 
symptoms  of  syncope  must  be  distinguished 
from  Stokes-Adams  attacks  and  extracranial 
vascular  occlusive  disease.  Confusing  find- 
ings indicate  the  need  for  appropriate  lab- 
oratory study. 

The  risk  of  aortic  valve  replacement  in  the 
elderly  is  altered  by  the  technical  difficulty 
which  may  be  encountered  in  suturing  an 
aortic  wall  which  is  thin  and  damaged  by 
arteriosclerosis.  Re-bleeding  in  the  early 
postoperative  period  from  the  aortotomy 
continues  to  be  the  most  worrisome  feature 
in  this  operation.  It  is  doubtful  that  coro- 
nary artery  disease  significantly  contributes 
to  the  risk  of  aortic  valve  replacement  when 
associated  with  severe  aortic  stenosis. 

Mitral  Valve  Disease 

Surgery  for  acute  mitral  insufficiency  re- 
sulting from  ruptured  chordae  can  be  expect- 
ed to  produce  good  hemodynamic  results. 
Often,  valve  replacement  is  not  required. 
The  lungs  have  not  been  damaged  by  chronic 
pulmonary  venous  hypertension  and  can  be 
expected  to  have  nearly  normal  compliance. 
Age  is  clearly  not  a deterring  factor  when 
considering  repair. 

When  the  lungs  have  been  exposed  to 
chronic  pulmonary  venous  hypertension  for 
many  years,  and  severe  pulmonary  artery 
hypertension  is  associated  with  right  ven- 
tricular dilatation  and  tricuspid  incom- 
petence, the  risk  of  surgery  may  be  high, 
regardless  of  age.  Chronic  right  ventricular 
failure  (with  pulsating  neck  veins  and 
hepatomegaly)  is  a late  and  needless  com- 
plication. Pulmonary  vascular  obstruction 
and  atrial  fibrillation,  repeated  pulmonary 
emboli  and,  rarely,  associated  organic  tri- 
cuspid disease  may  be  factors  in  its  develop- 
ment. All  of  these  may  be  present  simul- 
taneously, and  the  relative  importance  of 
each  may  be  difficult  to  assess.  The  extent 
to  which  these  factors  are  reversible  or 
lend  themselves  to  repair  largely  deter- 
mines the  outcome  of  the  surgical  procedure. 


There  may  be  some  patients  with  long-stand- 
ing right  ventricular  failure  who  do  poorly 
after  surgery  because  of  dominant  “myo- 
cardial factor.”  More  often,  however,  this 
diagnosis  conceals  diagnostic  or  technical 
error  and  is  used  as  an  excuse  for  failure 
to  improve  following  surgery.  Certainly  in 
the  preoperative  evaluation,  this  diagnosis 
should  never  be  made  except  by  the  most 
rigid  process  of  exclusion. 

Recognizing  that  the  greatest  risk  of 
mortality  in  this  group  of  patients  is  “low 
cardiac  output”  in  the  early  postoperative 
period,  we  favor  a plastic  repair  of  the 
valve  when  possible.  The  elderly  patient 
does  not  require  a perfect  hemodynamic  re- 
sult in  order  to  be  improved  sufficiently  to 
allow  sleep  in  the  recumbent  position  and 
to  avoid  dyspnea  with  the  level  of  activity 
consistent  with  his  age. 

Although  the  postoperative  recovery  pe- 
riod was  prolonged  in  each  of  these  mitral 
valve  patients  (22  and  47  days  respectively), 
the  final  result  was  gratifying.  Fluid  re- 
tention in  the  late  postoperative  period, 
which  often  accompanies  mitral  valve  sur- 
gery in  functional  class  III  and  IV  pa- 
tients, was  a problem  in  only  one  case. 

Atrial  Septal  Defect 

Atrial  septal  defect  repair  in  the  elderly 
can  be  expected  to  provide  good  results  if 
there  is  still  a large  left-to-right  shunt 
present.  If,  with  many  years  of  volume 
overload,  the  right  ventricle  has  lost  much 
of  its  distensibility,  so  that  the  end  diastolic 
pressure  is  elevated,  preventing  left-to-right 
shunting,  then  closure  of  the  defect  cannot 
be  expected  to  be  beneficial.  The  develop- 
ment of  severe  pulmonary  hypertension  with 
high  pulmonary  resistance  may  likewise 
militate  against  a favorable  result.  Short- 
term anticoagulation  in  the  early  postoper- 
ative period  may  be  a worthwhile  safeguard, 
since  pulmonary  embolism  seems  to  be  more 
common  after  atrial  septal  defect  repair  in 
adults. 

Summary 

Although  the  risk  of  surgery  in  poten- 
tially correctable  cardiac  lesions  may  be 
altered  by  age,  proper  selection  and  atten- 
tion to  technical  detail  can  yield  satisfying 
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results.  In  this  group  of  patients  under- 
going open  heart  surgeiy,  all  nine  survived 
the  operative  procedure.  There  were  two 
hospital  deaths.  Seven  patients  were  dis- 
charged improved  over  their  preoperative 
status.  Two  patients  have  subsequently  suc- 
cumbed from  causes  other  than,  and  prob- 
ably not  related  to  their  heart  disease.  Five 
patients  are  alive  and  well  at  the  time  of 
this  communication.  SjTnptomatic  improve- 
ment was  clear-cut  in  all  seven  discharged 
patients.  The  extent  of  improvement  ac- 


cording to  the  American  Heart  Association 
classification  is  noted  in  Table  1. 

During  the  three  years  represented  by 
this  small  series,  three  additional  patients 
70  or  over  with  severe  calcific  aortic  ste- 
nosis were  seen.  These  three  were  all  of- 
fered surgery  but  declined.  One  of  the  three 
is  alive  but  remains  in  the  American  Heart 
Association  class  IV  with  respect  to  cardiac 
disability.  The  other  two  succumbed  to 
their  disease  four  and  eleven  weeks  after 
declining  surgery. 
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Peer  Review 


PEER  Review!  A popular  term 
these  days.  First,  though, 
what  does  it  mean?  Literally 
it  means  a review  by  one’s  equals.  There- 
fore, it  means  to  us  a survey  of  a doctor’s 
work  by  other  doctors. 

Then  why  do  we  need  this  peer  review 
so  desperately?  The  answer  to  this  ques- 
tion itself  becomes  a multiple  series  of  prob- 
lems. They  begin,  of  course,  with  govern- 
ment — specifically  with  Titles  XVIII  and 
XIX  which  were  passed  in  Public  Law  89- 
97.  While  the  Medicare  Law  only  calls  for 
inhospital  utilization  review,  experiences  in 
the  last  3 years  have  shown  that  far  more 
is  needed.  There  has  been  the  well  pub- 
licized increase  in  health  care  costs  so  that 
at  the  September  meeting  of  the  Medicare 
Health  Insurance  Benefits  Advisory  Coun- 
cil, the  following  statement  was  presented: 

“In  order  to  provide  an  acceptable 
level  of  quality  for  the  services  ren- 
dered under  Part  B of  Medicare,  con- 
sideration should  be  given  to  establish- 
ing standards  to  govern  the  rendering 
of  services  by  physicians,  analogous  to, 
but  necessarily  quite  different  in  appli- 
cation from,  the  standards  now  estab- 
lished for  most  other  providers  of 
health  care  under  Medicare.  The  need 
for  broad  standards  for  physicians’ 
services  is  predicated  upon  the  right  and 
responsibility  of  the  government  to  have 
assurance  of  the  acceptable  quality  of 
all  services  for  which  it  provides  re- 
imbursement. Precedents  which  have 
been  set  in  government  and  non-govern- 
ment programs,  and  published  studies, 
which  point  out  the  wide  variability  in 
quality  of  medical  care,  indicate  the 
need. 

“Thus,  the  standards  of  eligibility  for 
physicians  would  be  a ‘preventive’  meas- 
ure to  keep  some  physicians  from  ever 
rendering  certain  medical  services  un- 
der the  Medicare  program.  This  dif- 
fers from  the  ‘post  facto’  stopping  of 
abusers  of  the  Medicare  program.  The 
latter  may  involve  a few  physicians. 


RICHARD  S.  WILBUR,  M.D.-' 


those  who  are  grossly  abusing  the  pro- 
gram. The  former  could  potentially 
involve  the  future  participation  of  many 
of  the  practicing  U.S.  physicians  in  the 
rendering  of  certain  medical  services 
under  the  Medicare  program.’’ 

The  first  answer  to  the  “why”  of  peer 
review  then  is  a very  practical  one.  Gov- 
ernment must  be  assured  that  it  is  get- 
ting its  money’s  worth  for  all  the  billions 
it  has  si>ent  with  these  large  programs. 
No  man  can  be  elected  to  public  office 
on  a platform  in  which  he  agrees  to  allow 
the  expenditure  of  unlimited  and  unchecked 
sums  of  money  for  any  purpose  — even  for 
the  health  care  of  the  American  people.  All 
of  us  are  taxpayers  and  all  of  us  would  like 
to  think  that  the  money  which  we  give  up 
to  our  government  is  truly  buying  something 
worthwhile.  The  non  - physicians  of  the 
country  have  been  convinced  by  what  they 
read  in  the  newspapers  that  they  are  no 
longer  getting  their  money’s  worth  for  taxes 
spent  on  Medicare  and  Medicaid.  They 
want,  rightfully,  some  proof. 

There  are  still  other  reasons  we  need 
to  have  peer  review.  One  is  malpractice. 
This  is  an  ever-growing  problem  in  some 
areas  such  as  southern  Califoniia,  where 
premiums  of  5 to  16  thousand  dollars  a year 
are  now  being  paid  by  doctors  who  have 
never  been  sued.  The  problem  is  acute. 
Over  and  over  the  point  is  made  that  the 
public  is  not  assured  that  medical  care  is 
of  high  quality.  Therefore,  the  allegations 
and  accusations  of  the  plaintiff’s  attorney 
fall  upon  open  ears  and  juries  are  quite 
willing  to  believe  the  worst  about  all  physi- 
cians. If  they  knew  that  an  adequate 
mechanism  of  peer  review  existed  which 
assured  them  of  the  quality  of  health  care 
this  problem  could  be  alleviated  as  it  has 
been  in  areas  such  as  Tucson,  Arizona. 

•Assistant  Executive  Vice  President,  American  Medical 
Association. 
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The  third  reason  why  we  need  peer  re- 
view comes  from  the  press.  The  press  has 
been  quite  willing  to  assign  the  responsi- 
bility for  all  of  the  rise  in  health  care  costs 
to  the  physician  because  it  includes  the  vast 
portion  which  is  paid  to  institutions,  par- 
ticularly the  hospitals  and  extended  care 
facilities.  If  we  physicians  are  to  take  the 
blame  for  the  expense,  the  least  we  can  do 
is  to  take  the  responsibility  for  supervis- 
ing this  expenditure.  In  other  words,  we 
will  have  to  supervise  the  utilization  and, 
beyond  that,  even  the  efficiency  and  the 
quality  of  care  given  in  the  hospitals  and 
the  extended  care  facilities  as  well  as  that 
given  by  physicians.  In  some  areas  this 
review  has  been  extended  also  to  the  order- 
ing by  physicians  of  such  services  such  as 
physical  therapy  and  even  to  the  prescribing 
of  medications  — 95%  of  health  care  expen- 
diture. 

The  fourth  reason,  however,  is  the  most 
important  and  that  is  the  problem  of  satis- 
fying the  American  people  — the  patients 
of  the  doctors  of  America  — that  they 
are  receiving  the  highest  possible  quality 
of  care.  Unfortunately,  there  are  doctors 
who  don’t  go  to  medical  meetings,  conven- 
tions, or  continuing  medical  education. 
These  are  the  men  whose  patients  are  un- 
easy — sometimes  with  good  reason.  The 
question,  therefore,  becomes  not  if  we  need 
medical  care  review,  but  who  will  do  it? 

Review  of  Quality  Under  Medicare 

The  Cost  Effectiveness  Act  of  1969,  which 
has  been  sent  from  HEW  to  the  House  of 
Representatives,  contains  a number  of  pro- 
visions for  federal  review  of  quality  under 
IMedicare.  Some  of  these  include,  as  did 
also  Walter  McNerney’s  Medicaid  Task- 
force  Report,  suggestions  for  federal  licen- 
sure and  federal  standards.  So  it  now  be- 
comes very  clearly  a matter  which  will  be 
handled  by  government,  if  no  one  else  steps 
forward  first.  However,  we  have  seen  in 
the  past,  situations  in  which  the  govern- 
ment was  quite  willing  to  accept  voluntary 
standards.  The  Joint  Commission  on  Ac- 
creditation and  our  specialty  boards  are  two 
cases  in  point. 

You  might  then  ask  whether  there  is 
any  precedent  for  doctors  in  their  organiza- 


tions to  engage  in  review  of  the  quality  of 
health  care.  There  certainly  is!  The  AMA 
virtually  since  its  inception  has  been  op- 
posed to  low  standards  as  exemplified  by 
quacks  and  chiropractors.  Even  before  the 
Flexner  Report,  and  certainly  very  much 
since  then,  we  have  been  concerned  with  the 
quality  of  training  in  medical  schools  and 
with  the  accreditation  of  internship  and  resi- 
dency programs.  We  have  worked  to  im- 
prove the  quality  of  drugs  since  1900. 

Within  the  local  medical  societies  there 
have  been  rather  elementary  forms  of  peer 
review  for  many  years.  IMost  societies  have 
some  form  of  insurance  review  committee. 
This  committee’s  activities  vary  from  place 
to  place,  but  in  general,  it  adjudicates  fees 
and  makes  some  effort  to  explain  why  the 
fine  print  in  an  insurance  contract  means 
that  the  company  does  not  have  to  pay  the 
patient  for  the  physician’s  work.  Most  local 
societies  also  have  grievance  committees. 
These,  of  course,  take  care  of  complaints, 
be  they  from  patients,  third  parties  or  other 
physicians.  Both  of  these  types  of  commit- 
tees are  largely  of  the  brush-fire  type,  i.e., 
they  do  not  go  into  action  until  long  after 
a problem  has  occured  and  not  until  after 
someone  else  brings  it  to  the  attention  of 
the  medical  society. 

Another  form  of  peer  review  with  which 
we  are  all  familiar  is  that  in  the  hospital 
with  its  credentials  committee,  medical  rec- 
ords, committee,  tissue  committee,  and  util- 
ization review  committees.  The  current 
AMA  position  on  peer  review  can  be  sum- 
marized with  the  following  quote  from  Re- 
port F of  the  Council  on  Medical  Service  to 
the  Annual  Meeting  in  New  York  this  year: 

“For  more  than  a decade,  the  Council 
on  Medical  Service  and  its  Committee 
on  Health  Care  Financing  (formerly 
the  Committee  on  Insurance  and  Prepay- 
ment Plans)  have  recognized  a need  for 
the  establishment  of  professional  re- 
view committees  and  utilization  review 
committees  of  hospital  medical  staffs. 
Initially,  this  interest  was  generated  by 
concern  over  the  continuing  increase 
in  the  costs  of  health  care,  particularly 
for  hospital  services,  and  the  resulting 
steadily  rising  rates  required  from  the 
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public  for  health  benefits  protections. 
In  accepting  a responsibility  for  profes- 
sional review  activities,  the  medical  pro- 
fession has  demonstrated  its  awareness 
of  the  need  to  conserve  the  patient’s 
health  care  dollar,  educate  and  inform 
the  profession  in  the  economics  of  health 
care,  assure  the  appropriate  use  of 
health  care  personnel  and  facilities,  and 
maintain  high  standards  of  medical 
practice.” 

Future  Outlook 

What  is  the  future  purpose  of  peer  re- 
view then?  Sometimes  it  is  easier  to  start 
out  by  saying  what  it  is  not.  It  is  not  being 
a cop  and  it  is  not  simply  performing  as  a 
government  agent  to  save  tax  money.  The 
main  purpose  is  to  assure  the  public  of  the 
quality  and  effectiveness  of  the  health  care 
being  given  in  that  area.  There  are  also 
side  purposes  of  considerable  importance, 
however,  such  as  education.  There  is  much 
which  the  person  being  reviewed  can  learn. 
As  an  example,  the  American  Association  of 
Medical  Clinics  in  the  last  few  years  has 
set  up  an  arrangement  in  which  several  doc- 
tors leave  their  practices  in  their  different 
clinics  and  gather  to  spend  2 days  inspect- 
ing a specific  clinic.  They  do  not  do  this 
as  policemen  who  have  been  called  in  by 
the  AAMC  or  by  government  to  check  on 
some  questionable  practices.  They  only  do 
it  when  the  clinic  being  surveyed  requests 
such  a visitation.  In  fact,  the  clinic  which 
is  surveyed  pays  all  the  expenses. 

Since  they  do  not  need  this  investigation 
in  order  to  be  a member  clinic,  don’t  get  any 
fancy  certificate,  and  don’t  get  any  increase 
in  the  fees  they  can  charge,  you  may  won- 
der why  they  bother.  The  answer  is  that 
any  group  which  wishes  to  improve,  and  I 
have  never  seen  one  yet  that  was  close  to 
perfection,  can  only  benefit  from  a critical 
review  by  informed  fellow  physicians.  So 
far,  each  group  reviewed  has  thought  that 
it  was  more  than  worth  the  effort  and  ex- 
pense. 

You  might  also  ask  why  a doctor  would 
leave  his  practice  for  a couple  of  days  to 
go  prowl  through  another  clinic.  The  an- 
swer here  involves  more  than  altruism.  It 
is  impossible  for  an  intelligent  man  to  spend 


2 days  watching  other  doctors  practice  medi- 
cine without  learning  something  which  will 
be  to  his  benefit.  Remember  you  never  had 
a medical  school  course  in  how  to  run  an 
office.  Whether  you  are  in  group  or  solo 
practice,  it  is  doubtful  that  you  are  so 
efficient  that  you  could  not  learn  even 
better  ways,  either  by  having  another  doc- 
tor visit  you  or  by  your  spending  time  ob- 
serving his  practice. 

So  the  purpose  then  is  not  just  to  save 
taxpayers  money,  not  just  to  assure  the 
public  of  quality  and  effectiveness  but  also 
a form  of  continuing  medical  education  for 
both  the  reviewer  and  the  reviewed. 

The  next  problem  we  face  then  is  what  is 
it  we  should  review?  It  seems  obvious 
from  past  discussion,  we  must  review  all 
there  is  of  medical  care,  at  least,  and  very 
possibly  in  the  future,  all  there  is  in  health 
care.  Certainly  we  must  review  the  medical 
treatment  given  in  hospitals  and  extended 
care  facilities.  More  recently  it  has  become 
increasingly  obvious  that,  like  it  or  not, 
we  must  also  review  the  medical  care  given 
in  the  office.  It  may  be  difficult,  but  it  is 
certainly  essential. 

Next,  you  might  ask,  what  are  we  looking 
for?  First,  of  course,  is  fraud  which  in 
medicine  is  no  different  from  any  other  kind 
of  fraud  and  the  duty  of  the  peer  review 
team  is  no  different  than  that  of  any  other 
honest  citizen.  Fortunately,  this  is  rare 
and  soon  taken  out  of  the  hands  of  the 
physicians.  The  next  item  for  which  we 
look,  of  course,  is  the  too  high  fee,  some- 
thing we  have  done  traditionally  for  many 
years.  Beyond  that,  we  must  now  begin  to 
look  at  utilization  — that  is  the  number 
of  services  rendered  and  even  beyond  that 
to  the  efficiency  and  quality  of  care  ren- 
dered. It  is  no  longer  enough  to  tell  people 
that  they  have  not  been  cheated  or  just 
that  the  fee  for  a given  service  is  not  too 
high.  They  need  assurance  that  they  are 
receiving  a good  quality  of  care  for  the 
money  they  spend. 

Techniques  for  Meaningful  Review 

The  last  question  is  probably  the  hard- 
est. Once  we  have  decided  that  review  is 
necessary,  what  techniques  can  we  use  to 
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make  this  review  truly  meaningful?  How 
do  we  do  it?  The  traditional  technique  for 
peer  review'  has  been  the  use  of  a Grievance 
Committee  or  Insurance  Review  Committee 
which  simply  look  at  those  physicians  about 
whom  there  has  been  a complaint  — usual- 
ly already  known  to  all  the  doctors  in  the 
area.  But,  what  we’re  speaking  of  now- 
goes  well  beyond  this  system.  In  a number 
of  parts  of  the  country  it  has  been  possible, 
particularly  under  the  government  pro- 
grams, but  not  only  under  them,  to  do  a 
form  of  total  claims  review  by  computer. 
This  w'ill  give  a gross  review-  of  a man’s 
practice.  From  this  can  be  developed  a 
number  of  statistics:  the  number  of  visits 
per  day;  the  number  of  visits  per  patient; 
the  number  of  visits  per  diagnosis ; the  num- 
ber of  shots  given  per  visit;  the  number 
of  lab  x-ray  tests  per  visit;  and  from  this, 
one  may  obtain  an  over-all  view  of  a physi- 
cian’s practice.  Dr.  Donald  Harrington  of 
the  San  Joaquin  County  Foundation  has  done 
a great  deal  of  work  on  this,  initially  only 
on  private  insurance  company  contracts, 
later  on  Medicaid  as  well,  and  has  been 
able  to  set  up  perameters  of  electronic  ob- 
sei’vation  which  have  enabled  him  to  spot 
“deviant  practitioners.’’  Those  doctors  who 
have  an  unusual  number  of  injections  per 
patient  visit  in  the  office  or  others  who 
never  seem,  to  be  able  to  see  a patient  with- 
out doing  a urinalysis  or  blood  count,  those 
w-ho  must  see  a patient  2 or  3 times  a week 
for  a rather  routine  diagnosis  such  as  osteo- 
arthritis, etc.  Doctor  Harrington  would  be 
the  first  to  tell  you  that  you  can  not  leap 
to  conclusions  simply  from  a computer 
analysis. 

There  are  all  sorts  of  reasons  for  varia- 
tions from  the  norm  in  practice.  The  mere 
fact  that  a man  practices  in  a different  way 
is  no  proof  at  all  that  he  is  a “bad”  prac- 
titioner. In  this  country,  and  particularly 
in  medicine,  uniformity  and  conformity  are 
not  necessarily  the  ideal. 

There  are  other  reasons  for  the  inherent 
errors  in  the  computer  method  including 
local  variations  particularly  the  differences 
in  style  of  practice  between  rural  and  urban 
doctors  and  of  the  disadvantaged  areas  ver- 
sus the  middle  class  suburbs. 


The  next  step  must  always  be  to  pull  out 
the  original  claims  forms  for  review.  Here 
one  can  look  over  the  number  of  tests  or- 
dered and  paid  for  on  the  basis  of  the  diag- 
nois  and  also  the  amount  of  treatment  and 
its  relevance  to  the  diagnosis  placed  upon 
the  claims  form.  Once  the  peer  review 
committee  has  gone  through  the  computer 
analyses,  selected  from  it  those  claims  forms 
it  needs  for  review,  and  then  reviewed  these 
forms  from  unusual  practitioners,  it  still 
has  not  established  the  fact  that  the  doctor 
involved  practiced  a poor  quality  of  care. 

Let  me  give  you  an  example.  In  my  for- 
mer county,  Santa  Clara,  we  have  a moder- 
ate size  city,  San  Jose,  w’ith  some  400,000 
citizens.  The  city  is  split  by  Highway  101. 
On  the  West  side  of  the  highway  are  the 
English  speaking  citizens,  generally  from 
the  lower  middle  class  on  up.  On  the  East 
side  of  the  highw-ay  are  the  Spanish  speak- 
ing citizens,  usually  of  low-er  income  groups. 
In  reviewing  claims  under  our  Medicaid  pro- 
gram, which  review  is  done  by  the  County 
Medical  Society,  we  found  the  Spanish  speak- 
ing doctors  East  of  the  highw-ay  invariably 
gave  penicillin  injections  to  children  with  a 
cold.  We  Anglos,  of  course,  were  certain 
w-e  had  spotted  an  obvious  abuse  of  the 
program.  A group  of  men  who  w-ere  com- 
mitting malpractice  simply  in  order  to  col- 
lect extra  funds  for  giving  shots  under  the 
program.  A committee  of  righteous,  out- 
raged county  society  members  descended 
upon  our  Spanish  speaking  confreres  in  order 
to  bring  the  wayward  brothers  back  into  the 
fold.  Well,  the  message  was  delivered  al- 
right, but  it  was  w-e  who  got  the  message. 

It  appears  that  in  this  type  of  commun- 
ity, among  the  lower  income  Mexican-Amer- 
icans,  faith  in  physicians  is  erratic  and  on  a 
semi-mystical  basis.  The  doctor  is  given  one 
chance  at  the  illness.  When  the  baby  has  a 
cold,  he  and  the  rest  of  the  family  are  bun- 
dled up  and  brought  into  the  doctor.  What- 
ever the  doctor  does  is  fine  with  the  mother, 
but  no  matter  how  much  sicker  the  child 
gets  afterward,  he  will  not  be  brought  back 
since  there  is  not  any  reason  to.  “He’s  al- 
ready seen  the  doctor.”  Further  remedies 
are  likely  to  include  prayer  or  forms  of  folk 
medicine.  Furthermore,  the  mothers  have 
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very  little  faith  in  pieces  of  paper  or  long 
explanations.  Telling  the  mother  that  she 
should  take  a prescription  and  fill  it  at  a 
drug  store  and  then  to  give  pills  to  the  child 
if  he  should  get  sicker,  simply  results  in  an- 
other piece  of  scrap  paper  in  the  waste 
basket  by  the  front  door  of  the  doctor’s 
office.  Even  giving  samples  of  pills  to  be 
taken  later  is  no  assurance  that  the  child 
will  receive  any  further  treatment.  There- 
fore, if  there  is  any  possibility  that  the 
baby  may  develop  bacterial  bronchitis  or 
pneumonia  from  the  cold,  the  only  assur- 
ance that  he  will  survive  is  for  the  physician 
to  actually  place  the  penicillin  into  the  child 
himself. 

While  we  may  all  hope  that  in  the  future 
education  and  an  elevation  of  income  level 
will  change  this  situation,  for  the  present 
it  continues  to  be  malpractice  or  at  the  very 
least  poor  medical  practice  to  give  penicillin 
for  colds  in  the  English  westeni  half  of  the 
city  while  it  is  malpractice  not  to  do  so  East 
of  the  highway. 

There  are  many  other  examples  all  of 
which  add  up  to  mean  that  the  review  of 
quality  can  only  be  done  locally,  it  can  only 
be  done  by  people  who  can  understand  the 
variations  and  circumstances,  which  in  the 
end  means  that  it  can  only  be  done  by  other 
local  physicians.  It  must  be  done  by  physi- 
cians, because  lawyers  for  instance  are  so 
bound  by  technicalities  that  common  sense 
or  what  is  best  for  the  people  rarely  enters 
their  minds  and  to  allow  them  control  of  the 
program  would  be  disastrous. 

For  example,  in  one  of  our  large  cities 
in  California,  it  became  evident  after  a 
period  of  review  that  of  8 minority  doctors 
in  one  area,  6 were  abusing  the  programs 
through  over  utilization.  Too  many  injec- 
tions per  patient  visit,  too  many  laboratory 
tests,  etc.  This  assumption  was  reinforced 
by  visits  to  their  offices  and  therefore  the 
county  medical  society  recommended  that 
they  no  longer  be  paid  under  the  Medicaid 
program.  The  first  two  telephone  calls  to 
the  medical  society  were  from  the  other  two 
minority  physicians  — the  “good”  doctors  in 
the  area.  They  were  terribly  unhappy. 
“Are  you  trying  to  kill  us?  There  are  too 


many  Medicaid  patients  already  for  the  8 
of  us.  Two  of  us  even  working  24  hours  a 
day  couldn’t  possibly  handle  the  load,  and  we 
certainly  couldn’t  give  any  quality  of  medi- 
cal care.  You  must  keep  the  other  6 doctors 
working  for  the  good  of  the  people  of  our 
part  of  the  city.” 

The  Medical  Society  was  understandably 
reluctant,  but  it  also  was  understanding  of 
the  problem  on  the  basis  that  even  over-util- 
ized medical  care  is  better  than  none  at 
all.  Those  doctors  were  reinstated  in  the 
program,  although  the  County  Medical  So- 
ciety has  since  attempted  a practice  educa- 
tional process  for  them.  Again,  what  this 
adds  up  to  is  that  there  must  be  local  control 
of  the  program,  there  must  be  local  under- 
standing of  local  problems  and  there  must 
be  an  interest  on  the  part  of  physicians  of 
the  Medical  Society  in  seeing  that  medical 
care  is  given  to  the  people. 

Let  me  make  a summary  about  the  bene- 
fits to  be  derived  from  this  program.  I 
have  mentioned  the  direct  benefits,  of  course, 
to  the  taxpayer,  to  the  reviewing  physician 
and  to  the  physician  who  is  reviewed,  but 
there  are  other  benefits,  one  of  these  comes 
from  publicity.  It  is  no  secret  that  the 
medical  profession  has  a “bad  image.”  The 
knowledge  that  the  doctors  in  the  County 
Medical  Society  are  spending  hours  review- 
ing the  quality  of  care  can  only  do  good 
things  for  us.  In  the  past,  as  you  know, 
we  have  only  allowed  publication  of  bad 
publicity  about  doctors,  so  it  is  not  sur- 
prising that  we  have  a poor  image.  In  the 
past,  if  the  doctor  did  something  good  for 
a patient,  we  have  forbidden  this  news  to 
be  printed  because  we  felt  it  amounted  to 
advertising.  However,  if  something  bad 
happened  — a drunk  driving  conviction  or 
malpractice  suit  — nothing  the  Medical  So- 
ciety could  do  would  ever  keep  the  news 
out  of  the  paper.  For  this  reason,  our  pa- 
tients have  read  only  unfavorable  things 
about  doctors  and  naturally  formed  that  kind 
of  an  opinion.  I might  suggest  as  an  aside  to 
the  principle  subject  that  we  may  have  to 
reconsider  our  entire  concept  of  physician 
publicity.  However,  whether  we  need  to 
change  our  attitude  toward  publicity  or  not. 
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there  can  be  no  doubt  about  our  need  for 
peer  review. 

The  people  of  this  country  deserve  to 
know  their  medical  care  is  all  it  should  be. 
The  best  guarantee  of  this  can  be  given  only 
by  the  concerned  physicians  of  an  area  work- 


ing together  in  an  effective  program  of  Peer 
Review. 

1.  Congress  demands  it; 

2.  Our  patients  deseiwe  it;  and 

3.  We  need  it. 
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Tetralogy  of  Fallot* 


Tetralogy  of  Faiiot  is  a 
totally  correctible  cardiac  ano- 
maly, accounting  for  30%  of 
all  infants  with  cyanotic  heart  disease  and 
previously  associated  with  a 25%  mortality 
in  the  first  year  of  life.  While  the  original 
anatomic  description  of  this  defect  includ- 
ed dextroposition  of  the  aorta  and  right 
ventricular  hypertrophy,  these  are  second- 
ary to  the  basic  abnormalities,  namely  a 
large  ventricular  septal  defect  and  severe 
outflow  tract  obstruction  from  the  right 
ventricle.  The  hemodynamic  result  is 
shunting  of  systemic  venous  blood  across 
the  septal  defect  to  the  left  ventricle  re- 
sulting in  peripheral  cyanosis  and  reduced 
pulmonary  blood  flow.  The  degree  of  out- 
flow obstruction  is  dynamic,  varying  with 
the  infant’s  level  of  activity  or  excitement; 
thus  the  level  of  cyanosis  may,  from  moment 
to  moment,  change  markedly. 

The  recognition  of  cyanosis  in  an  infant 
is  an  indication  for  complete  diagnostic 
studies  including  cardiac  catheterization  and 
angiography.  Catheterization  at  this  age  is 
safe  and  establishes  an  anatomic  diagnosis, 
providing  clear  guide  lines  for  future  man- 
agement. Life  - threatening  syncopal  epi- 
sodes, secondary  to  cerebral  hypoxia,  or 
other  signs  of  severe  reduction  in  pulmon- 
ary blood  flow  are  an  indication  for  a pal- 
liative systemic  to  pulmonary  artery  shunt. 
The  recent  use  of  the  right  pulmonary  ar- 
tery to  ascending  aorta  anastomosis  has 
provided  excellent  increased  pulmonary 
blood  flow,  although  it  is  associated  with 
a significant  mortality  in  infants  below  six 
months  of  age.  Cyanosis,  exertional  dysp- 
nea and  squatting  may  not  appear  until  the 
child’s  demand  for  oxygen  increase  with 
the  onset  of  walking.  A shunting  procedure 
is  recommended  for  symptomatic  toddlers 
and  children  under  four  years  of  age  to  re- 
lieve symptoms,  allowing  normal  growth 
and  development  until  an  age  is  reached 
when  total  correction  can  be  carried  out 
with  a low  mortality.  We  recommend  car- 
rying out  total  correction  on  any  symp- 
tomatic child  over  the  age  of  four  years, 
irrespective  of  the  presence  or  absence  of 
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the  previous  operation.  Elective  total  cor- 
rection of  the  anomaly  is  indicated  in  the 
relatively  asymptomatic  child  between  the 
ages  of  seven  and  ten  years.  The  effective- 
ness of  the  palliative  shunts  decreases  in 
60%  of  patients  as  the  oxygen  demands  in- 
crease with  age,  and  7%  develop  endocar- 
ditis at  the  site  of  the  surgically  created  duc- 
tus. All  patients  with  functioning  shunts 
should  be  re-evaluated  for  total  correction 
prior  to  age  fifteen  years. 

Total  correction  of  this  anomaly  requires 
closure  of  the  ventricular  septal  defect,  re- 
lief of  the  outflow  tract  obstruction  of  the 
right  ventricle  and  ligation  of  any  existing 
previously  constructed  shunt.  The  correc- 
tion can  be  carried  out  with  a mortality  of 
less  than  10%  and  the  post-operative  course 
is  directly  affected  by  the  completeness  of 
the  surgical  repair.  When  a complete  repair 
has  been  carried  out  the  post-operative 
course  is  benign,  without  evidence  of  cardiac 
failure  or  pulmonary  complications.  Com- 
plete correction  is  sometimes  limited  by  the 
presence  of  multiple  small  septal  defects  or 
an  extreme  degree  of  narrowing,  even  hypo- 
plasia, of  the  outflow  tract  of  the  right 
ventricle.  When  the  outflow  tract  is  mark- 
edly narrowed,  an  outflow  tract  patch  or 
gusset  is  required  to  increase  the  size  of 
the  pulmonary  annulus.  This  patch  results 
in  pulmonary  valvular  insufficiency  and  is 
usually  associated  with  moderate  to  severe 
degrees  of  right  heart  failure  during  the 
first  two  to  three  weeks  post-operatively. 
These  patients  require  digitalization  for  two 
to  three  months,  but  have  manifested  no 
cardiac  limitations  in  longterm  follow  - up. 
An  extreme  form  of  the  anomaly  may  exist 
with  complete  absence  of  the  pulmonary 
artery.  This  type  of  defect  can  now  be  re- 
paired utilizing  a preserved  human  aortic 
homograft  as  a conduit  between  the  right 

•Prepared  by  the  Nebraska  Heart  Association  for  this 
Journal. 

tProfessor  of  Clinical  Surgery,  Columbia  University,  The 
Atchley  Pavilion,  New  York,  New  York  10032. 
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ventricular  outflow  tract  and  main  pulmon- 
ary artery.  This  provides  a graft  with 
aortic  valves  functioning  at  the  pul- 
monary valve  level,  avoiding  a marked  de- 
gree of  pulmonary  valvular  insufficiency. 
These  grafts  have  improved  the  immediate 
post-operative  management  of  these  pa- 
tients. 

The  late  post-operative  results  have  been 
dramatic.  Corrected  patients  have  normal 
exercise  tolerance  and  no  evidence  of  cyan- 


osis. In  our  own  series  post-operative  cathe- 
terization data  suggests  that  over  90%  of 
the  patients  have  normal  or  near-noiTnal 
post-operative  hemodynamics.  In  addition, 
late  hemodynamic  studies  with  exercise  dem- 
onstrate that  these  patients  have  a normal 
response  in  cardiac  output  to  exercise.  We 
feel  that  these  post-operative  studies  and 
the  maintenance  of  excellent  hemodynamics 
in  a follow-up  period  suggest  that  longterm 
outlook  is  excellent  for  these  patients. 
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The  Physician's  Obligation  to  the 
Development  of  Managerial  Skills 
In  Health  Care  Facilities 


IN  Maimonides’  interpretation 
of  the  first  aphorism  of  Hip- 
pocrates, it  is  clearly  evident 
that  the  physician  has  always  had  man- 
agerial responsibility^  Medicine  has  al- 
ways absorbed  new  sciences  relevant  to  its 
goals,  but  modern  management  science  it- 
self has  been  late  in  permeating  the  medi- 
cal field  when  compared  to  other  current 
human  - technological  enterprises.  Most 
physicians  have  learned  management  sci- 
ence sketchily  through  necessity,  through 
accidental  on-the-job  association  with  good 
managers  or  through  the  application  of  a 
few  management  techniques  acquired  from 
a consultant.  Physicians  as  a group  have  not 
utilized  established  management  techniques 
to  discharge  their  medical  responsibilities  to 
society  or  to  individual  patients  as  effective- 
ly as  might  be  possible. 

This  paper  considers  the  extent  to  which 
physicians  might  enhance  their  managerial 
skills  and  the  managerial  skills  of  their  as- 
sociates with  existing  resources.  The  cate- 
gories of  personnel  classified  as  “managers” 
vary  with  the  size  of  a health  care  facility. 
For  the  purposes  of  this  report,  any  profes- 
sional departmental  head  or  supervisory  em- 
ployee below  the  joint  conference  commit- 
tee level  is  considered  a “middle  manager.” 
A member  of  the  governing  body,  the  chief 
of  the  medical  staff  and  the  administrator, 
functioning  as  a joint  conference  committee, 
are  regarded  as  the  typical  example  of  top 
management  representatives  in  a health 
care  facility.  They  must  stimulate  the  de- 
velopment of  managerial  skills  from  the  in- 
stitution’s existing  resources  to  carry  for- 
ward the  owner’s  objectives.  The  owners 
may  be  nonprofit  trustees,  government  or 
proprietary  agencies.  The  top  management 
representatives  must  establish  the  priorities 
for  resource  utilization  intended  to  meet  the 
owner’s  objectives  and  supply  the  consumer 
public  needs. 


JOHN  S.  SPRATT,  JR.,  M.D. 
Columbia,  Missouri 


The  goals  for  any  management  develop- 
ment program  are  to  increase  the  basic 
managerial  effectiveness  and  skills  among 
existing  personnel  through  policy  changes 
and  education.  The  objectives  for  manage- 
ment should  be  stated  in  a way  amenable  to 
quantitative  assay  to  evaluate  the  need  for 
and  impact  of  the  program.^-^  To  do  this,  it 
is  desirable  to  decide  upon  parameters  by 
which  management  achievement  can  be  de- 
rived from  a literary  and  consultative  review 
and  preliminary  survey  of  a facility  in  ques- 
tion. All  members  of  the  health  facility 
management  team  should  be  cognizant  of 
the  fact  that  education  and  revision  of 
policy  must  begin  at  the  top.  Otherwise, 
frustration  will  be  created  when  better 
management  skills  are  introduced  into  an 
environment  that  has  not  been  prepared  for 
change.  This  begins  with  self-education  in 
current  management  techniques.  Manage- 
ment is  considered  in  its  broadest  connota- 
tion and  should  be  differentiated  from  basic 
business  functions. 

Review  of  the  Literature 
In  reading  all  current  management  litera- 
ture, one  prevailing  theme  is  detected.  Cer- 
tain basic  management  principles  exist  that 
are  applicable  to  any  industry,  including  the 
hospital  and  health  care  industry.'*-®  The 
identification  of  these  principles  and  ex- 
pression of  them  in  explicit  measurable 
form  is  the  crux  of  industrial  engineering 
and  management  science.  Industrial  engin- 
eering also  pays  heed  to  human  factors  and 
draws  heavily  on  behavioral  sciences  to 
avoid  human  frustration  and  to  achieve  hu- 
man satisfaction  among  producers.  Indus- 
tries and  health  care  facilities  not  paying 
heed  to  these  principles  will  not  stay  com- 
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petitive  in  the  future  and  will  be  continual- 
ly wasteful  of  available  resources. 

These  principles  are  slowly  permeating 
health  care  facilities.  However,  a vast 
amount  of  experience  in  the  beneficial  effect 
they  ultimately  will  have  has  not  yet  fully 
accumulated.  For  this  study,  references 
have  been  selected  regarding  the  basic  prin- 
ciples of  management  proven  in  other  in- 
dustries and  situations  are  given  with  re- 
spect to  the  application  of  managerial  knowl- 
edge within  health  care  facilities. 

The  literature  on  management  skills  has 
become  vast  since  Machiavelli  wrote  the  first 
analysis  of  management  by  objectives  with 
insight  into  human  behavior.^  During  the 
past  50  years,  an  exponential  increase  in 
management  literature  probably  has  oc- 
curred. Better  business  methods  are  re- 
quired to  reduce  costs  or  to  insure  that 
moneys  are  spent  with  the  maximum  de- 
gree of  business  efficiency.  Management  by 
objective  is  becoming  a fundamental  ap- 
proach to  any  problem.^  Such  an  approach 
results  in  the  fusion  of  many  objectives  of 
individuals  and  institutions  through  educa- 
tion, motivation  and  common  economic  in- 
terest.i®- 

Basicallj’,  management  philosophy  has 
evolved  along  both  authoritarian  and  be- 
havioral channels.  The  behavioral  approach 
to  management  has  evolved  more  recently 
in  dynamic,  often  publicly-owned,  businesses 
dealing  with  large  numbers  of  people 
within  and  without  the  organization."* 
The  labor  union  movement  and  demands  of 
complex  technology  have  accelerated  the 
introduction  of  better  approaches  to  man- 
agement problems.  Through  scientific 
management,  an  understanding  has  devel- 
oped for  the  important  relations  of  human 
factors  to  productivity.  Extensive  studies 
by  behavioral  scientists,  sociologists,  psy- 
chologists, industrial  engineers  and  manage- 
ment experts  have  made  the  behavioral  and 
participative  approach  to  management  much 
more  systematic  and  effective. The  use 
of  observations  from  the  behavioral  sci- 
ences seems  to  be  particularly  important  in 
the  management  policies  of  health  care  fa- 
cilities. Any  health  cax'e  facility  can  be 
classified  as  a highly  developed  complex 


The  physician  always  has  had  man- 
agement responsibility,  but  he  has 
been  on  the  periphery  of  the  evolution 
of  contemporary  management  science 
which  has  techniques  requisite  to  in- 
tegrate people  and  facilities  to  obtain 
objectives  through  the  performance  of 
work.  The  broader  management  respon- 
sibilities of  physicians  in  the  current 
health  care  system  necessitate  self-edu- 
cation in  management  science  and  active 
participation  in  management  develop- 
ment programs  in  health  care  facilities 
by  physicians.  The  author  states  that 
health  care  facility  management 
should  increasingly  incorporate  behavi- 
oral management  principles  into  the 
w o r k environment  with  appropriate 
policy  changes  and  institution-wide  edu- 
cational program  in  basic  management 
methods  and  objectives.  Dr.  Spratt  is 
Chief  Surgeon,  Ellis  Fischel  State  Can- 
cer Hospital  and  Director,  Cancer  Re- 
search Center. 


social  system  composed  of  many  complexly 
organized  and  interrelated  groups  of  people. 
These  newer  approaches  require  the  intro- 
duction into  the  managerial  milieu  of  hos- 
pitals and  other  health  care  institutions  of 
work-study-management  techniques  made 
more  explicit  by  behavioral  sciences  and  en- 
gineers and  proven  in  industiy.®*  ®* 

The  process  of  management  development 
in  any  business  has  certain  characteristics  in 
common.  The  rigid  professionalism  in  the 
health  care  industry  makes  management  de- 
velopment somewhat  more  difficult,  but 
certainly  not  impossible.^*  '^*  Top  manage- 
ment of  any  health  care  facility  must  accept 
the  fact  that  the  cost  of  such  a development 
program  is  equivalent  to  a beneficial  in- 
vestment in  “human  capital’"®'"*  ^®*  The 
measurable  variables  that  affect  the  devel- 
opment include  (1)  the  manager’s  ability  to 
learn,  (2)  the  attitudes  and  skills  of  man- 
agers, (3)  the  immediate  associates  whose 
attitudes  are  affected  by  informal  expecta- 
tions, precedents  and  tradition  and  (4)  the 
formal  authority  system  which  may  bend 
slowly  to  accommodate  newer  management 
concepts.  To  be  effective,  development 
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plans  must  take  into  account  many  factors 
in  the  planning  stage  of  a managerial  devel- 
opment program  so  that  barriers  are  antici- 
pated and  circumvented  or  changed  with  the 
least  friction  in  the  final  plan.  These  para- 
meters which  define  goals  of  proposed  man- 
agerial development  must  be  stated  in  a way 
that  can  be  quantified  by  surveys  before  and 
after  changes  are  introduced.^  20, 22-26 

The  management  survey  must  provide 
good  data  on  the  existing  management  per- 
sonnel — their  educational  background,  job 
experience,  continuing  education,  chances 
for  advancement,  rate  of  retirement  and 
personnel  deficits  in  the  existing  organiza- 
tional structure. 2>  6 These  data  are  needed 
to  define  the  existing  and  potential  manage- 
ment needs  of  the  facility.  The  development 
program,  to  be  realistic,  must  be  oriented  to- 
ward these  needs.  Where  possible,  the  pro- 
gram should  channel  and  develop  individuals 
to  meet  future  needs  based  on  skill  and  lead- 
ership requirements  created  by  the  health 
care  facility  mission  and  objectives.  The 
ideal  conditions  for  the  development  of  man- 
agers in  business,  as  stated  by  House,^®  are 
adaptable  to  medical  administrative  environ- 
ments, as  follows: 

Ideal  Conditions  for  Development 
of  Managers 

1.  Managers  at  all  levels  in  the  organiza- 
tion understand  the  overall  objectives  of  the 
business. 

2.  The  basic  principles,  intentions,  values, 
assumptions  and  beliefs  of  top  management 
and  each  manager’s  superior  are  communi- 
cated and  understood. 

3.  The  particular  functions  or  activities 
of  each  member  of  the  organization  are 
clearly  understood  by  that  member  and  by 
those  with  whom  he  deals. 

4.  Responsibility  and  authority  have 
been  delegated  to  the  extent  that  each  man- 
ager is  challenged  by  his  responsibilities 
and  has  the  opportunity  to  make  decisions 
and  mistakes  and  to  profit  from  these  mis- 
takes through  guidance  from  his  superior. 

5.  Control  and  accountability  have  been 
established  so  that  each  manager  has  ade- 


quate information  and  guidance  for  period- 
ical review  of  both  his  own  and  his  sub- 
ordinates’ performances. 

6.  Current  managerial  practices  do  not 
conflict  with  the  intent  or  prescriptions  of 
the  management  development  program. 

7.  Managers  are  willing  to  make  the 
necessary  commitment  to  change,  to  coach 
their  subordinates  and  to  learn  new  skills 
themselves. 

8.  The  informal  organization  and  the  per- 
sonal beliefs  and  attitudes  of  nonmanagerial 
employees  do  not  conflict  with  the  objectives 
of  the  development  effort. 

9.  Top  management  has  the  confidence 
of  the  members  of  the  organization,  and  it 
is  viewed  as  a good  place  to  be  employed. 

10.  The  members  of  the  organization  are 
not  experiencing  anxieties  resulting  from 
such  factors  as  punitive  leadership  practices, 
role  conflict,  role  ambiguity  or  excessive 
job  pressures. 

The  degree  to  which  actual  conditions  vary 
from  the  above  determines  the  degree  of 
need  for  environmental  change  as  a part 
of  the  development  effort. 

To  analyze  a health  care  facility’s  manage- 
ment environment,  it  is  necessary  to  relate 
the  manpower  data  derived  from  the  survey 
of  personnel  backgrounds  to  the  published 
policy  structure,  currently  established  man- 
agement practices,  formally  delegated  authoi’- 
ity  within  the  institution,  informal  au- 
thority structure,  formal  organization  struc- 
ture and  the  available  measurements  of  per- 
formance and  quality .2'*-  25  Efforts  to  meas- 
ure performance  and  quality  emphasize  the 
need  for  an  industrial  engineer  as  a con- 
sultant since  this  is  exactly  what  he  is 
trained  to  do.  Most  health  care  facilities 
have  never  had  the  benefit  of  layout  plan- 
ning of  work  effort,  time  motion  studies  of 
individual  employee  performance,  quality 
checks  on  the  performance  of  housekeeping 
personnel  and  a variety  of  other  important 
analyses.  The  engineer  needs  to  review  the 
operation  from  top  to  bottom  and  all  the 
personnel  in  it.  He  can  make  a vast  num- 
ber of  suggestions  to  the  management  re- 
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garding  changes  that  need  to  be  made  and 
management  skills  that  need  to  be  taught  in 
order  to  make  the  institution  run  more  ef- 
ficiently.®- 

The  industrial  engineer,  as  an  expert  in 
conserving  human  energy,  must  understand 
the  behavioral  interrelations  of  managers, 
people  and  work.  He  must  appreciate  the  im- 
portance of  human  factors.®-  ^2.  i4, 27  Human 
engineering  combines  the  principles  of  mak- 
ing a human  being  a more  efficient  worker 
while  keeping  him  strongly  motivated  and 
free  of  distractions  and  frustrations. 

The  entry  into  the  medical  environment  of 
an  engineer  or  any  other  consultant  must  be 
prefaced  by  an  educational  program.  The 
program  reassures  professional  staff,  em- 
ployees and  supervisors  that  any  changes 
recommended  by  the  engineer  and  accepted 
by  management  would  be  preceded  by  an 
educational  program.  The  purpose  is  to  up- 
grade and  improve  the  employees  and  to 
eliminate  purposeless  work  and  drudgery. 
It  intends  to  make  employees  more  produc- 
tive. The  institution’s  policy  and  procedure 
manual  and  the  attitudes  of  the  owners,  the 
joint  conference  committee,  the  professional 
and  supervisory  staffs  will  have  to  be  up- 
dated to  accommodate  the  accepted  ideas 
of  the  engineer  or  other  managerial  con- 
sultants. 

To  avoid  misunderstanding,  the  educa- 
tional program  of  a consultant  should  pre- 
cede any  action  with  a statement  of  goals. 
He  assures  the  supervisors  that  his  role  is  a 
staff  role  and  not  a managerial  role.  He 
(1)  analyzes,  (2)  reviews,  (3)  trains  and 
(4)  follows  up  the  implemented  solutions 
to  determine  if  they  have  achieved  the  de- 
sired management  objectives.  (5)  He  is 
not  a threat  to  anyone.  (6)  He  can  make 
jobs  easier  and  an  institution  more  efficient 
and  competitive  in  the  health  care  system. 

The  analytical  tools  used  by  the  engineer 
include  work  measurement,  work  simplifi- 
cation, quality  control,  performance  evalua- 
tion, human  relations,  materials  handling, 
computers,  systems  analysis,  statistics, 
queing  theory,  linear  programming,  critical 
path  methods,  value  analysis  and  scheduling 
theory.  He  must  design  or  assist  in  the  de- 
signing of  surveys  to  quantitate  job  satis- 


faction, attitudes  toward  work  associates, 
interdepartmental  cooperation,  organization 
identification,  attitudes  toward  immediate 
supervisor,  performance  evaluations,  com- 
munication, administrative  policies,  financial 
satisfaction,  patient  care  and  consumer  de- 
mands. The  data  accumulated  are  analyzed 
and  fed  back  to  management  for  use  in  goal 
setting,  planning,  policy  and  procedure  de- 
velopment and  education.®- 

Surveys 

The  parameters  discussed  in  the  above  re- 
view are  the  ones  which  must  be  surveyed 
to  permit  the  development  of  a meaningful 
plan  for  managerial  improvement.  The  fol- 
lowing general  information  is  the  pattern 
frequently  obtained  on  current  health  care 
facilities. 

Typically,  most  health  care  units  are  al- 
ready in  existence  with  an  aging  physical 
plant.  The  middle  management  personnel 
within  the  unit  are  often  tenured  employees 
who  are  loyal  to  the  institution.  They  are 
not  always  motivated  to  respond  to  leader- 
ship and  are  resistant  to  change.  Employees 
in  most  levels  below  physicians  and  admin- 
istrators have  a high  school  education  but 
limited  college  experience.  Their  education 
has  been  mostly  on-the-job  training  and  on- 
the-job  experience.  They  have  learned  to 
supervise  by  trial  and  error  under  a system 
with  restrictive  personnel  policies  not  ori- 
ented toward  employee  development.  Em- 
ployees below  the  middle  management  level 
frequently  have  formed  unions  that  will  be 
strong  enough  to  pressure  for  a number  of 
management  changes.  These  changes  will 
put  a stress  upon  the  institution’s  financial 
resources  and  management  structure.  Simul- 
taneously, the  institution  is  being  pressured 
to  provide  more  comprehensive  services  to 
its  patient  population  in  order  to  stay  com- 
petitive in  a better  financed  health  care  sys- 
tem. Tighter  control  over  operational 
moneys  by  various  consumer  groups  is  turn- 
ing the  area  in  which  health  care  facilities 
operate  into  a buyer’s  market.  The  personal 
service  budget,  capital  investment,  opera- 
tional budget,  patient  service  statistics  and 
earnings  are  available  as  basic  parameters, 
and  the  sources  of  stress  enumerated  are 
typical  management  problems. 
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Plan 

After  the  engineer  or  managerial  consult- 
ant has  surveyed  the  above  areas  and  has 
analyzed  the  data  and  management’s  stated 
objectives,  he  will  develop  a plan  to  improve 
all  the  areas  of  operation  he  has  studied. 
Management  must  now  review  and  fully  un- 
derstand this  plan.  If  accepted  and  con- 
sidered feasible,  the  acceptance  should  lead 
to  a full  and  unreserved  commitment  of 
management  to  the  plan.  To  insure  accept- 
ance by  all  levels  of  management,  it  should 
be  thoroughly  explained  and  all  contingen- 
cies should  be  considered.  All  managers  will 
give  the  plan  much  more  positive  support 
if  it  is  understood  and  if  suggested  contin- 
gencies have  been  considered.  However,  the 
final  decision  regarding  its  implementation 
remains  entirely  with  the  top  management 
group  and  the  owners. 12 

Based  on  the  consultant’s  recommenda- 
tions, the  policies  and  procedures  of  the  fa- 
cility will  need  to  be  updated.  Management 
can  set  more  definite  goals,  such  as  rear- 
rangement of  work  functions,  according  to 
the  principles  of  layout  planning.  This  will 
relocate  related  jobs  for  closer  geographic 
proximity.  Work  simplification  comes  from 
the  elimination  of  repetitive  and  nonessen- 
tial tasks,  many  of  which  are  ritualistic  in 
their  nature.  The  introduction  of  quality 
control  measures  at  all  levels,  such  as  ran- 
dom checks  on  the  effectiveness  of  house- 
keeping, will  stimulate  the  pursuit  and  main- 
tenance of  better  standards.  Perfonnance 
evalutions  and  improved  communications 
from  the  bottom  up  as  well  as  the  top  down 
will  stimulate  better  employee  and  super- 
visor performance  if  it  is  carried  out  equit- 
ably, systematically  and  without  bias,  and 
if  every  employee  understands  that  the  per- 
formance evaluations  are  for  his  own  good 
as  well  as  the  good  of  the  institution.^.  12, 22, 23 

Human  relations  also  will  be  assayed  in  the 
initial  survey  to  seek  sources  of  frustration 
and  misunderstanding  and  to  seek  out  the 
various  motivations  for  inferior  or  superior 
performance.  More  efficiently  planned  ma- 
terials handling  can  reduce  work.  Comput- 
ers can  enhance  communications,  inventory 
control  and  accounting  abilities  and  can  be 
programmed  to  do  many  more  repetitive 


chores  requiring  great  quantitated  memory. 
A better  systems  design  should  improve  the 
organizational  relation  of  work  and  people. 
The  statistics  required  before  and  after  the 
survey  will  be  of  two  types  — descriptive 
and  analytical.  The  first  is  required  for  in- 
ventory and  the  second  for  quality  control, 
the  testing  of  hypotheses  and  decision  mak- 
ing. Queing  theory  can  be  used  to  predict 
and  partially  control  the  facility  patient 
load.  Linear  programming  and  critical  path 
methods  can  be  used  to  study  the  significant 
relations  and  sequential  coordination  of  med- 
ical care  functions  in  all  areas.  Value  analy- 
sis can  determine  the  economic  worth  of  va- 
rious undertakings.  Scheduling  theory  and 
queing  theory  can  be  combined  to  improve 
the  prediction  of  operational  demands  on  fa- 
cilities, manpower  and  supplies. 

Based  on  the  initial  management  survey, 
top  management  must  decide  on  achievable, 
quantifiable  goals  for  improving  institution- 
al efficiency  and  management  performance. 
These  goals  become  the  objectives  for  the 
plan  of  action. 

Implementation 

Before  the  final  plan  for  management  im- 
provement is  initiated,  the  health  care  fa- 
cility’s written  policies  and  procedures,  lay- 
out and  internal  management  organization 
must  be  updated  to  conform  to  the  plan.®- 22 
Also,  management  must  understand  and  be 
committed  to  the  plan  and  the  updated  poli- 
cies and  procedures.  The  middle  managers 
and  affected  employees  must  be  taught  the 
new  approaches  with  an  institution-wide  edu- 
cational program.  The  plan  can  be  imple- 
mented with  each  phase  preceded  by  an  edu- 
cational program.  A more  rapid  implemen- 
tation can  be  effected,  depending  on  the  local 
situation,  and  the  resources  management  can 
contribute  to  the  implementation,  but  man- 
agement commitment  and  staff  education 
must  precede  every  change.  Physicians  re- 
spond to  management  responsibility  when 
the  organization  structure  permits,^^  but 
they  would  probably  do  even  better  when 
the  acquisition  of  responsibility  is  coupled 
with  management  training  and  an  improved 
management  system  for  goal  implementa- 
tion. 
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One  example  of  the  intra-institutional  man- 
agement educational  program  comes  from  a 
personal  communication  with  Mr.  H.  H.  Hix- 
son, the  Hospital  Administrator  for  the 
University  of  California  Medical  Center  in 
San  Francisco.20  Mr.  Hixson  makes  a sys- 
tematic use  of  the  publications  and  training 
aids  available  through  the  American  Man- 
agement Association.  The  educational  pro- 
gram to  improve  supervisory  skills  presently 
exists  at  three  levels  in  his  hospital. 

First,  supervisory  employees  are  being 
sent  regularly  to  off-campus  seminars  spon- 
sored by  universities  and  professional  as- 
sociations. Second,  a packaged  curriculum 
has  been  developed  by  the  personnel  depart- 
ment that  covers  planning,  organizing,  con- 
trolling and  directing  (management  func- 
tions) and  decision  making  and  communica- 
tion (the  management  tools).  Enrollment  in 
this  curriculum  is  restricted  to  persons  for 
whom  a need  exists.  The  third  element  is 
administered  at  the  departmental  level.  At 
this  level,  inservice  training  programs  are 
geared  to  meet  the  specific  needs  of  depart- 
ments. These  latter  programs  are  intended 
primarily  to  improve  the  technical  com- 
petence of  individuals. 

Two  of  the  most  recently  available  sem- 
inars were  “Management  of  the  IVIodern  Hos- 
pital (Organization  and  Administration),” 
The  American  Management  Association, 
New  York,  May  21-23,  1969  and  “Institute 
on  Financial  Management  for  Hospital  Ad- 
ministrators,” American  Hospital  Associa- 
tion, Chicago,  May  19-20,  1969.  Advance 
listings  of  seminars  covering  all  manage- 
ment and  middle  management  functions  are 
available  from  both  of  these  sponsoring  or- 
ganizations. Any  managerial  development 
programs  should  take  maximum  advantage 
of  these  comprehensive,  professionally-pre- 
pared educational  programs.  These  would  be 
logical  seminars  for  the  top  management 
team  in  the  hospital,  including  the  physi- 
cians. 

In  planning  a development  program,  a 
comprehensive  list  of  reprints  on  specific 
management  problems  is  available  from  The 
American  Management  Association,  135 
West  50th  Street,  New  York  10020.  A list 
of  28  current  brochures  useful  for  a health 


facility  training  program  is  given  in  Ap- 
pendix I.  Whenever  a management  train- 
ing program  is  being  developed,  the  train- 
ing coordinator  should  obtain  the  most  cur- 
rently available  lists  of  brochures  and  other 
teaching  aids. 

The  facility  library,  accessible  to  all  pro- 
fessional, administrative  and  supervisory 
personnel,  should  contain  a section  with 
current  textbooks  on  management  and 
should  subscribe  to  journals  containing  cur- 
rent articles  on  hospital  management,  such 
as  Hospitals,  Modern  Hospital,  Hospital  Ad- 
ministration Medical  Care  Review  and  Hos- 
pital Abstracts.  Regularly  scheduled  jour- 
nal clubs  for  joint  review  and  discussion  of 
current  journal  articles  on  management 
problems  should  be  held  by  those  individuals 
containing  management  responsibility  with- 
in a health  care  facility.  In  fact,  the  facil- 
ity should  invest  in  the  teaching  facilities 
requisite  to  take  advantage  of  all  available 
teaching  media  for  its  employees. 

Education  must  be  an  administratively- 
supported  activity  in  any  health  care  fa- 
cility."- 2i>  24. 26  ]sJq^  enough  physicians, 

hospital  trustees  or  administrators  appre- 
ciate that  professional  and  nonprofessional 
management  education  is  a human  capital  in- 
vestment with  economic  value  as  great  or 
greater  than  other  forms  of  capital  invest- 
ment. The  educational  program  requires 
staff,  facilities,  operational  moneys  and  em- 
ployee time.  All  these  should  be  given  to  the 
program  through  a planned  commitment. 

The  impact  that  a completely  new  era 
of  engineering  will  ultimately  have  on  pro- 
fessional activities  in  medicine  is  yet  to  be 
determined.  The  field,  designated  value  en- 
gineering, is  “defined  as  a systematic  ef- 
fort directed  at  analyzing  the  functional  re- 
quirements of  — systems,  equipment,  facili- 
ties, procedures  and  supplies  for  the  purpose 
of  achieving  the  essential  functions  at  the 
lowest  cost,  consistent  with  the  needed  per- 
formance reliability,  quality  and  maintain- 
ability.Certainly,  it  will  create  vast 
management  changes  that  will  be  directed 
from  within  or  from  without  organized  medi- 
cine depending  almost  entirely  on  the  acqui- 
sition and  application  of  managerial  knowl- 
edge by  physicians.  The  federal  government 
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is  rapidly  using  value  engineering  in  all 
other  fields  of  resource  allocation.  It  is 
only  natural  to  assume  that  it  will  turn  to 
the  same  techniques  on  the  expenditure  of 
the  medical  dollar. 

Resurvey 

Once  the  plan  is  implemented,  it  is  out 
of  date  because  it  will  change  the  whole  en- 
vironment in  which  the  original  survey  was 
conducted.  For  this  reason,  goals  and  objec- 
tives were  quantified  initially  whenever  pos- 
sible and  resurveys  determine  quantitatively 
whether  previous  goals  were  met.  The  data 
from  resurveys  constitute  the  basis  for  new 
goals  to  insure  progressive  management  de- 
velopment. Each  new  plan  must  be  suc- 
ceeded by  another  survey.  All  management 
levels  will  come  to  depend  on  these  surveys 
to  enhance  operational  efficiencies  in  vari- 
ous areas  and  to  respond  to  changing  goals. 
The  institutional  education  programs  in  man- 
agement can  be  enriched  by  consultants  and 
teaching  aids  from  the  American  Hospital 
Association  and  the  American  Management 
Association,  studies  published  on  hospital 
management  problems  in  various  journals 
and  books  regularly  updated  in  the  hospital 
library  and  hospital  - supported  opportun- 
ities for  continuing  educational  experiences 
on  various  managerial  problems.  Continual- 
ly providing  the  insight  requisite  to  change 
and  to  adapt  is  a vital  investment  for  any 
health  care  facility.  Lifelong  continuing 
education  coupled  with  management  - sup- 
ported horizontal  and  vertical  advancement 
opportunities  will  keep  the  whole  administra- 
tive structure  of  a health  care  unit  more 
flexible  and  current. 

Conclusion 

Modern  management  philosophy  in  health 
care  facilities  should  follow  the  examples  of 
successful  business  firms.  Participation, 
education  and  advancement  of  managerial  in- 
sight will  progressively  modify  the  authori- 
tarian, professional  guild  approach  to  health 
facility  management.  Self-education  in  man- 
agement science  by  physicians  should  be  con- 
centrated on  the  engineering  and  behavioral 
science  techniques  requisite  to  integrate  peo- 
ple and  facilities  to  produce  purposeful  work 
with  the  greatest  possible  economy  and  ef- 
ficiency. The  practice  of  the  philosophy  re- 


quires continuing  research  into  improving 
the  managerial  and  engineering  efficiency 
of  health  care  facilities,  policy  revision  and 
education  responsive  to  the  mission  of  the 
institution  and  its  peoples.  Physicians  are 
the  key  group  in  this  effort  since  they  are 
the  major  goal  setters.  They  must  receive 
education  in  methods  for  setting  goals  and 
in  the  managerial  techniques  requisite  to 
do  their  job  most  effectively.  To  be  con- 
vinced of  this  need,  take  any  modern  man- 
agement textbook  and  insert  the  word  “clini- 
cian” for  “manager”  and  the  word  “clinical” 
for  “management”  and  see  what  concepts 
are  missing  from  your  working  environment. 
In  managerial  terminology,  physicians  are 
called  upon  to  fill  roles  from  top  manage- 
ment to  working  supervisors,  but  only  a 
small  minority  ever  have  any  training  in 
management  science.  The  effective  use  of 
national  and  local  resources  to  realize  health 
care  objectives  makes  the  education  of  physi- 
cians in  modern  management  science  tech- 
niques a belated  necessity.  Every  nation- 
state, including  the  United  States,  has  a 
limited  amount  of  capital  that  can  be  placed 
into  the  health  care  system  per  unit  time. 
Physicians  have  an  inherent  obligation  to 
insure  that  the  portion  committed  to  the 
health  care  system  is  managed  with  maxi- 
mum effectiveness.  Maximum  effectiveness 
is  dependent  not  only  on  a high  level  of  pro- 
fessional competence  and  the  assumption  of 
management  responsibility,  but  it  also  re- 
quires more  formal  training  in  modem  man- 
agement science  for  physicians. 

Appendix  I 

Following  is  a partial  list  of  reprints  cur- 
rently available  from  The  American  Manage- 
ment Association,  Inc.  on  principles  of  man- 
agement performance  and  development: 

1.  Appraisal  Interviewing:  Flexibility 

Is  the  Key 

2.  Counseling  Executives  After  Merit 
Rating  or  Evaluation 

3.  Do  You  Know  How  to  Listen? 

4.  The  “Effective”  Executive:  What 
Qualities  Make  the  Difference 

5.  Employee  Selection : Don’t  Overshoot 
the  Mark 
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6.  An  Experiment  in  ^Management  — 
Putting  Theory  Y to  the  Test 

7.  For  Improved  Work  Performance: 
Accentuate  the  Positive 

8.  Getting  Ready  for  Appraisal ; T h e 
Interview,  and  Special  Situations 

9.  Goal-Setting  IMakes  Your  Job  Easier 

10.  The  Good  Foreman  — As  His  Men 
See  Him 

11.  Ground  Rules  for  Appraisal  Inter- 
viewers 

12.  A Guide  to  Successful  Conference 
Leadership 

13.  How  Much  Should  You  Delegate? 

14.  The  Human  Side  of  Enterprise 

15.  Introducing  the  New  Employee : How 

to  Convey  the  Right  “First  Impres- 
sion” 

16.  Joint  Venture:  The  Boss  and  His  Sec- 
retary as  a Business  Team 

17.  Letter  to  an  Aspiring  V.P. 

18.  Leveling  With  Others  on  the  Job 

19.  Management  by  Objective:  Some 

Principles  for  Making  It  Work 

20.  The  Management  of  Motivation:  A 
Company-Wide  Program 

21.  Management  the  Simple  Way 

22.  Performance  Appraisal  and  Execu- 
tive Morale 

23.  The  Seven  Deady  Sins  of  Supervision 

24.  Universals  in  Management  Planning 
and  Controlling 

25.  What  Makes  a Good  Manager? 

26.  Whot  to  Do  About  Performance  Ap- 
praisal 

27.  What  to  Do  When  Salesmen  Run  Out 
of  Steam 

28.  Why  Workers  Say  “I  Quit” 

In  addition,  the  American  IManagement 
Association  publishes  an  excellent  group  of 
textbooks,  the  most  relevant  being  Gantt  on 
Management,  Guidelines  for  Today’s  Execu- 
tive, edited  by  A.  W.  Rathe. 
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Massive  Colonic  Bleeding 


Although  the  medical  litera- 
ture on  gastrointestinal  hemor- 
rhage generally  accords  more 
coverage  to  massive  bleeding  above  the 
ligament  of  Treitz,  profuse  hemorrhage  from 
the  lower  intestinal  tract,  particularly  from 
the  colon,  merits  equal  space  and  considera- 
tion. Frequently  — in  fact,  usually  — 
rectal  hemorrhage  of  alarming  proportions 
may  supervene  without  warning  and  without 
an  antecedent  history  of  abdominal  distress 
or  bowel  dysfunction  to  provide  a clue  with 
respect  to  its  origin  and  nature.  The  patient 
is  often  elderly  and  may  be  afflicted  with 
the  infirmities  of  the  aging  process  and  sys- 
temic disease  such  as  arteriosclerosis,  hyper- 
tension, heart  disease,  emphysema,  diabetes, 
and  so  forth  which  render  him  easy  prey  to 
the  lethal  effects  of  sudden  hypovolemia. 
Exploration  of  the  unprepared  colon  in- 
evitably results  in  gross  fecal  contamination 
of  the  peritoneal  cavity  with  consequences 
that  are  frequently  dire  and  often  fatal, 
more  especially  in  the  elderly.  The  problem, 
then,  of  proper  assessment  and  treatment  of 
massive  rectal  bleeding  is  a most  perplex- 
ing one  for  the  surgeon  and  takes  full  meas- 
ure of  his  judgment  and  competence. 

The  terms  massive,  severe,  or  profuse  are 
implicitly  vague  and  are  subject  to  the  in- 
dividual surgeon’s  concept  of  what  is  mas- 
sive, severe,  or  profuse.  A more  precise 
definition  of  severe  bleeding  would  be  that 
amount  of  blood  lost  sufficient  to  pose  a 
serious  threat  to  the  patient’s  life.  Such  a 
definition  would  include  bleeding  that  is 
exsanguinating,  persisting,  and  recurring. 
Exsanguination,  of  course,  represents  an  ex- 
treme form  and  is  applied  to  patients  who, 
by  the  time  they  are  admitted  to  the  hos- 
pital, evince  evidence  of  marked  hypo- 
volemia and  who,  after  receiving  2,000  ml 
or  more  of  blood  in  less  than  12  hours,  con- 
tinue to  bleed  without  abatement. 

Ordinarily,  when  the  bleeding  originates 
from  the  colon,  the  blood  expelled  from  the 
rectum  is  bright  red  or  dark  red,  with  or 
without  clots.  However,  this  is  no  war- 
ranty that  the  bleeding  is  necessarily  colonic 
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in  origin,  inasmuch  as  rapid  transit  from 
the  stomach,  duodenum,  and  small  bowel 
may  fill  the  rectum  with  fresh  blood. 
Neither  does  the  expulsion  of  dark  or  even 
tarry  stools  necessarily  denote  bleeding  from 
above  the  ligament  of  Treitz.  In  the  series 
of  Noer,2  for  example,  25  percent  of  the  pa- 
tients with  hemorrhage  of  colonic  origin 
passed  dark  or  tarry  stools.  This  however, 
has  not  been  our  experience. 

When  confronted  by  rectal  hemorrhage 
serious  enough  to  constitute  a threat  to  the 
patient’s  life,  how  should  the  surgeon  pro- 
ceed to  bring  a potentially  catastrophic  situ- 
ation under  control  ? First,  a stable  circula- 
tion must  be  restored  by  the  elimination  of 
hypovolemia.  This  should  be  done,  at  least 
at  first,  with  the  administration  of  whole 
blood.  In  the  elderly  and  the  hypertensive, 
this  does  not  imply  immediate  restoration  of 
prebleeding  hypertensive  levels.  The  central 
venous  pressure  and  hourly  urinary  output 
should  be  monitored  diligently  to  assure  that 
the  heart,  brain,  and  kidneys  are  adequately 
perfused,  and  to  detect  overexpansion  of 
the  vascular  tree  by  intravenous  infusion  of 
blood  and  electrolyte  solutions.  Hemoglobin 
and  hematocrit  determinations  should  be  se- 
cured as  a base  line  for  comparison  with 
subsequent  serial  determinations.  Blood 
volume  determinations  may  also  be  helpful. 
Once  circulatory  hemodynamics  have  been 
stabilized,  every  effort  must  be  made  to 
identify  the  origin  and  nature  of  the  bleed- 
ing and  to  assess  the  systemic  reserve  of 
the  patient.  A careful  history  and  physical 
examination  should  be  completed.  A Levin 
tube  should  be  passed  into  the  stomach. 
Failure  to  aspirate  blood  or  coffee-ground 
material  excludes  bleeding  sources  above  the 
ligament  of  Treitz.  Proctosigmoidoscopic 
examination  should  be  done  to  rule  out  in- 
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flammatory  and  neoplastic  disease  of  the 
rectum  and  lower  sigmoid  colon.  Hematol- 
logic  studies  should  be  undertaken  to  elim- 
inate coagulation  defects  and  blood  dys- 
crasias.  Finally,  systemic  causes  should  be 
identified  if  possible. 

Arteriography  of  the  mesenteric  vessels 
may  disclose  extravasation  of  blood  at  the 
site  of  the  bleeding.  Such  studies  are  of 
value  only  when  the  bleeding  rate  is  at 
least  .5  ml  per  minute,  or  30  ml  an  hour. 
Additionally,  angiography  may  demonstrate 
vascular  patterns  characteristic  of  certain 
lesions,  particularly  vascular  ones.  If  done 
at  all,  angiographic  studies  should  precede 
and  not  follow  barium  enema. 

Chromium  51  tagged  red  cells  may  be  used 
to  locate  the  site  of  bleeding,  as  the  pooling 
of  freshly  spilled  blood  should  produce  a 
higher  count  at  the  bleeding  site.  The  tech- 
nique involves  the  placement  and  advance- 
ment of  an  intestinal  tube  with  aspiration  of 
intestinal  secretions  every  20  cm  so  that 
the  technique  is  probably  not  practicable  in 
profuse  colonic  bleeding  where  time  is  a 
consideration. 

Barium  enema  should  always  be  done. 
It  may  disclose  a filling  defect  or  single  or 
multiple  polyps  in  which  case  a definite  diag- 
nosis is  established ; or  it  may  demonstrate 
the  presence  of  segmental  or  disseminated 
diverticular  disease  as  a possible  source  of 
bleeding. 

The  surgeon  should  avoid  operative  inter- 
vention if  at  all  possible,  by  providing  sup- 
portive care  until  there  is  spontaneous  ces- 
sation of  the  bleeding  episode.  The  major- 
ity, perhaps  90  9^-  or  more,  will  subside. 
However,  if  the  hemorrhage  is  exsanguinat- 
ing, or  if  after  correction  of  hypovolemia 
1500  ml  of  blood  in  a 24  hour  period  fails 
to  maintain  circulatory  stability,  and  3,000 
ml  or  more  have  been  administered,  then  the 
surgeon  must  explore  the  abdomen  straight- 
way. Diverticular  disease  (diverticulosis) 
is  said  to  account  for  up  to  70%  of  massive 
rectal  bleeding  of  colonic  origin,  the  remain- 
der being  due  to  malignancy,  polyps,  miscel- 
laneous rare  lesions  (vascular  lesions,  leio- 
myomata, lymphomata,  leukemia,  carcinoid, 
radiation  proctitis),  chronic  ulcerative  colitis. 


and  causes  unknown.  The  chances  of  iden- 
tifying the  bleeding  site  by  surgical  explor- 
ation alone  are  30%  or  less. 

Upon  entering  the  peritoneal  cavity,  the 
surgeon  must  first  search  diligently  for  a 
cause  of  bleeding  other  than  diverticular 
disease.  If  there  is  blood  in  the  tenninal 
ileum  in  the  absence  of  colonic  obstruction, 
then  the  bleeding  source  is  usually  within 
12  inches  of  the  upper  limit  of  blood  in  the 
small  bowel.  If  only  diverticular  disease  is 
demonstrated,  blind  resection  of  the  most 
involved  segment  is  chancy.  If  it  is  done, 
endoscopic  examination  of  the  remaining 
colon  should  be  done  to  verify  the  arrest  of 
bleeding.  Segmental  isolation  of  the  colon 
with  noncrushing  clamps  after  evacuation 
of  blood  through  a rectal  tube  may  be  tried. 
If  one  segment  fills  with  blood,  it  may 
either  be  resected  or  opened  to  identify  and 
ligate  the  bleeding  point.  This,  too,  may 
not  prove  up  as  the  bowel  may  bleed  subse- 
quently from  another  segment,  particularly 
if  there  is  diverticular  disease.  Transverse 
colostomy  has  its  advocates.  If  blood  is 
discharged  from  the  proximal  loop,  then 
right  hemicolectomy  is  performed.  If  blood 
is  expelled  from  the  rectum,  then  left  hemi- 
colectomy is  carried  out.  Apart  from  the 
additional  increment  of  risk  from  two  opera- 
tive procedures,  the  inferences  drawn  with 
respect  to  the  source  of  bleeding  may  be  mis- 
leading. For  example,  blood  coming  from 
the  proximal  loop  may  simply  enter  the 
right  colon  from  a bleeding  source  in  the 
small  bowel.  Obviously,  in  such  a case, 
right  hemicolectomy  would  not  arrest  the 
bleeding. 

If  the  surgeon  encounters  only  diverticu- 
lar disease  or  an  apparently  normal  colon 
full  of  blood,  total  colectomy  with  primary 
end-to-end  ileoproctostomy  probably  is  the 
procedure  of  choice.  Apart  from  the  fact 
that  it  involves  only  one  operation,  mini- 
mizes contamination,  does  not  escalate  oper- 
ating time  and  arrests  the  hemorrhage,  it 
also  eliminates  the  possibility  or  probability 
of  subsequent  bleeding  episodes. 

Summary 

The  patient  with  colonic  bleeding  suffi- 
cient to  pose  a threat  to  his  life  should 
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be  given  supportive  care  in  the  hope  that 
spontaneous  cessation  will  occur  within  a 
reasonable  period  of  time.  During  this  in- 
terval, every  effort  should  be  exercised  to 
identify  the  nature  and  source  of  the  bleed- 
ing. Exploration  should  be  avoided  if  pos- 
sible. However,  if  the  bleeding  is  exsan- 
guinating, persistent  or  recurring,  operative 
intervention  is  imperative.  The  surgeon 
may  exercise  several  options.  In  a substan- 
tial number,  particularly  when  the  cause  is 
not  apparent  or  when  only  diverticular  dis- 
ease is  present,  total  colectomy  with  primary 
end-to-end  ideo  - proctostomy  probably  rep- 
resents the  most  prudent  and  compelling 
option. 

Table  1 summarizes  our  experience  with 
14  cases  of  massive  bleeding  of  colonic 
origin  encountered  in  270  colonic  proce- 
dures. It  is  noteworthy  that  3 of  the  4 
sigmoid  resections  (resection  of  the  most 
involved  segment)  have  had  subsequent 
bleeding  episodes.  There  were  no  post- 
operative deaths  in  this  group. 


Table  1 

MASSIVE  HEMORRHAGE  OF  COLONIC 
ORIGIN 

(270  Colonic  Procedures) 


Diverticular  Disease — 

Segmental  Isolation  — Left 

Hemicolectomy 3 

*Anterior  Resection  of  the 

Sigmoid  Colon 4 

Segmental  Isolation  — Colotomy 

and  Diverticulectomy  1 8 

Carcinoma — 

Rectosigmoid  — Low  Anterior 

Resection  1 

Cecum  — Right  Hemicolectomy  _ 1 2 

Polyps — 

Polyps  (3)  of  Sigmoid — 

Colotomy  1 

Multiple  Polyposis  — Total  Colec- 
tomy and  Primary  Ileoproc- 
tostomy  1 2 

Miscellaneous — 

Hemorrhagic  Necrosis  of  the 
Colon  — Total  Colectomy  & 

Primary  Ileoproctostomy 1 

No  Demonstrable  Cause  — Total 
Colectomy  & Primary  Heoproc- 
tostomy  1 2 

TOTAL  14 

* — Three  have  had  recurrent  bleeding:. 
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"Don't  Expect  to  Frustrate  Destiny  Forever " 


PRESIDENT’S  PAGE 

The  House  of  Delegates  of  the  AjMA  at 
their  annual  session  in  Chicago  raised  mem- 
bership dues  forty  dollars  and  amended 
the  Constitution  and  By-Laws  as  follows, 
“Annual  dues  for  any  year  shall  be  pre- 
scribed in  an  amount  fixed  and  determined 
by  the  House  of  Delegates.  The  Board  of 
Trustees  may  submit  recommendations  to 
the  House  on  the  fiscal  needs  of  the  Asso- 
ciation and  the  level  of  dues.  Dues  fixed 
by  the  House  shall  remain  in  effect  until 
changed.” 

In  this  age  of  rumbling  discontent  and 
seething  social  turmoil,  the  American  Medi- 
cal Association  has  conveniently  served  as 
an  All-American  scapegoat.  It  is  the  vogue 
among  the  AMA’s  more  vocal  and  emotional 
critics  to  refer  to  the  “criminal  health  care 
of  America  today,”  “that  anachronistic, 
stone  - aged.  Neanderthal  lobby,”  or  “pro- 
fessional trade  union  of  physicians.”  This 
again  was  evident  by  the  protesters  at  the 
Chicago  meeting. 

Discontent,  no  matter  how  ill-founded,  is 
contagious.  Perhaps  not  surprisingly,  this 
“Protest  Syndrome”  has  struck  a few  physi- 
cians here  and  there.  Like  some  of  the 
classic  college  “drop-outs”  who  have  lost 
their  sense  of  perspective,  they  want  to  voice 
their  “protest”  by  becoming  AMA  “drop- 
outs.” 

Such  physicians  are  over-reacting.  The 
occasional  physician  who  takes  a pot-shot  at 
the  AMA  by  either  “resigning”  or  threaten- 
ing to,  because  he  disagrees  with  certain 
policies,  is  really  taking  a pot-shot  at  him- 
self and  his  peers.  This  is  a negative  ap- 
proach and  a personal  evasion  of  responsi- 
bility. It  is  a physician’s  right  to  disagree, 
but  it  is  his  responsibility  to  try  and  change 
what  he  doesn’t  like. 

If  the  AMA  is  to  achieve  maximum  devel- 
opment of  its  programs  in  a constantly 
changing  world  and  is  to  play  a major  role 
in  directing  changes  in  medicine,  it  must  have 


enlightened  participation  by  all  of  its  physi- 
cian members. 

Some  of  the  members  have  become  dis- 
enchanted because  of  half-truths  and  innu- 
endoes, rather  than  facts.  Perhaps,  there 
has  been  a lack  of  communication.  A pene- 
trating look  at  the  “real”  AMA  might  prove 
beneficial.  It  is  planned  to  provide  this  in- 
formation to  members  of  the  NSMA  at  the 
fall  meeting  of  the  House  of  Delegates  in 
Kearney. 

The  AMA  Trustees  Board’s  reasons  for 
recommending  an  eighty-dollar  a year  in- 
crease are  as  follows: 

(1)  To  operate  new  and  expanded  pro- 
grams, “without  which  the  AMA 
cannot  provide  leadership  in  health 
affairs,” 

(2)  To  provide  for  federal  taxes  on  un- 
related business  income, 

(3)  To  maintain  the  AMA’s  reserve  as 
directed  by  the  House  of  Delegates, 

(4)  To  provide  for  rising  operating  costs 
in  an  inflationary  income. 

Now  that  the  forty-dollar  increase  is  a 
reality,  it  may  be  anticipated  that  a re- 
view of  the  budget  at  the  next  annual  meet- 
ing will  indicate  further  adjustments.  Dr. 
Burt  L.  Davis,  chairman  of  the  Board  of 
Trustees  Finance  Committee  reports  that  in 
1960,  50%  of  AMA’s  income  was  derived 
from  advertising  and  only  23%  from  dues; 
in  1969,  38%  of  AMA’s  income  came  from 
dues  and  only  36%  from  advertising.  To 
carry  out  the  increased  progi’ams  in  adver- 
tising, public  relations,  and  on  news  infoiTna- 
tion  projects  during  the  next  five  years,  ten 
million  dollars  could  be  spent.  It  is  not  un- 
reasonable to  presume  a twenty-dollar  in- 
crease annually  in  the  next  few  years. 

Regardless  of  dues,  the  charge  of  the 
AMA  and  each  individual  physician  remains : 
“To  promote  the  science  and  art  of  medicine 
and  the  betterment  of  public  health.” 

Clarence  R.  Brott,  M.D. 
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SPECIAL  ARTICLES 


Statement  on  Interstate  Reciprocity 


The  Council  on  Health  Manpower  consid- 
ered the  contention  of  the  President’s  Com- 
mission on  Health  Manpower  that  lack  of 
complete  interstate  reciprocity  is  a major 
contributing  factor  to  the  current  adverse 
interstate  distribution  of  physicians  in  the 
United  States.  In  studying  this  matter,  the 
Council  reviewed  reciprocity  arrangements 
between  the  states,  the  distribution  of  physi- 
cians between  states  and  the  reasons  for  the 
differences  in  this  physician  distribution. 

A tabulation  covering  13  states  offers  the 
following  data  conceraing  interstate  reci- 
procity and  distribution  of  physicians: 

Eleven  states  have  reciprocal  agree- 
ments with,  or  endorse  certificates  of, 
all  other  states  in  the  Union. i Seven  of 
these  are  listed  below,  together  with  the 
physician/population  ratio  for  each. 

Physician/ 

Population 


Ratio  ( 2 ) 

Connecticut  — 1:614 

Ohio 1 :832 

Virginia  —1:958 

Indiana  1:1104 

North  Dakota  .1:1171 

South  Carolina  1:1325 

South  Dakota  1:1326 


Eight  states  have  reciprocal  agree- 
ments with,  or  endorse  certificates  of, 
all  but  one  other  state.^  Four  of  these 
are  listed  below. 

Physician/ 

Population 


Ratio(2) 

Massachusetts  ...1:562 

Rhode  Island  1:697 

Maine  .....1:1024 

Kentucky  ...1:1124 


Adopted  by  AMA  House  of  Delegates,  Denver.  Colo- 
rado. December,  1969. 

If  there  were  a consistent  relationship  be- 
tween the  degree  to  which  one  state  ex- 
tended reciprocity  to  others  and  the  adequacy 
of  that  state’s  physician  supply,  one  would 
expect  that  the  physician-population  ratios 
in  the  eleven  states  listed  above  would  be 
uniformly  favorable.  This  expectation  is  not 
borne  out  by  the  data ; the  physician-popula- 


tion ratio  varies  from  well  below  the  national 
average  in  Massachusetts  to  almost  twice  the 
national  average  in  South  Dakota. 

This  lack  of  relationship  between  recipro- 
city and  adequacy  of  a state’s  physician 
supply  is  further  illustrated  by  the  figures 
for  Hawaii  and  Florida.  Although  they 
maintain  no  reciprocity  or  endorsement  ar- 
rangements with  any  other  state,  Hawaii 
and  Florida  have  favorable  physician-popula- 
tion ratios  of  1:761  and  1:842,  respectively. 

From  this  tabulation  the  Council  finds  no 
evidence  which  would  indicate  that  complete 
interstate  reciprocity  would  alleviate  any 
current  inequitable  interstate  distribution  of 
physicians  in  the  United  States. 

A 1967  American  Medical  Association  sur- 
vey^ of  physicians  practicing  in  rural  areas 
collected  information  regarding  the  factors 
which  these  physicians  considered  in  choos- 
ing to  practice  in  a rural  area.  The  follow- 
ing quotation  from  the  summary  of  the 
paper^  expresses  the  results  of  this  suj'vey: 

“Factors  which  influenced  physicians 
to  come  to  their  present  locations  are 
obviously  complex.  Physicians  may  be 
influenced  by  some  particular  individual 
characteristic  (liked  the  town  when  driv- 
ing through)  or  by  situational  factors 
(war,  depression).  But  certain  patterns 
did  emerge.  The  most  frequently  men- 
tioned influences  were:  best  opening 
when  ready  to  practice,  geographical 
preference,  and  family  and  friends.  In 
finding  a location,  the  hometown  prefer- 
ence or  suggestion  of  friends  were  most 
often  listed,  followed  by  place  of  intern- 
ship nearby  as  well  as  assistance  of  state 
and  AMA  physicians’  placement  services. 

“Access  to  continuing  medical  educa- 
tion programs  and  opportunities  for  pro- 
fessional growth  were  of  concern  to 
physicians  in  the  sample,  and  in  par- 
ticular to  those  practicing  in  isolated 
rural  counties.  They  also  viewed  hours 
of  practice,  medical  facilities  and  person- 
nel available,  and  emergency  medical  fa- 
cilities as  problems.  They  and  their 
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families  missed  the  cultural  and  social 
opportunities  found  in  urban  areas.” 

The  Board  of  Trustees  and  its  Council  on 
Health  Manpower  recommend  that  constitu- 
ent and  component  medical  societies,  health 
planning  agencies  and  other  local,  regional 
and  national  groups  concerned  with  health 
manpower  shortages,  direct  increased  atten- 
tion to  these  and  similar  factors  which  may 
be  responsible  for  influencing  distribution  of 
physicians  in  relation  to  need  for  health 
services. 
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Sciatic  Nerve  Injury  Following  Misplaced 
Gluteal  Injection  — F.  H.  Gilles  and  D.  D. 
Matson  (300  Longwood  Ave,  Boston).  J 
Pediat  76:247-254  (Feb)  1970. 

In  five  children  suffering  from  total  post- 
injection paralysis  of  muscles  supplied  by  one 
or  both  divisions  of  the  sciatic  nerve,  five 
segments  of  common  peroneal  and  two  seg- 
ments of  posterior  tibial  division  of  the  sci- 
atic nei*ve  were  resected.  There  was  good 
functional  recovery  in  both  children  in  whom 
a damaged  segment  of  posterior  tibial  nerve 
was  resected.  Only  one  of  the  five  children 
in  whom  common  peroneal  segments  were  re- 
sected obtained  good  recovery.  The  mor- 
phologic changes  included  severe  cicatrix 
foiTnation,  crystalline  deposits,  foreign  body 
giant  cells,  and  anomalous  circumferential 
collateral  sprouting  of  axons. 

Late  Metabolic  Sequelae  of  Vagotomy  and 
gastioenterostomy  — E.  J.  Wheldon,  C. 
W.  Venables,  and  I.  D.  A.  Johnston  (Royal 
\Jctoria  Infirmary,  Newcastle-upon-Tyne, 
England).  Lancet  1:437-439  (Feb  28) 
1970. 


More  than  15  years  after  vagotomy  and 
gastroenterostomy  255  patients  were  investi- 
gated. Weight  loss  of  more  than  6 kg  was 
observed  in  32.5%  of  men  and  60%  of  wom- 
en. Hemoglobin  levels  below  90%  were  found 
in  43.5%  of  men  and  below  80%  in  84% 
of  women ; this  anemia  was  iron  deficient. 
Metabolic  complications  seemed  to  be  more 
common  in  the  women  than  the  men.  No 
radiological  evidence  of  bone  disease  was 
seen.  Four  per  cent  had  a calcium  level  be- 
low 8.5  mg/100  ml  and  6.3%  had  a raised 
alkaline-phosphatase  level.  Pulmonary  tuber- 
culosis was  found  in  7%  of  patients. 


Osteoporotic  Fractures  Secondary  to  Metho- 
trexate Therapy  of  Acute  Leukemia  in  Re- 
mission — A.  H.  Ragab,  R.  S.  Freeh,  and 
T.  J.  Vietti  (500  S.  Kingshighway,  St 
Louis).  Cancer  25:580-585  (March)  1970. 

Four  of  11  children  with  acute  lympho- 
blastic leukemia  on  long-tenn  methotrexate 
therapy  developed  severe  bone  pain  in  the 
distal  extremities.  All  were  in  good  clinical 
and  hematologic  remission.  Radiologic  ex- 
amination revealed  severe  osteoporosis  with 
associated  fractures  in  five  of  the  11  chil- 
dren. A trial  of  local  radiotherapy  was  at- 
tempted in  one  patient  with  no  response. 
Methotrexate  therapy  was  stopped  in  four 
patients  and  marked  improvement  in  the 
bone  pain  and  osteoporotic  lesions  resulted. 


Infection  From  Intravenous  Catheters  — D. 
C.  Banks  et  al  (Nottingham  General  Hosp, 
Nottingham,  England).  Lancet  1:443-445 
(Feb  28)  1970. 

A study  of  118  patients  who  were  treated 
using  intravenous  polyethylene  catheters  is 
reported.  Forty-five  percent  of  the  catheter 
tips  were  infected  and  four  patients  had  bac- 
teremia from  the  same  organism  as  that 
cultured  from  the  catheter  and  skin.  The  in- 
cidence of  infection  was  not  related  to  the 
length  of  time  the  catheter  had  been  in  situ, 
the  make  of  catheter  used,  or  the  fluid  given. 
Great  care  should  be  taken  to  ensure  that  the 
skin  puncture  site  is  sterile  and  remains  clean 
and  that  the  catheter  is  removed  as  soon  as 
possible. 
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Wash  ingtoNotes 


1.  The  AMA 

An  American  Medical  Association  proposal 
for  peer  review  for  the  medicare  and  medi- 
caid programs  drew  favorable  reaction  from 
members  of  the  Senate  Finance  Committee. 

Peer  review  was  one  part  of  a three-point 
program  which  Dr.  Gerald  D.  Domnan,  the 
outgoing  president  of  the  AMA,  offered  in 
testimony  at  a Senate  Finance  Committee 
hearing  on  medicare  and  medicaid. 

Dr.  Dorman  and  Dr.  Julius  W.  Hill,  presi- 
dent of  the  National  Medical  Association, 
testified  together.  They  jointly  urged  on  be- 
half of  their  organizations  that  Congress  re- 
place medicaid  with  a national  health  insur- 
ance program  subsidized  by  the  federal  gov- 
ernment. 

The  AMA  health  insurance  proposal,  which 
initially  was  approved  by  the  AMA  House 
of  Delegates  in  1968,  was  similar  to  the  plan 
President  Nixon  included  recently  in  his  pro- 
posed revised  new  national  welfare  pro- 
gram. He  said  he  would  send  such  legisla- 
tion to  Congress  early  next  year. 

Congress  is  not  expected  to  take  up  this 
year  proposals  for  national  health  insurance. 
But  reaction  to  the  peer  review  proposal  was 
highly  encouraging,  and  prospects  for  Con- 
gressional approval  this  year  appeared  good. 
Sen.  Wallace  F.  Bennett  (R.,  Utah),  a fi- 
nance committee  member,  directed  the  com- 
mittee’s staff  to  work  with  AMA  staff  rep- 
resentatives in  drafting  such  legislation  as 
an  amendment  to  a bill  revising  medicare 
and  medicaid. 

The  presidents  of  the  AMA,  with  223,000 
members,  and  the  predominantly  negro 
NMA  gave  assurances  at  the  finance  com- 
mittee hearing  of  the  medical  profession’s 
cooperation  in  solving  the  nation’s  health 
care  problems.  It  was  the  first  time  that 
spokesmen  for  the  two  leading  medical  as- 
sociations had  testified  together  before  a 
Congressional  committee. 

Dr.  DoiTnan  said  “the  medical  profession 
hopes  to  see  the  nation  pursue”  the  three- 


point  program  in  efforts  to  provide  quality 
health  care  for  everyone  as  economically  as 
possible. 

Dr.  Hill  said  the  insurance  plan  would  work 
better  than  medicaid  in  the  ghettoes.  He 
also  defended  physicians  against  accusations 
that  they  have  been  profiteering  under  medi- 
caid and  medicare. 

The  first  two  parts  of  the  AMA  program 
comprised  the  association’s  “medicredit” 
health  insurance  plan.  The  third,  peer  re- 
view, “is  a way  to  assure  both  scientific  qual- 
ity and  economic  reasonableness  in  the  medi- 
cal and  health  care  people  get,”  Dr.  Dorman 
said. 

“Our  first  program  would  meet  the  prob- 
lems of  the  Title  XIX  medicaid  program,” 
Dr.  Dorman  said.  “Under  our  plan,  each  low 
income  person  or  family  would  receive  a cer- 
tificate for  the  purchase  of  a qualified  and 
comprehensive  health  insurance  plan.  The 
protection  would  be  theirs  without  expense 
or  contribution  since  the  cost  of  the  program 
would  be  borne  entirely  by  the  federal  gov- 
ernment. 

“The  second  offers  tax  credits,  on  a slid- 
ing scale  based  on  the  tax  liability  of  a fam- 
ily, for  the  purchase  of  qualified  health 
benefits  coverage.  For  those  with  moderate 
or  higher  levels  of  income,  the  program 
would  provide  cash  incentives,  through  in- 
come tax  credits,  to  encourage  them  to  pro- 
tect themselves  against  major  health  care 
costs. 

“The  third  part  of  our  program  calls  for 
a structured  peer  review  mechanism  to  in- 
sure high  quality  of  care  and  to  prevent 
abuses  of  the  medicare  and  medicaid  pro- 
grams.” 

Dr.  Dorman  noted  that  the  committee’s 
staff  in  a report  last  February  on  medicare- 
medicaid  suggested  that  organized  medicine 
regulate  itself. 

“We  agree,  and  propose  a program  provid- 
ing for  professional  review  of  matters  bear- 
ing on  reasonableness  of  charges  for,  need 
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for,  and  the  quality  of  services  rendered  by, 
the  provider  of  medical  or  other  health 
services,”  he  said. 

In  a speech  on  the  Senate  floor,  Bennett 
said  there  is  deep  concern  over  the  high 
costs  of  medicare  and  medicaid.  He  com- 
plimented the  AIMA  on  advancing  peer  review 
as  a means  of  curbing  these  costs.  He 
said : 

“I  believe  the  American  people  are  jus- 
tifiably concerned  over  the  tremendous  costs 
of  health  care.  IMuch  of  that  concern,  it 
seems  to  me,  is  a product  of  a very  real 
feeling  that  we  are  not  getting  what  we  are 
paying  for.  I believe,  equally,  that  much  of 
the  apprehension,  anxiety,  and  suspicion 
now  prevalent  — for  better  or  worse  — with 
respect  to  those  responsible  for  health  care 
would  disappear  if  professional  standards  re- 
view organizations  w ere  established  and 
functioned  effectively.  It  seems  to  me  that 
the  American  people  are  entitled  to  know  that 
American  medicine  shares  their  concern — 
and  more  importantly  — proposes  to  do  some- 
thing substantial  about  it  through  means 
of  professional  standards  review  organiza- 
tions . . . 

“I  believe  that  physicians,  properly  or- 
ganized and  with  a proper  mandate,  are 
capable  of  conducting  an  ongoing  effective 
review  program  which  would  eliminate  much 
of  the  present  criticism  of  the  profession  and 
help  enhance  their  stature  as  honorable  men 
in  an  honorable  vocation  willing  to  under- 
take necessary  and  broad  responsibility  for 
overseeing  professional  functions.  If  medi- 
cine accepts  this  role  and  fulfills  its  respon- 
sibility, then  the  Government  would  not  need 
to  devote  its  energies  and  resources  to  this 
area  of  concern.  IMake  no  mistake : the  direc- 
tion of  the  House-passed  social  security  bill 
is  toward  more  — not  less  — review  of  the 
need  for  and  quality  of  health  care.  I be- 
lieve my  amendment  would  provide  the  neces- 
sary means  by  which  organized  medicine 
could  assume  responsibility  for  that  review.” 

Bennett  said  that,  under  his  amendment, 
review  groups  would  have  responsibility  for 
reviewing  “the  totality  of  care  provided  pa- 
tients — including  all  institutional  care.” 
That  responsibility  he  said,  would  be  lodged. 


“wherever  possible  and  wherever  feasible,” 
at  the  local  community  level.  He  said: 

“Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within  rea- 
sonable limits,  from  area  to  area,  and  local 
review  assures  greater  familiarity  with  the 
physicians  involved  and  ready  access  to 
necessary  data.  Priority  should  be  given 
to  arrangements  with  local  medical  societies 
— of  suitable  size  — which  are  willing  and 
capable  of  undertaking  comprehensive  pro- 
fessional standards  review  . . . 

“Under  the  amendment,  the  Secretary 
(of  Health,  Education  and  Welfare)  could 
use  state  or  local  health  departments  or 
employ  other  suitable  means  of  undertaking 
professional  standards  re\dew  only  where 
the  medical  societies  were  unwilling  or  un- 
able to  do  the  necessary  work,  or  where 
their  efforts  were  only  pro  forma  or  token. 
Let  me  emphasize  as  strongly  as  possible 
that  the  thrust  of  this  proposal  is  to  have 
physicians,  as  a group,  evaluate  physicians 
and  the  services  they  provide  and  order  as 
individuals.” 

Bennett  said  that  the  review  committees 
should  determine  that  only  medically  neces- 
sary services  are  provided  by  physicians, 
hospitals,  nursing  homes  and  pharmacies, 
and  that  these  services  meet  proper  profes- 
sional standards. 

Disciplinary  measures,  he  said,  would  be 
in  proportion  to  the  offense  and  could  in- 
clude: (1)  monetary  penalties,  (2)  suspen- 
sion from  federal  programs,  (3)  exclusion 
from  federal  programs,  (4)  civil  or  criminal 
prosecution,  and  (5)  steps  leading  to  the  sus- 
pension or  revocation  of  professional  licen- 
sure. 

Dr.  Hill  directed  his  testimony  before  the 
finance  committee  mainly  to  medical  care 
of  the  blacks  and  other  poor  people,  particu- 
larly in  ghettoes.  He  took  issue  with  the 
committee  staff  report  which,  he  said,  “by 
implication  attacked  the  very  physicians 
working  closest  to  the  poor  and  treating 
them.”  He  said  restrictions  upon  physicians’ 
fees,  as  advocated  in  the  report,  would 
make  more  acute  the  already  critical  short- 
age of  physicians  in  ghettoes. 

“To  those  who  read  the  entire  report, 
there  were  a number  of  very  complimentary 
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things  said  about  all  physicians,”  Dr.  Hill 
said.  “But  the  primary  message,  the  one 
seized  upon  by  the  press  and  broadcast 
across  the  country,  appeared  to  be  that  any 
doctor  earning  a substantial  amount  of 
money  from  medicare-medicaid  was  some- 
how cheating  both  the  government  and  his 
patients. 

“It  was  bitterly  ironic.  To  work  60  and 
more  hours  a week  in  the  ghetto,  and  to  be 
fairly  paid,  was  suddenly  prima  facie  evi- 
dence of  wrong-doing. 

“The  report  was  also  interpreted  so  that 
the  blame  for  the  rising  cost  of  medicare- 
medicaid  was  directed  at  the  physician  — 
and  particularly  those  caring  for  the  poor. 

“Therefore,  we  of  the  National  Medical 
Association  take  strong  exception.  The  im- 
plications and  accusations  of  that  report 
were  grossly  unfair.  It  is  difficult  enough  to 
get  physicians  to  practice  among  the  poor  . . . 
If  these  men,  professionals  committed  to 
providing  care,  are  to  be  subjected  to  irre- 
sponsible accusations  for  the  size  and  suc- 
cess of  their  ghetto  practices,  it  will  very 
soon  be  impossible  to  find  a doctor  among 
the  American  poor.” 


2.  Polio 

The  National  Communicable  Disease  Cen- 
ter of  the  U.  S.  Public  Health  Service  said 
that  not  a single  death  from  polio  was  re- 
ported in  the  nation  last  year. 

It  was  the  first  time  no  death  from  the 
disease  was  reported  since  1955  when  regu- 
lar polio  surveillance  was  started.  In  addi- 
tion to  the  absence  of  a death,  the  total 
number  of  cases  of  paralytic  polio  was  only 
19. 

Before  the  introduction  of  polio  vaccine 
during  the  mid  1950’s,  annual  paralytic  cases 
went  as  high  as  21,300  with  1,400  deaths. 
The  number  of  cases  began  to  dwindle  after 
use  of  the  vaccine  became  widespread  and 
1960,  with  230  cases,  was  the  last  year  when 
the  number  of  deaths  exceeded  100.  In  re- 
cent years,  the  death  toll  usually  has  been 
between  10  and  20. 


Among  the  19  paralytic  cases  last  year, 
only  one  occurred  in  a person  who  had  re- 
ceived a full  series  of  anti-polio  doses.  The 
exception  was  a two-year-old  suffering  from 
an  inborn  inability  to  form  protective  anti- 
bodies against  bacteria  and  viruses. 

An  estimated  26.5  million  doses  of  vac- 
cine, most  of  it  the  oral  type,  was  admin- 
istered nationwide  last  year. 

A federal  health  official  warned  that  small 
outbreaks  of  polio  still  are  possible  in  city 
slums  and  other  areas  where  it  is  difficult  to 
achieve  100  per  cent  immunization.  There 
already  have  been  11  known  cases  and  one 
death  in  the  Rio  Grande  Valley  citrus  grow- 
ing region  of  Texas  where  there  was  a prob- 
lem convincing  parents  of  the  need  for  im- 
munizing. 


Risk  Factors  in  Coronai*y  Artery  Disease, 
Hypertension,  and  Diabetes  — J.  P.  Dunn 
et  al  (222  Broadway,  New  York).  Amer  J 
Med  Sci  259-309-322  (May)  1970. 

Risk  factors  for  coronary  artery  disease, 
diabetes,  and  hypertension  were  determined 
among  13,148  men  participating  in  periodic 
health  examination  programs  between  1950 
and  1964.  During  that  period  there  were  401 
new  events  of  coronary  artery  disease,  241 
new'  events  of  diabetes,  and  988  new  events  of 
hypertension  based  on  the  criteria  used  in 
this  study.  Important  risk  factors  for  cor- 
nary artery  disease  were  elevated  serum  cho- 
lesterol and  systolic  blood  pressure  and  hemo- 
globin values  above  17%.  For  diabetes  the 
important  risk  factors  were  blood  glucose 
levels,  family  history  of  diabetes,  elevated 
serum  cholesterol,  and  increased  relative 
w'eight.  The  risk  factors  for  hypertension 
w'ere  systolic  blood  pressure,  increased  rela- 
tive weight,  cigarette  smoking,  elevated 
serum  cholesterol,  and  the  diagnosis  of  dia- 
betes. The  effect  of  some  of  the  risk  factors 
varied  with  age.  Elevated  serum  cholesterol 
was  the  one  risk  factor  common  to  all  three 
conditions. 
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While  Making  Rounds 


Quote  Unquote. 

“When  a thing  ceases  to  be  a subject  of 
controversy,  it  ceases  to  be  a subject 
of  interest.” 

Hazlitt 

“The  letter  which  merely  answers  another 
letter  is  no  letter  at  all.” 

Anon. 

“War  hath  no  fury  like  a noncombatant.” 
Montague 

Words  We  Can  Do  Without. 

Interdisciplinary  approach 

Lethality 

Nosocomial 

Our  Own  Monthly  Statistical  Report. 

The  rate  of  suicide  in  the  United  States  is 
about  10  per  100,000  a year. 


Performance  of  Nine  Human  Hearts  Before, 
During,  and  After  Transplantation  — W. 
A.  Wielhorski  et  al  (P.  Grondin,  MoiT- 
treal  Heart  Institute,  Montreal).  Canad 
Anaesth  Soc  J 17 :97-106  (March)  1970. 

The  operative  and  postoperative  perform- 
ance of  nine  transplanted  human  hearts  is 
outlined.  Immediate  cardiac  action  was  ex- 
cellent in  all  but  one  case.  Attention  is 
drawn  to  several  factors  which  can  affect  the 
performance  of  these  hearts  before  and  dur- 
ing cardiac  transplantation.  The  donor 
heart’s  ECG  changes  associated  with  intra- 
cranial lesions  disappeared  within  two  days 
after  transplantation.  In  all  but  one  case 
postoperative  evolution  did  not  seem  affect- 
ed by  the  donor’s  hypotension,  cardiac  ar- 
rests, chest  injuries,  and  the  prolonged  use 
of  vasopressors.  Moderately  hypotheiTnic 
perfusion  of  donors  by  an  extracorpeal  cir- 
culation and  perfusion  of  the  coronaries  at 
one  stage  of  the  transplantation  seem  to  pro- 
tect the  donor  hearts. 


Strange  Disease  Of  The  Month. 
Hand-foot-uterus  syndrome. 

Who? 

Who  developed  the  electroencephalograph? 
Berger,  in  1929. 

Curiosity  Corner. 

On  blood  transfusions. 

If  they  don’t  like  one-pint  transfusions, 
why  do  they  put  blood  up  in  pints  ? 
Why  don’t  they  put  it  up  in  quarts? 
Or  in  fifths? 

Lines  To  Practice  By. 

“I  do  not  want  two  diseases  — one  na- 
ture made,  one  doctor-made.” 

Napoleon 


— F.C. 


Vineberg  Operation  for  Myocardial  Ischemia 
Without  Angina  — G.  M.  FitzGibbon,  G. 
D.  Hooper,  and  D.  A.  Maciver  (National 
Defense  Medical  Center,  Ottawa).  Canad 
J Surg  13:135-143  (April)  1970. 

Severe  coronary  artery  disease  with  elec- 
trocardiographic and  hemodynamic  evidence 
of  myocardial  ischemia  need  not  be  associat- 
ed with  angina  pectoris.  The  Vineberg  myo- 
cardial revascularization  operation  is  of 
proved  value  in  the  treatment  of  sympto- 
matic patients  with  coronary  artery  disease; 
asymptomatic  subjects  may  also  benefit  from 
this  procedure.  Between  October  1965  and 
July  1968,  22  such  patients  with  a mean 
age  of  42.3  years  were  selected  for  operation 
and  21  came  to  surgery.  Historical,  clinical, 
electrocardiographic,  angiographic,  and  he- 
modynamic data  are  presented.  Operations 
included  implantation  of  up  to  three  systemic 
arteries,  epicardectomy,  free  omental  graft- 
ing, and  sympathectomy.  One  patient  died 
before  operation  but  none  during  or  since. 
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FEATURES 


Who's  In  The  News? 


Doctor  Paul  K.  Mooring,  Omaha,  has  been 
installed  president  of  the  Nebraska  Heart 
Association. 

Doctor  W.  I.  Devers  was  recently  honored 
at  a public  recognition  reception  on  his  90th 
birthday  by  the  community  of  Pierce. 

Doctor  Robert  D.  Sellers,  Omaha,  was  re- 
cently elected  head  of  the  Nebraska  Thor- 
acic Society. 

Doctor  Melvin  S.  Hoyt,  North  Platte,  has 
been  named  a Diplomate  of  the  American 
Board  of  Family  Practice. 

Doctor  Warren  Richard,  Hastings,  has 
been  named  to  serve  as  Chairman  of  the  new- 
ly developed  Adams  County  Health  Planning 
Council. 

Doctors  Howard  B.  Hunt  and  Leon  S.  Mc- 
Googan,  Omaha,  were  presented  Distin- 
guished Service  to  Medicine  Awards  from 


Notes  From  All 

Alcohol  and  drug  abuse  school 
for  young  people 

Alcoholism  and  drug  abuse  are  problems 
that  strike  every  phase  of  our  society.  Ne- 
braska is  no  exception  and  with  the  increas- 
ing need  for  new  insights,  approaches,  and 
training,  this  year’s  summer  session  of  the 
Nebraska  School  for  Alcohol  Studies  has 
added  a special  section  for  High  School  and 
College  students.  The  school  was  held  at  the 
downtown  Lincoln  campus  of  the  University 
during  the  week  of  June  21-26,  1970. 

The  youth  program  has  been  designed  to 
develop  and  train  peer  group  leadership  to 
serve  the  community  in  dealing  with  the  in- 
creasing pi'oblem  of  alcohol  and  drug  abuse. 
An  effort  has  been  made  to  present  a cur- 
riculum relevant  to  the  need  of  the  young, 
one  that  takes  into  account  their  individual, 
social,  family,  religious,  and  ethnic  group 
backgrounds. 


the  University  of  Nebraska  Medical  Center 
at  commencement  exercises. 

Doctor  John  K.  Heinke,  Scottsbluff,  has 
been  re-elected  president  of  the  West  Ne- 
braska General  Hospital  medical  staff. 

Doctor  Theo.  Koefoot,  Jr.,  Broken  Bow, 
has  completed  the  necessary  requirements 
and  has  been  named  a Diplomate  of  the 
American  Board  of  Family  Practice. 

Doctor  William  G.  Heusel,  Hooper,  has 
been  presented  a silver  tray  as  “Volunteer 
of  the  Year  Award  1970”  by  the  Omaha  Vol- 
unteer Bureau  in  recognition  of  volunteer 
service  in  Project  Chance. 

Doctor  M.  L.  Chaloupka,  Callaway,  was 
recently  presented  an  Honorary  Associate  in 
Applied  Science  Degree  in  Vocational  Tech- 
nology by  the  Mid-Plains  Vocational  Tech- 
nical College  in  North  Platte. 


Over 

The  staff-members  of  the  youth  section 
have  based  the  curriculum  on  the  belief  that 
youth  are  basically  capable  and  responsible, 
and  that  we  must  charge  them  with  part  of 
the  responsibility  for  developing  more  ef- 
fective ways  of  dealing  with  the  existing 
problems.  John  W.  North,  Director  of  the 
Division  on  Alcoholism  in  commenting  about 
the  youth  section  said,  “we  want  to  channel 
the  enthusiasm  and  idealism  of  our  young 
people  into  constructive  programs  that  they 
can  develop  within  their  own  peer  groups 
and  communities.” 

The  multidisciplinary  faculty  for  the 
school,  which  includes  leading  psychiatrists, 
psychologists,  social  workers,  counselors, 
clergy,  researchers,  and  program  directors, 
have  been  assembled  from  across  the  Unit- 
ed States.  The  youth  program  will  be  under 
the  general  directorship  of  Dr.  Irvin  Blose 
of  the  Nebraska  Psychiatric  Institute. 
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The  Nebraska  School  of  Alcohol  Studies 
offers  beginning,  intermediate,  and  ad- 
vanced training  for  workers  and  profes- 
sionals in  the  field  of  alcoholism.  It  is  ex- 
pected that  over  300  people  will  be  coming 
to  this  year’s  school.  The  Division  on  Alco- 
holism, the  University  of  Nebraska,  and  the 
Nebraska  Psychiatric  Institute  are  co-spon- 
sors. 

AMA  increases  membership  dues 

At  its  meeting  in  May  in  Washington,  D.C., 
the  A1\IA  Board  of  Trustees  recommended  an 
increase  in  physician-membership  dues  to 
$150  each  year,  effective  January  1,  1971. 
Its  proposal  will  be  reviewed  by  the  AIM  A 
House  of  Delegates  during  the  AMA  An- 
nual Convention. 

The  need  of  additional  revenue,  as  re- 
ported by  the  Board,  is  to  initiate  and  ex- 
pand health  programs;  to  provide  for  fed- 
eral taxes  on  “unrelated  business  income;” 
to  maintain  AMA’s  financial  reseiwes;  and 
to  compensate  for  inflationary  increases. 

AMA  staff/department  reorganization 

The  AMA  Department  of  Postgi’aduate 
Program  has  been  divided  into  the  Depax’t- 
ment  of  Medical  Instrumentation  and  the 
Department  of  Scientific  Assembly.  The 
former  will  be  directed  by  Ralph  E.  De- 
Forest,  M.D.,  and  the  latter  by  Ralph  P. 
Creer. 

This  separation  was  decided  upon  by  the 
AIMA  Board  of  Trustees  at  its  meeting  in 
IMay  in  Washington,  D.C. 

The  Board  also  changed  the  name  of  the 
Committee  on  Emergency  and  Disaster 
IMedical  Care  to  the  Committee  on  Emer- 
gency Medical  Services.  It  asked  the  mem- 
bers to  advance  liaison  with  state  medical 
societies  in  order  to  stimulate  wider  plan- 
ning and  implementation  of  emergency  and 
disaster  care  programs. 

Award  to  Creighton  student 

The  U.S.P.  Convention,  Inc.,  announces 
that  Gary  L.  Joe,  a student  at  the  Creigh- 
ton University  School  of  Pharmacy,  and 


David  J.  Greenblatt,  a senior  at  Harvard 
Medical  School,  have  received  awards  for 
their  papers  submitted  in  the  first  U.S.P. 
Essay  Contest  on  the  topic,  “The  U.S.P. 
Role  in  Improving  Drug  Therapy.” 

Two  awards  were  presented;  one  for  the 
best  paper  prepared  by  a medical  student 
and  one  for  the  best  paper  submitted  by  a 
pharmacy  student.  The  recipient  of  the 
award  in  the  medical  category  is  Mr.  David 
Greenblatt,  a magna-cum-laude  graduate  of 
Amherst  College.  He  is  editor-in-chief  of 
the  Harvard  Aesculapiad  and  a research 
associate  in  psychophaiTnacology  at  the  Mas- 
sachusetts Mental  Health  Center,  and  has 
co-authored  six  articles  and  chapters  appear- 
ing in  various  journals  and  texts  on  pharma- 
cologj’. 

Mr.  Gary  Joe,  a graduate  of  Creighton 
University  with  a biologj’  major,  is  a senior 
at  the  Creighton  University  School  of  Phar- 
macy and  received  the  award  in  the  phar- 
macy category.  After  graduation,  Mr.  Joe 
will  work  toward  his  Phann.D.  degree  at  the 
University  of  the  Pacific  School  of  Phar- 
macy. 

The  unique  contest,  reflecting  the  national 
biprofessional  nature  of  the  U.S.P.  Conven- 
tion, was  open  to  all  students  in  accredited 
pharmacy  and  medical  schools  throughout 
the  country.  Although  the  final  selection 
was  made  by  the  U.S.P.  Contest  Committee, 
the  students’  papers  were  originally  judged 
by  their  colleges  and  the  two  best  papers 
from  each  school  were  submitted. 

Each  prize  consisted  of  $250  and  an  ex- 
pense-paid trip  to  the  Sesquicentennial  meet- 
ing of  The  United  States  Pharmacopeial  Con- 
vention in  Washington,  D.C. 


Management  of  Obesity  — A.  Stunkard,  H. 
Levine,  and  S.  Fox  (Univ  of  Pennsylvania 
Hosp,  Philadelphia).  Arch  Intern  Med  125: 
1067-1072  (June)  1970. 

One  source  of  assistance  for  weight  reduc- 
tion has  received  curiously  little  attention, 
the  self-help  group.  This  report  deals  with 
Take  Off  Pounds  Sensibly  (TOPS),  one  of 
two  large  and  rapidly  growing  national  or- 
ganizations for  weight  reduction. 
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Ws  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 

Miniature  gas  analyzer 

BioMarine  Industries,  Inc.,  303  West  Lan- 
caster Avenue,  Devon,  Pa.  19333,  has  intro- 
duced the  OA200  Series  of  Oxygen  Analyzers 
for  use  in  anesthesia  apparatus,  incubators, 
respirators,  tents  and  hyperbaric  chambers. 
The  units  are  hand-held,  require  no  electrical 
connections  of  any  sort,  and  display  oxygen 
concentration  in  percent  immediately  and 
continuously. 

Heart  of  the  OA200  Series  Analyzers  is  a 
unique  BMI  oxygen  sensor  that  is  essentially 
a tiny  fuel  cell.  Oxygen  diffusing  through 
the  face  of  the  cell  generates  minute  voltages 


which  are  displayed  directly  on  the  meter  of 
the  instrument.  Because  neither  batteries 
nor  house  current  is  used,  OA200  Analyzers 
are  absolutely  electrically  safe. 

OA200  Analyzers  operate  reliably  and  con- 
tinuously (for  up  to  one  year)  at  tempera- 
tures between  32°  and  104°  F.,  at  any  hu- 
midity. The  OA200  Series  Analyzers  are 
calibrated  instantly  with  oxygen  of  any 
known  concentration  (including  ordinary 
room  atmosphere).  No  “recharging”  is  ever 
needed. 

OA200  Analyzers  from  BioMarine  weigh 
less  than  a pound  and  measure  only  5 inches 
in  length.  They  may  be  gas  sterilized  or 
rinsed  with  alcohol. 

Illustrated  data  sheets  are  available  gratis 
from  the  manufacturer. 

BioMarine  Industries,  Inc.,  manufactures 
oxygen  sensing,  analyzing,  monitoring  and 
controlling  equipment  for  use  in  medicine, 
professional  diving,  occupational  safety,  and 
industry. 
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Endotracheal  tube 

Cenco  Medical/Health  Single  patient  Ster- 
ile Endotracheal  Tube  is  completely  assem- 
bled and  ready  to  use.  An  easily  removable 
luer  tip  connector  accepts  all  types  of 
syringes. 

The  specially  formulated,  smooth  surface 
plastic  meets  implant  test  specifications.  All 
size  units  have  sufficient  wall  strength  to 
prevent  collapse. 

The  Magi  11  type  tubes  are  available  in  a 
range  of  12  sizes  from  5.0  mm  to  11.0  mm 
(approximately  21  to  43  French  gauge), 
complete  with  cuff,  pilot  balloon,  and  uni- 
versal connector,  packed  sterile  in  individual, 
peel-apaid  packages,  10  tubes  of  a size  per 
shelf  box,  4 shelf  boxes  per  shipping  case. 

For  further  information  or  catalog  sheet, 
contact:  Cenco  Medical/Health,  4401  West 
26th  Street,  Chicago,  Illinois  60623.  Tele- 
phone 312-277-7600. 


New  model  lap  cover 

The  Posey  Company  is  now  marketing 
an  attractive  yellow  terrycloth  lap  cover  de- 
signed to  keep  the  patient’s  lower  body  cov- 
ered and  warm.  This  product  effectively 
prevents  the  patient  from  sliding  forward  in 
the  wheelchair.  The  lap  cover  may  also  be 
worn  with  shoulder  straps  that  slip  over 
the  push  handles  on  the  wheelchairs  thus 
preventing  the  patient  from  slumping  for- 
ward. 

The  Posey  Lap  Cover,  #4534  is  priced  at 
$7.50;  #4535  with  shoulder  strap  $13.50. 

^Manufactured  by  the  Posey  Company,  39 
South  Santa  Anita  Avenue,  Pasadena,  Cali- 
fornia 91107. 
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Oxygen  monitor-controller 

BioMarine  Industries,  Inc.,  has  announced 
the  introduction  of  the  OMC400  Oxygen 
Monitor/Controller  for  use  in  the  manage- 
ment of  pulmonary,  cardiac  and  neonatal  dis- 
orders. 

Equipped  with  direct  per  cent  oxygen 
readout,  and  employing  both  visible  and 
audible  alarm  systems,  the  OMC400  Moni- 
tor/Controller from  BMI  holds  oxygen  con- 
centrations within  1%  of  set  level.  The 
units  are  extremely  simple  to  use  — one 
switch  actuating  the  alarm  systems  and  an- 


other the  servocontrol  mechanism.  Because 
the  OMC400  apparatus  automatically  com- 
pensates for  normal  pressure  fluctuations  in 
oxygen  lines,  it  is  widely  used  in  tents,  in- 
cubators, hyperbaric  chambers,  respirator 
lines  and  OR  equipment. 

The  unique  BMI  oxygen  sensor  which  is 
the  heart  of  the  apparatus  functions  reliably 
throughout  the  32°  - 104°  F.,  temperature 
range  at  any  humidity.  The  OMC400  ap- 
paratus may  thus  be  moved  in  and  out  of 
nurseries,  OR’s,  intensive  care  units  and 
other  locations  in  hospitals  without  loss  of 
time  in  temperature  equilibration  or  conver- 
sion. The  sensor  has  a life  of  one  year  under 
normal  use  conditions. 

OMC400  Monitor/Controllers  are  electric- 
ally innocuous:  open  circuit  voltage  across 
the  sensor  terminals  is  less  than  60  milli- 
volts. Leakage  current  is  less  than  1 micro- 
ampere. The  units  may  be  completely  gas 
sterilized.  Sensors  can  be  rinsed  with  al- 
cohol. 

Illustrated  data  sheets  are  available  gratis 
from  the  manufacturer. 

BioMarine  Industries,  Inc.,  manufactures 
oxygen  sensing,  analyzing,  monitoring  and 
controlling  equipment  for  use  in  medicine, 
professional  diving,  occupational  safety,  and 
industry. 


Termination  of  Smoking  by  Single  Treatment 

— Spiegel  (19  E 88th  St,  New  York). 

Arch  Environ  Health  20:736-742  (June) 

1970. 

As  a result  of  the  equivalent  of  214  months 
of  one  physician’s  working  time,  using  a 4.5- 
minute  impact  therapy  technique,  121  hard- 
core smokers  who  tried  but  failed  to  stop 
smoking  were  able  to  stop  for  at  least  six 
months.  Another  120  persons  reduced  their 
smoking  to  varying  degrees.  Of  615  smokers 
treated,  29  showed  no  response  whatever  to 
treatment,  and  344  have  yet  to  be  checked. 
This  suggests  that  every  habitual  smoker 
motivated  to  stop  ought  to  be  exposed  to 
the  impact  of  this  procedure,  or  its  equiva- 
lent, to  salvage  at  least  the  one  out  of  five 
capable  of  responding  right  away. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
August  1 — Chadron,  Elks  Lodge 
August  15  — Kearney,  Elks  Lodge 
September  12  — O’Neill,  High  School 
Building 

September  19  — Sidney,  Elks  Lodge 
September  26  — McCook,  St.  Catherine’s 
Hospital 

NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 
day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Informa- 
tion from  program  coordinator:  R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 

EIGHTH  ANNUAL  SEMINAR  on  the 
Medical  Aspects  of  Competitive  Athletics 
— August  21,  1970,  Hotel  Cornhusker, 
Lincoln,  Nebraska. 

NEBRASKA  ACADEMY  OF  GENERAL 
PRACTICE  — Annual  scientific  session, 
at  the  Villager  Motel,  Lincoln,  Nebraska, 
September  17  and  18,  1970.  The  theme  of 
the  meeting  will  be  Environmental  Health 
and  Environmental  Hazards.  Write  to:  A. 
H.  Bonebrake,  M.D.,  218  North  14th  Street, 
Nebraska  City,  Nebraska  68410. 

THIRD  NATIONAL  CONGRESS  ON 
MEDICAL  ETHICS  — Sponsored  by  the 
Judicial  Council  of  the  AM  A,  September 
19  and  20,  1970,  at  the  Ambassador  West 
Hotel,  1300  North  State  Parkway,  Chica- 
go, Illinois. 

TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 


tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chairman. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — Fall  Meeting,  House  of  Dele- 
gates and  Board  of  Councilors,  October  2, 
3,  and  4,  1970,  Holiday  Inn,  Kearney,  Ne- 
braska. 

THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  Ne- 
vada, October  18-23,  1970.  Its  focus  will 
be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  department.  For  in- 
formation write : Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  Michigan 
48823. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 1970  Fall  Assembly,  Omaha’s  Fonten- 
elle  Hotel,  November  2,  3,  and  4,  1970. 
The  address  of  the  society  is:  1040  Medical 
Arts  Building,  Omaha,  Nebraska  68102. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  A ALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION  — 
24th  Clinical  Convention,  Boston,  Massa- 
chusetts, November  29-December  2,  1970. 

NEBRASKA  STATE  OBSTETRIC  & GYN- 
ECOLOGIC SOCIETY  — December  3,  4, 
5,  1970;  New  Frontier  Hotel,  Las  Vegas, 
Nevada.  Write:  W.  H.  Taylor,  Jr.,  M.D., 
Secretary,  3610  Dodge  Street,  Omaha,  Ne- 
braska 68131. 

ARIZONA  HEART  ASSOCIATION— Four- 
teenth Annual  Cardiac  Symposium,  Ari- 
zona Biltmore  Hotel,  Phoenix,  Arizona, 
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Oxygen  monitor-controller 

BioMarine  Industries,  Inc.,  has  announced 
the  introduction  of  the  OMC400  Oxygen 
Monitor/Controller  for  use  in  the  manage- 
ment of  pulmonary,  cardiac  and  neonatal  dis- 
orders. 

Equipped  with  direct  per  cent  oxygen 
readout,  and  employing  both  visible  and 
audible  alarm  systems,  the  OMC400  Moni- 
tor/Controller from  BMI  holds  oxygen  con- 
centrations within  1%  of  set  level.  The 
units  are  extremely  simple  to  use  — one 
switch  actuating  the  alarm  systems  and  an- 


other the  servocontrol  mechanism.  Because 
the  OMC400  apparatus  automatically  com- 
pensates for  normal  pressure  fluctuations  in 
oxygen  lines,  it  is  widely  used  in  tents,  in- 
cubators, hyperbaric  chambers,  respirator 
lines  and  OR  equipment. 

The  unique  BMI  oxygen  sensor  which  is 
the  heart  of  the  apparatus  functions  reliably 
throughout  the  32°  - 104°  F.,  temperature 
range  at  any  humidity.  The  OMC400  ap- 
paratus may  thus  be  moved  in  and  out  of 
nurseries,  OR’s,  intensive  care  units  and 
other  locations  in  hospitals  without  loss  of 
time  in  temperature  equilibration  or  conver- 
sion. The  sensor  has  a life  of  one  year  under 
normal  use  conditions. 

OMC400  Monitor/Controllers  are  electric- 
ally innocuous:  open  circuit  voltage  across 
the  sensor  terminals  is  less  than  60  milli- 
volts. Leakage  current  is  less  than  1 micro- 
ampere. The  units  may  be  completely  gas 
sterilized.  Sensors  can  be  rinsed  with  al- 
cohol. 

Illustrated  data  sheets  are  available  gratis 
from  the  manufacturer. 

BioMarine  Industries,  Inc.,  manufacttires 
oxygen  sensing,  analyzing,  monitoring  and 
controlling  equipment  for  use  in  medicine, 
professional  diving,  occupational  safety,  and 
industry. 


Termination  of  Smoking  by  Single  Treatment 

— • Spiegel  (19  E 88th  St,  New  York). 

Arch  Environ  Health  20:736-742  (June) 

1970. 

As  a result  of  the  equivalent  of  2'/2  months 
of  one  physician’s  working  time,  using  a 4.5- 
minute  impact  therapy  technique,  121  hard- 
core smokers  who  tried  but  failed  to  stop 
smoking  were  able  to  stop  for  at  least  six 
months.  Another  120  persons  reduced  their 
smoking  to  varying  degrees.  Of  615  smokers 
treated,  29  showed  no  response  whatever  to 
treatment,  and  344  have  yet  to  be  checked. 
This  suggests  that  every  habitual  smoker 
motivated  to  stop  ought  to  be  exposed  to 
the  impact  of  this  procedure,  or  its  equiva- 
lent, to  salvage  at  least  the  one  out  of  five 
capable  of  responding  right  away. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
August  1 — Chadron,  Elks  Lodge 
August  15  — Kearney,  Elks  Lodge 
September  12  — O’Neill,  High  School 
Building 

September  19  — Sidney,  Elks  Lodge 
September  26  — IMcCook,  St.  Catherine’s 
Hospital 

NINTH  NATIONAL  CONFERENCE  ON 
THERAPIES  FOR  ADVANCED  CAN- 
CERS — August  20-22  (Thursday-Satur- 
day),  1970,  University  of  Wisconsin  Post- 
Graduate  Center.  Sponsor:  Division  of 
Clinical  Oncology,  University  of  Wiscon- 
sin. Chairman:  Fred  J.  Ansfield,  M.D., 
Professor  of  Clinical  Oncology.  Informa- 
tion from  program  coordinator:  R.  J. 
Samp,  M.D.,  University  Hospitals,  Madi- 
son, Wisconsin  53706. 

EIGHTH  ANNUAL  SEMINAR  on  the 
iMedical  Aspects  of  Competitive  Athletics 
— August  21,  1970,  Hotel  Cornhusker, 
Lincoln,  Nebraska. 

NEBRASKA  ACADEMY  OF  GENERAL 
PRACTICE  — Annual  scientific  session, 
at  the  ^Tllager  Motel,  Lincoln,  Nebraska, 
September  17  and  18,  1970.  The  theme  of 
the  meeting  will  be  Environmental  Health 
and  Environmental  Hazards.  Write  to:  A. 
H.  Bonebrake,  M.D.,  218  North  14th  Street, 
Nebraska  City,  Nebraska  68410. 

THIRD  NATIONAL  CONGRESS  ON 
MEDICAL  ETHICS  — Sponsored  by  the 
Judicial  Council  of  the  AMA,  September 
19  and  20,  1970,  at  the  Ambassador  West 
Hotel,  1300  North  State  Parkway,  Chica- 
go, Illinois. 

TWELFTH  ANNUAL  MID\VEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
MAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 


tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  ChaiiTnan. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — Fall  Meeting,  House  of  Dele- 
gates and  Board  of  Councilors,  October  2, 
3,  and  4,  1970,  Holiday  Inn,  Kearney,  Ne- 
braska. 

THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  Ne- 
vada, October  18-23,  1970.  Its  focus  will 
be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  department.  For  in- 
formation write : Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  Michigan 
48823. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 1970  Fall  Assembly,  Omaha’s  Fonten- 
elle  Hotel,  November  2,  3,  and  4,  1970. 
The  address  of  the  society  is : 1040  Medical 
Arts  Building,  Omaha,  Nebraska  68102. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  AALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

AMERICAN  MEDICAL  ASSOCIATION  — 
24th  Clinical  Convention,  Boston,  Massa- 
chusetts, November  29-December  2,  1970. 

NEBRASKA  STATE  OBSTETRIC  & GYN- 
ECOLOGIC SOCIETY  — December  3,  4, 
5,  1970;  New  Frontier  Hotel,  Las  Vegas, 
Nevada.  Write:  W.  H.  Taylor,  Jr.,  M.D., 
Secretary,  3610  Dodge  Street,  Omaha,  Ne- 
braska 68131. 

ARIZONA  HEART  ASSOCIATION— Four- 
teenth Annual  Cardiac  Symposium,  Ari- 
zona Biltmore  Hotel,  Phoenix,  Arizona, 
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Januaiy  22-24,  1971.  Speakers  on  pro- 
gram include  Roman  DeSanctis,  M.D.,  Jo- 
seph Perloff,  M.D.,  Gilbert  Blount,  M.D., 
and  Rene  Fabalero,  M.D.  For  informa- 
tion write  Arizona  Heart  Association, 
1720  E.  McDowell  Road,  Phoenix,  Arizona 
85006. 

SOUTHWESTERN  SURGICAL  CON- 
GRESS, 23rd  Annual  Meeting  — April  19- 

Medicinews 

Prevention  of  blindness  grants 

The  National  Society  for  the  Prevention  of 
Blindness  will  allocate  a substantial  portion 
of  its  research  funds  to  provide  prompt  sup- 
port to  promising  investigators  ^vho  have 
not  received  extensive  financial  support  for 
research  in  the  past  for  conducting  pilot 
projects  with  annual  allocations  no  greater 
than  $5,000  and  not  currently  financed  by 
other  sources  of  research  funds. 

Acceptable  projects  are  those  which  may 
contribute  to  basic  understanding  of  eye 
function  and  disease,  or  that  may  improve 
diagnosis  and  treatment,  or  may  be  directed 
toward  the  prevention  of  an  eye  disease. 

Grants  are  made  for  a one-year  period. 
The  maximum  period  of  support  for  re- 
search is  two  years. 

The  National  Society  for  the  Prevention  of 
Blindness  will  accept  applications  any  time 
during  the  year  and  will  make  awards  quar- 
terly in  March,  June,  September,  and  De- 
cember. 

Application  forms  and  further  informa- 
tion may  be  obtained  by  writing  to  the  Com- 
mittee on  Basic  and  Clinical  Research,  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness, Inc.,  79  Madison  Avenue,  New  York, 
New  York  10016. 

The  National  Society  for  the  Prevention 
of  Blindness,  Inc.,  founded  in  1908,  is  the 
oldest  voluntary  health  agency  nationally 
engaged  in  the  prevention  of  blindness 
through  a comprehensive  program  of  com- 
munity services,  public  and  professional  edu- 
cation and  research. 


22,  1971;  Caesar’s  Palace  Hotel,  Las  Ve- 
gas, Nevada.  Write  to:  Jack  A.  Barney, 
IM.D.,  Secretary-Treasurer,  Southwesteim 
Surgical  Congress,  301  Pasteur  Building, 
Oklahoma  City,  Oklahoma  73103. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 103rd  Annual  Session,  April  25- 
28,  1971,  Omaha  Hilton  Hotel,  Omaha,  Ne- 
braska. 


Health  care  of  children  away 
from  home 

Parents  should  provide  institutions  or 
agencies  such  as  summer  camps  assuming 
temporary  custody  of  their  children  with  all 
pei'tinent  information  concerning  the  health 
of  their  children. 

Similarly,  physicians  who  have  been  pro- 
viding regular  health  supervision  to  a child 
should  give  pertinent  health  information  to 
institutions  assuming  temporary  custody  of 
the  child,  upon  request  of  the  child’s  parent. 

These  are  among  the  recommendations 
made  by  the  American  Academy  of  Pedi- 
atrics in  a statement  outlining  guidelines  for 
children  temporarily  away  from  home  which 
appeared  in  the  June  15  AAP  Newsletter. 

The  AAP  statement  emphasizes  that  “a 
hastily  performed  physical  examination  (for 
children  not  under  regular  health  supervi- 
sion) as  the  sole  health  document  for  chil- 
dren attending  a camp  or  school  is  not  only 
an  inadequate  medical  substitution  for  health 
supervision,  but  it  fails  to  provide  sufficient 
information  for  the  institution  to  give  ade- 
quate medical  treatment  in  the  absence  of 
parents.” 

Information  provided  by  parents  to  such 
institutions  should  include  pre-existing 
health  defects,  especially  those  which  would 
affect  the  child’s  ability  to  participate  in 
the  expected  program  of  the  camp  or  agen- 
cy, the  Academy  statement  points  out.  “Such 
information  should  also  include  a record  of 
pertinent  illnesses,  allergies  and  sensitivi- 
ties, the  child’s  immunization  status,  and 
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any  current  treatment.”  The  AAP  state- 
ment, in  citing  the  responsibilities  of  insti- 
tutions and  agencies  caring  for  children  tem- 
porarily away  from  home,  calls  on  these 
agencies  to  make  plans  in  advance  to  obtain 
pertinent  health  information  from  parents 
before  accepting  custody  of  the  child. 

These  agencies  should  also  provide  “appro- 
priate medical  care  opportunities  for  the 
children  for  whom  they  are  responsible,”  the 
AAP  statement  emphasizes. 

Recognizing  that  many  camps  and  institu- 
tions which  have  custody  of  children  for  long 
periods  of  time  wish  to  have  more  than  the 
minimum  necessary  medical  information  on 
children  in  their  custody,  the  Academy 
stresses  that  the  amount  of  additional  in- 
formation required  should  be  determined  by 
each  institution  with  the  help  of  its  medical 
advisors. 

“In  this  determination,  consideration 
should  be  given  to  local  circumstances,  such 
as  availability  of  health  resources,  hazards 
to  which  the  child  will  be  exposed,  and  the 
camp  program,”  the  statement  points  out. 


Grant  to  woman’s  school 

A gi-ant  to  assist  the  redevelopment  of  a 
century  - old  Philadelphia  medical  school 
whose  historic  mission  has  been  the  educa- 
tion of  women  for  medicine  was  announced 
by  the  Commonwealth  Fund,  a New  York- 
based  philanthropic  foundation. 

The  $100,000  grant  was  made  to  Woman’s 
Medical  College  of  Pennsylvania  to  help  sup- 
port a self-study  and  planning  program  that 
is  making  significant  strides  in  redevelop- 
ing and  expanding  the  institution  to  educate 
men  as  well  as  women  to  become  physicians. 


Medicare:  Part  B 

Noting  that  it  is  probable  that  changes 
in  Medicare  will  be  enacted  during  this  ses- 
sion of  Congress,  the  Social  Security  Admin- 
istration has  instructed  carriers  to  continue 
temporarily  the  existing  levels  for  reim- 
bursement of  physicians  and  other  suppliers 
of  medical  services  under  Part  B of  Medicare 
which  were  due  to  be  changed  July  1,  1970. 


Based  on  instructions  issued  in  April, 
carriers  had  begun  the  operations  needed  to 
convert  charge  data  accumulated  in  1969  into 
new  customary  and  prevailing  charges  that 
would  be  applicable  beginning  July  1.  The 
limitation  on  prevailing  charges  was  to  be 
set  at  the  83rd  percentile  or  its  equivalent — 
i.e.,  the  level  of  customary  charges  made  by 
83  percent  of  the  physicians  in  a locality. 

In  the  meantime,  the  House  of  Repre- 
sentatives (on  May  21)  passed  a bill  which 
directs  the  establishment  of  prevailing  levels 
at  the  75th  percentile  in  reimbursing  for 
Medicare  services  provided  during  the  12- 
month  period  that  begins  July  1,  1970.  The 
Senate  is  now  considering  this  proposal. 

Upon  the  suggestion  of  a number  of  car- 
rier (Blue  Shield  and  insurance  company) 
representatives,  key  members  of  the  medi- 
cal profession,  and  the  Health  Insurance 
Benefits  Advisory  Council,  the  Social  Secur- 
ity Administration  decided  to  avoid  confu- 
sion for  beneficiaries  and  providers  of  serv- 
ices by  postponing  any  changes  in  present 
levels  of  reimbursement  until  the  issue  has 
been  considered  by  the  Senate. 

What  is  happening  to  public  hospitals? 

Public  hospitals,  the  “grande  dames”  of 
the  health  care  industry,  have  reached  the 
crossroads  in  their  long  history. 

Their  present  struggle  is  seen  by  some  as 
the  long-awaited  death  rattle  in  a system 
which  cannot  be  salvaged.  But  a newly  pub- 
lished study  indicates  that  many  health  care 
experts  are  exploring  ways  to  keep  the  doors 
of  the  public  hospital  wide  open.  And  there 
is  good  reason  to  keep  the  doors  open.  The 
more  than  300  public,  non-federal  health  care 
institutions  provide  more  than  20  percent 
of  the  total  health  care  in  the  nation. 

Increasing  third-party  payment  of  medical 
costs  and  the  universal  view  of  health  care 
as  a right  rather  than  a privilege  will  elim- 
inate the  need  for  public  hospitals,  some 
studies  show.  But  many  experts  warn  that 
the  closing  of  the  public  hospital  could  turn 
large  cities  into  medical  wastelands.  They 
add  that  the  public  hospital  can  even  take  on 
a unique  new  role  in  the  nation’s  changing 
health  care  drama. 
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For  years,  city  hospitals  were  first  in 
everything  except  the  heart  of  the  taxpayer, 
comments  Ray  E.  Brown,  executive  vice- 
president  of  the  Northwestern  University- 
McGaw  Medical  Center. 

Mr.  Brown  explains  that  the  problems 
facing  most  city  hospitals  today  are  over- 
crowding, understaffing,  obsolescent  and 
outworn  facilities,  highly  fragmented  and 
bureaucratized  administration,  and  woefully 
inadequate  financing.  But  he  feels  that  de- 
spite the  massive  problems,  these  hospitals 
must  be  saved  because  they  are  essential  to 
undergird  the  hospital  and  health  care  sys- 
tem of  a large  city. 

“Third-party  financing  isn’t  a hospital 
support  system,”  says  Mr.  Brown,  “but  a 
hospital  care  purchase  system  . . . The  city 
must  have  one  hospital  that  rounds  out  the 
eccentricities  of  its  voluntary  hospitals  and 
that  has  ultimate  responsibility  to  ensure  that 
all  the  hospital  needs  of  members  of  the 
city’s  population  are  met. 

“This  does  not  mean  that  it  has  to  meet 
all  the  hospital  needs  of  the  city,  but  it  does 
mean  that  it  has  to  meet  all  the  otherwise 
unmet  needs.  Since  unmet  needs  most  often 
are  correlated  closely  with  unmet  financing, 
it  also  means  that  such  a hospital  must  be 
substantially  subsidized,”  he  said. 

The  plight  of  the  tax-supported  public 
hospital  seems  to  have  a common  root  — 
politics.  Paul  M.  Ellwood,  Jr.,  M.D.,  execu- 
tive director  of  the  American  Rehabilitation 
Foundation  (Minneapolis)  and  its  Institute 
for  Inter-Disciplinary  Studies,  reports  that 
the  satus  of  public  hospitals  as  government- 
owned  institutions  reduces  their  efficiency, 
limits  their  responsiveness  to  shifting  needs, 
and  lessens  their  attractiveness  to  the  grow- 
ing number  of  people  who  are  free  to  choose 
where  they  obtain  health  care. 

The  attention  of  the  nation  was  dramatical- 
ly drawn  to  these  problems  when  the  coun- 
try’s largest  public  hospital.  Cook  Coun- 
ty in  Chicago,  was  nearly  forced  to  shut 
down  in  May.  The  article  in  the  AHA  Jour- 
nal written  by  County’s  former  medical  direc- 
tor, Robert  Freeark,  M.D.,  indicates  that 
with  its  disenthrallment  from  politics  there 


is  finally  some  hope  for  Cook  County  Hos- 
pital. 

The  studies  reflect  a definite  movement 
away  from  government  control  of  public  hos- 
pitals. In  general,  affiliation  with  a medi- 
cal school  seems  to  produce  the  greatest  ad- 
vantage for  an  ailing  public  hospital,  but 
other  possible  approaches  include  a “pub- 
lic benefit  corporation”  (such  as  in  New 
York  City),  a direct  governing  commission 
(as  at  Cook  County),  or  transferring  man- 
agement to  the  voluntary  sector. 

(Unless  a taxing  district  is  also  created, 
as  usually  is  the  case  with  a governing  com- 
mission, the  city  or  county  retains  the  re- 
sponsibility to  finance  care  for  the  indigent.) 

Many  health  care  experts  assign  a much 
larger  role  to  public  hospitals  than  maintain- 
ing adequate  care  for  the  medically  indigent. 
Some,  such  as  Lester  Breslow,  M.D.,  chair- 
man of  preventive  and  social  medicine  at 
UCLA,  hope  that  the  public  hospital  will  be- 
come a “community”  hospital : in  other 
words,  it  will  provide  one  class  of  care  to 
people  from  all  social  levels  within  a defined 
geographic  area  of  the  city.  To  Dr.  Bfes- 
low  and  others,  the  emerging  public  hospital 
will  make  segregated  health  care  for  the  poor 
a matter  of  history. 

The  public  hospital  will  doubtless  remain 
the  place  where  the  buck  stops,  where  other- 
wise unmet  needs  are  met.  But  the  AHA 
Journal  analysis  shows  that  experts  see  an 
upgrading  of  health  care  and  a firm  refusal 
to  practice  second-class  medicine  as  public 
hospitals  begin  to  gain  more  autonomy. 

Public  hospitals  have  not  solved  all  of 
the  problems,  the  issue  concludes,  but  more 
are  beginning  to  find  some  answers.  They  are 
managing  not  only  to  preserve  their  institu- 
tions, but  in  some  cases  to  transform  them 
into  leaders  in  progressive  health  care. 

The  AMA  convention 

In  its  first  uninterrupted  Annual  Conven- 
tion since  1967  (thanks  to  the  most  elaborate 
security  precautions  ever  taken),  the  House 
of  Delegates  considered  a record  volume  of 
business;  passed  a hotly  debated  statement 
on  abortion ; raised  membership  dues  to  help 
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finance  needed  programs;  heard  outgoing 
President  Gerald  D.  Dorman  challenge  the 
Association  to  attain  and  maintain  a spe- 
cific minimum  health  standard  of  “a  healthy 
child  and  a healthy  mother;”  and  applauded 
newly  inaugurated  President  Walter  C.  Bor- 
nemeier’s  call  for  greater  emphasis  on  pa- 
tient care  through  an  overhaul  of  medical 
education  and  training. 

Elections  — Wesley  W.  Hall,  Nevada,  was 
elected  President-Elect,  defeating  two  other 
trustees  and  one  delegate  running  for  the  po- 
sition. Dr.  Hall  will  become  the  16th  Presi- 
dent of  the  AMA  in  June,  1971. 

H.  Thomas  IMcGuire,  Delaware,  was  elect- 
ed Vice  President  and  Russell  B.  Roth, 
Pennsylvania,  and  J.  Frank  Walker,  Georgia, 
were  unanimously  re-elected  to  their  posts 
as  Speaker  and  Wee  Speaker  of  the  House, 
respectively. 

John  H.  Budd,  Ohio;  Richard  E.  Palmer, 
^Trginia;  James  H.  Sammons,  Texas;  and 
Kenneth  C.  Sawyer,  Colorado,  were  elected 
to  fill  the  four  vacancies  on  the  Board  of 
Trustees. 

George  W.  Petznick,  Ohio,  was  re-elected 
to  the  Judicial  Council. 

M.  Louise  C.  Gloeckner,  Pennsylvania,  was 
elected  to  the  Council  on  Constitution  and 
Bylaws. 

Warren  L.  Bostick,  California,  and  Ber- 
nard J.  Pisani,  New  York,  were  elected;  and 
Bland  W.  Cannon,  Tennessee,  was  re-elected 
to  the  Council  on  Medical  Education. 

Paul  W.  Burleson,  Alabama,  was  elected, 
and  Donald  R.  Hayes,  Massachusetts,  and  W. 
B.  Hildebrand,  Wisconsin,  were  re-elected  to 
the  Council  on  Medical  Service. 

House  Actions  — From  June  21  through 
June  25,  the  House  was  in  business  sessions 
17  hours  and  15  minutes,  during  which  it 
considered  a record  201  items  of  business. 
Included  were  61  reports  — 31  from  the 
Board;  3 from  the  Judicial  Council;  6 from 
the  Council  on  Constitution  and  Bylaws;  10 


from  the  Council  on  Medical  Education ; 5 
from  the  Council  on  Medical  Service;  and 
6 special  reports.  It  also  dealt  with  140 
resolutions  — 8 un-numbered  memorial  or 
commendatory  ones;  27  special  ones  gener- 
ated by  the  (Himler)  Committee  on  Plan- 
ning and  Development ; and  105  from  regular 
sources.  (A  tally  at  the  end  of  this  summary 
shows  the  disposition  of  each  item). 

Abortion  — After  long  debate  before  the 
reference  committee  and  on  the  floor  of  the 
House,  delegates  adopted  the  following  state- 
ment on  abortion : 

“Whereas,  Abortion,  like  any  other  medi- 
cal procedure,  should  not  be  performed  when 
contrary  to  the  best  interests  of  the  patient 
since  good  medical  practice  requires  due 
consideration  for  the  patient’s  welfare  and 
not  mere  acquiescence  to  the  patient’s  de- 
mands; and 

“Whereas,  The  standards  of  sound  clinical 
judgment,  which,  together  with  informed 
patient  consent  should  be  determinative  ac- 
cording to  the  merits  of  each  individual  case ; 
therefore  be  it 

“Resolved,  That  abortion  is  a medical  pro- 
cedure and  should  be  performed  only  by  a 
duly  licensed  physician  and  surgeon  in  an 
accredited  hospital  acting  only  in  conform- 
ance with  standards  of  good  medical  practice, 
and  after  consultation  with  two  other  physi- 
cians chosen  because  of  their  professional 
competence,  and  within  the  Medical  Prac- 
tice Act  of  his  State;  and  be  it  further 

“Resolved,  That  no  physician  or  other 
professional  personnel  shall  be  compelled  to 
perform  any  act  which  violates  his  good 
medical  judgment.  Neither  physician,  hos- 
pital, nor  hospital  personnel  shall  be  re- 
quired to  perform  any  act  violative  of  per- 
sonally held  moral  principles.  In  these  cir- 
cumstances, good  medical  practice  requires 
only  that  the  physician  or  other  professional 
personnel  withdraw  from  the  case  so  long 
as  the  withdrawal  is  consistent  with  good 
medical  practice.” 
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Out  of  the  Blue 


How  strangely  they  speak  English  in 
England.  They  say  “single  room”  for  “pri- 
vate room.”  And  they  write  “at  risk”  and 
“adrenaline”  (for  epinephrine)  and  “vines- 
thene,”  and  things  like  “ischaemic”  and 
“orthopaedic”  and  “anaesthesia”  and  “paedi- 
atrics.” They  say  “not  by  a long  chalk” 
and  “in  hospital ;”  they  have  “Mothering 
Sunday,”  and  other  holidays  on  Mondays; 
they  “walk  the  wards”  while  we  make 
rounds;  they  attend  “sick-parade,”  not  “sick 
call;”  and  they  prescribe  “phenobarbitone.” 
They  have  “Remembrance  Day”  and  “pro- 
grammes,” and  they  write  “whilst”  and 
“amongst.”  They  “sterilise,”  while  we  ster- 
ilize, and  they  say  “oestrogen”  and  “vita- 
mines”  and  “operating-theatre”  and  “la- 
bour,” they  say  “inverted  commas”  where 
we  say  “quotes,”  and  they  write  about  fits. 
But  I enjoy  their  medical  writing;  it’s  bet- 
ter than  ours.  IMaybe  they’ve  been  prac- 
ticing longer.  A course  in  medical  writing 
needs  no  books.  Just  read  the  British 
articles. 

I was  jotting  down  notes  to  be  read  by 
no  one  (the  British  write  no-one)  but  me, 
and  I had  failed  to  close  the  letter  “a”  in 


a word  that  was  perfectly  legible  when,  to 
my  dismay,  I found  myself  going  back  and 
closing  it,  for  no  reason  I could  defend.  So 
I conducted  a survey  to  see  how  widespread 
is  this  unfortunate  practice,  and  I found 
to  my  delight  that  everybody  does  this  ridicu- 
lous thing.  Of  course,  the  population  studied 
was  neither  random,  being  limited  to  my 
friends,  nor  large,  being  limited  to  my 
friends.  I prudently  closed  the  series  at 
three. 

I am  at  best  a poor  sort  of  bird-watcher 
and  a worse  bird-listener.  But  I woke  to 
the  sounds  of  our  feathered  friends  early 
one  morning,  and  heard  the  pleasing  call  of 
the  bobwhite,  which  sounds  as  if  he  were 
saying  his  name.  I went  to  the  word-book 
and  found  that  the  bobwhite  is  a quail,  and 
that  bobwhite  and  partridge  are  synonymous. 
But  he’s  not  really  saying  his  name,  it’s  a 
short  whistle  followed  by  a long  one  with  a 
rising  pitch.  You  can  just  as  easily  imagine 
that  the  bird  is  calling  “Hello”  or  “Come 
here.”  Who  was  Bob  White?  And  what 
was  he  doing  in  a pear  tree? 

— F.C. 


The  Funny  Bone 


The  Patient. 

“It’s  on  my  back  around  the  groin  area.” 

How  Much  Do  You  Weigh? 

“It  varies.” 

The  Chart. 

“The  bony  structures.” 

The  only  bony  structures  I ever  saw  were 
bones. 

Department  of  Definitions. 

Resurrection  men:  what  Mencken  called 
doctors. 

The  Relative. 

“It  didn’t  show  an  ulcer,  but  he’s  got  a 
gastric  stomach.” 

Pet  Peeve. 

“Vignette  appearance.” 


The  Oldest  Medical  Joke. 

The  four  kinds  of  doctors. 

The  internist:  Knows  everything  and 

does  nothing. 

The  surgeon:  Knows  nothing  and  does 
everything. 

The  psychiatrist:  Knows  nothing  and 
does  nothing. 

The  pathologist : Knows  everything  and 
does  everything.  But  three  days  too 
late. 

Remember? 

Quinsy. 

Slow  Death  Of  The  English  Language. 

“Bilaterally  symmetrical.” 

What  else  could  it  be? 

—F.C. 
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Down  Memory  Lane 


1.  Erysipelas  occurs  frequently  as  a com- 
plication during  convalescence  after  the  sim- 
ple operation  for  streptococcic  mastoiditis. 

2.  The  anaesthetist  should  be  given  time 
to  get  thorough  relaxation  before  the  sur- 
geon begins. 

3.  The  financial  burden  caused  by  sick- 
ness is  heavier  than  the  average  employee  is 
able  to  bear. 

4.  The  Scottsbluff  County  Medical  So- 
ciety and  iMidwest  Physicians  Club  gave  their 
annual  picnic  at  Agate  Springs,  July  17th. 

5.  The  pernicious  habit  of  so  many  house- 
wives of  perpetually  changing  the  arrange- 
ment of  furniture  is  sufficiently  aggravating 
to  a person  who  sees.  To  the  individual  who 
is  blind,  it  becomes  a real  tragedy. 

6.  When  one  first  takes  up  the  study 
of  so-called  health  insurance,  he  is  confront- 
ed with  an  amount  of  evidence  that  is  be- 
wildering. 

7.  One  of  the  foremost  medical  men  of  the 
age.  Major  General  William  C.  Gorgas,  for- 
mer Surgeon  General  of  the  United  States 
Army,  died  in  Queen  Alexandria  Hospital, 
London,  July  4th,  1920. 

8.  Thirty-three  per  cent  of  the  qualified 
physicians  in  our  state  were  enrolled  in  the 
M.R.C.  sendee. 

9.  A collection  of  portraits  and  engrav- 
ings of  famous  medical  men  and  medical 
subjects,  reported  to  be  the  second  best  in 
the  country,  has  arrived  at  the  University 
of  Nebraska,  College  of  Medicine. 

10.  Each  Councilor  is  specifically  author- 
ized to  lead  in  organizing  county  societies 
and  reporting  the  condition  of  the  profession 
in  his  district,  to  the  House  of  Delegates. 

Nebraska  State  IMedical  Journal 
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Lower  Extremity  Amputation  in  Diabetic  Pa- 
tients — M.  L.  Ecker  and  B.  S.  Jacobs 
(666  E Penn  St,  Philadelphia).  Diabetes 
19:189-195  (March)  1970. 

One  hundred  and  seventy-eight  lower  ex- 
tremity amputations  perfoiTned  on  103  dia- 
betic patients  were  reviewed  in  order  to  com- 
pare the  mortality,  morbidity,  healing,  and 
prosthetic  use  and  ambulation  at  different 
levels  of  amputation.  The  early  mortality 
was  12.4%  at  the  AK  level  and  8.7%  at  the 
BK  level,  probably  because  AK  amputations 
were  done  in  more  seriously  ill  patients.  Of 
the  BK  amputation,  15.1%  failed  to  heal  as 
compared  with  only  4.7%  of  the  AK  ampu- 
tations. However,  96%  of  the  surviving  BK 
amputees  became  prosthetic  users  as  com- 
pared wuth  only  55%  of  the  AK  amputees. 
Late  breakdown  of  the  BK  stump  once  heal- 
ing had  occurred  w'as  not  a significant  prob- 
lem. The  long-term  fate  of  the  patient  and 
the  contralateral  limb  as  w’ell  as  factors  in 
selecting  the  proper  amputation  level  are 
discussed. 

Periodic  Health  Examination  Combined  With 
Multiple  Screening  Tests  in  General  Prac- 
tice — M.  P.  Taylor  (Royal  Infimiary, 
Doncaster,  England).  J Roy  Coll  Gen 
Practit  19:146-157  (March)  1970. 

Periodic  health  examinations  were  offered 
to  patients  of  both  sexes  over  the  age  of 
35  in  a group  practice.  The  program  includ- 
ed the  use  of  questionnaires,  limited  physical 
examination,  and  multiple  screening  tests. 
Of  637  patients  invited,  68.5%  were  finally 
examined.  The  highest  acceptance  rate, 
73.8%,  was  from  women  between  the  ages 
of  35  and  64.  Periodic  health  examinations 
revealed  a substantial  amount  of  morbidity, 
much  of  it  relating  to  chronic  conditions  such 
as  obesity  and  cardiovascular  and  respira- 
tory disease.  Such  examinations  would  help 
to  fill  a definite  gap  in  primary  medical  care 
and  should  ideally  be  carried  out  in  general 
practice. 


502 


Nebraska  S.  M.  J. 


GENERAL 


From  the  Editor 


Creer  named  by  AMA 

Ralph  Creer  has  been  named  director  of 
the  Department  of  Scientific  Assembly  for 
the  American  Medical  Association.  He  will 
act  as  secretary  of  the  Council  on  Scientific 
Assembly. 

Creer  succeeds  Ralph  DeForest,  M.D.,  who 
has  been  named  director  of  the  newly  creat- 
ed Department  of  Medical  Instrumentation. 
The  AMA  program  of  medical  motion  pic- 
tures and  television  will  continue  to  be  di- 
i-ected  by  Creer. 

Creer  is  president  of  the  Audiovisual  Con- 
ference of  Medical  and  Allied  Sciences;  di- 
rector of  the  Council  on  Medical  Television ; 
and  a trustee  of  the  Council  on  International 
Nontheatrical  Events. 


Consumer  advisory  committee 
for  JCAH 

Representatives  of  14  consumer  organiza- 
tions met  with  the  Joint  Commission  on  Ac- 
creditation of  Hospitals  in  Chicago,  June  18, 
1970,  to  formulate  plans  for  establishing  a 
consumer  advisory  committee  to  the  Joint 
Commission.  This  advisory  committee  is 
one  of  a series  of  outside  standing  commit- 
tees authorized  by  the  Joint  Commission’s 
Board  of  Commissioners  to  counsel  on  stand- 
ards and  procedures. 

At  the  meeting,  chaired  by  John  D.  Por- 
terfield, M.D.,  director  of  the  Committee, 
consumer  representatives  named  two  ad  hoc 
committees,  a membership  committee  and  a 
budget  committee,  to  develop  the  mechanism 
for  consumer  participation  in  the  accredita- 
tion function. 

According  to  Mrs.  Beulah  Sanders,  first 
vice  chairman  of  the  National  Welfare 
Rights  Organization  and  acting  chairman  of 
the  consumer  group,  both  committees  will 
meet  in  Washington,  D.C.  within  the  next 
two  weeks  to  make  recommendations  con- 
cerning the  membership  of  the  new  advisory 
committee  and  to  draft  a proposal  concern- 


ing required  financing  and  possible  sources 
of  funds. 

In  addition,  the  group  discussed  recom- 
mendations made  by  the  National  Welfare 
Rights  Organization  concerning  the  newly- 
adopted  standards  for  the  accreditation  of 
hospitals.  These  recommendations,  togeth- 
er with  any  additional  recommendations 
made  by  other  consumer  groups,  will  be  con- 
sidered at  the  July  meeting  of  the  Stand- 
ards Committee  of  the  Joint  Commission. 


Mrs.  Hetzner  president-elect  of  MLA 

Donald  Washburn,  D.D.S.,  director.  Bu- 
reau of  Library  and  Indexing  Service,  Amer- 
ican Dental  Association,  Chicago,  is  the  new 
president  of  the  Medical  Library  Association. 
Mrs.  Bernice  M.  Hetzner,  librarian  and  pro- 
fessor of  library  science.  University  of  Ne- 
braska, College  of  Medicine  Library,  Omaha, 
is  vice  president  and  president  elect.  Miss 
Marie  Harvin,  research  medical  librarian. 
University  of  Texas,  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  Library,  Houston 
will  serve  as  elected  secretary,  and  Mr.  Rich- 
ard A.  Davis,  director.  Midwest  Regional 
Medical  Library,  Chicago,  will  serve  as  treas- 
urer. Dr.  Washburn  will  preside  at  the  1971 
meeting  of  the  Association  in  New  York 
City,  May  30  - June  3. 


Effect  of  Withdrawal  of  Corticotropin  in  Pa- 
tients on  Long-Term  Treatment  for  Multi- 
ple Sclerosis — J.  H.  D.  Millar  et  al  (4  Dera- 
more  Park,  Belfast,  Ireland).  Lancet  1: 
700-701  (April  4)  1970. 

There  is  no  evidence  that  the  withdrawal 
of  corticotropin  over  a period  of  one  year 
from  156  patients  with  multiple  sclerosis  in- 
creased the  disability,  the  frequency,  or  the 
severity  of  relapses  compared  with  the  ex- 
perience of  150  controls. 
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Mrs.  Krush  at  AMA 

A Creighton  University  faculty  member 
has  been  scheduled  to  present  a paper  to  a 
meeting  of  the  American  Medical  Association 
in  Chicago. 

Mrs.  Anne  J.  Krush,  assistant  professor  of 
preventive  medicine  and  public  health, 
planned  to  talk  on  “A  Computer-Based  Sys- 
tem of  Coding  for  Genetic  Studies  of  Large 
Kindreds.” 

Mrs.  Krush  is  senior  author  of  the  paper. 
Co-authors  are  the  Rev.  Edward  Sharp,  S.J., 
director  of  the  Creighton  Computer  Center, 
and  Dr.  Henry  T.  Lynch,  9406  Douglas  St., 
chairman  of  the  Department  of  Preventive 
Medicine  and  Public  Health. 

The  paper  deals  with  a new  approach  for 
the  statistical  handling  and  adaptation  to 
computers  of  medical  and  socioeconomic  in- 
formation concerning  family  groups. 

A Creighton  exhibit  entitled  “Skin,  Can- 
cer, and  Heredity”  will  be  shown  at  the  AMA 
meetings.  It  was  created  by  Mrs.  Krush, 
Dr.  Lynch  and  Dr.  William  L.  Harlan,  Asso- 
ciate Professor. 

U of  N’s  new  library 

As  we  go  to  press,  walkie-talkies  and  a 
special  conveyor  system  are  to  be  used  to 
facilitate  the  move  into  the  new  library  at 
the  University  of  Nebraska  Medical  Center 
during  the  week  of  July  6-12. 

The  walkie-talkie  system  will  connect  the 
new  library  atop  the  Basic  Science  Building 
with  the  old  library  in  University  Hospital. 
Using  the  instruments  will  be  the  two  em- 
ployees with  a master  list  of  locations  where 
the  160,000  volumes  will  be  placed.  Also 
using  the  radios  will  be  the  two  library  em- 
ployees providing  emergency  library  serv- 
ice: the  reference  librarian  and  a clerk  at 
the  telephone,  the  number  of  which  has  been 
given  only  to  a few  IMedical  Center  execu- 
tives. Both  employees  will  be  stationed  in 
the  new  library. 

The  conveyor  belt  is  needed  to  transfer 


books  from  the  stacks  on  the  two  levels 
that  are  not  accessible  by  elevator.  One  of 
the  chief  complaints  with  the  “temporaiy” 
headquarters  which  has  housed  the  library 
for  43  years  is  that  books  cannot  be  moved 
from  these  levels  except  by  hand  or  by  small 
dumb  waiter.  The  conveyor  system  has  been 
rented  for  the  move. 

Books  from  the  other  two  levels  of  the 
old  library  — the  mezzanine  and  level  4 — 
will  be  transferred  respectively  by  truck 
between  the  two  buildings  and  through  the 
hospital  corridor  into  a ramp  connecting  the 
hospital  with  the  Basic  Science  Building  and 
then  into  an  elevator  into  the  new  library. 

Assisting  the  library  staff  of  24  will  be 
four  extra  helpers,  all  students,  and  14  em- 
ployees from  two  other  Medical  Center  de- 
partments. 

Although  chief  librarian  Mrs.  Ralph  Hetz- 
ner  has  not  issued  a call  for  volunteers,  two 
have  been  provided  for  in  the  master  mov- 
ing plan.  One  nursing  student  has  already 
volunteered. 

Each  member  of  the  libary  staff  has  been 
assigned  to  a certain  section  where  she  will 
arrange  books  delivered  by  the  other  help- 
ers. 

All  the  books  will  be  vacuumed  either  be- 
fore they  leave  the  old  library  or  before  they 
are  placed  on  the  shelves. 

Preliminary  work  actually  began  on  July  2 
when  movers  began  vacating  the  catalog 
room  in  the  old  library. 

The  Medical  Center  crew  will  not  handle 
the  moving  of  some  large  electric  equipment, 
such  as  the  copying  machine.  A new  ma- 
chine has  been  ordered  for  the  new  library. 
The  Northwestern  Bell  Telephone  Company 
will  move  the  teletype  machine  which  con- 
nects the  Medical  Center  library  with  medi- 
cal libraries  throughout  the  nation  and  li- 
braries in  various  Nebraska  communities. 
IBM  will  move  the  magnetic  tape  typewriter. 

Construction  on  the  $2,400,000  library  was 
started  in  November,  1968.  Its  three  floors 
contain  a total  of  72,000  square  feet  of  floor 
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space,  compared  with  18,000  in  the  old  li- 
brary. It  has  a minimum  capacity  of  283,- 
000  volumes. 

The  library  is  the  official  library  of  the 
Nebraska  State  Medical  Association  and 
early  this  year  was  named  one  of  eleven  Re- 
gional Medical  Libraries  by  the  United 
States  Public  Health  Service.  In  this  latter 
capacity  it  serves  the  states  of  Missouri, 
Kansas,  South  Dakota,  Wyoming,  Colorado 
and  Utah  as  well  as  Nebraska. 

Construction  was  made  possible  by  a 
grant  from  the  United  States  Health  Serv- 
ice, state-appropriated  funds,  and  money 
raised  in  a campaign  conducted  by  alumni 
of  the  College  of  Medicine. 


1881,  in  Fowler,  Illinois.  He  died  June  4, 
1970,  at  the  age  of  88. 

Doctor  Decker  was  a graduate  of  Wart- 
burg  College  in  1901,  and  of  Jefferson  Medi- 
cal College  in  1906.  He  interned  at  Milwau- 
kee and  moved  to  Byron  in  1908  where  he 
practiced  for  55  years. 

Doctor  Decker  was  the  first  Speaker  of  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association,  an  office  he  held  for 
, 13  years.  He  also  served  as  Vice  President 
of  the  Association  and  was  a life  member. 

Survivors  include  sons,  Edgar  C.  of  Lin- 
coln, Rudolph  F.,  Jr.,  of  South  Haven,  Michi- 
gan, Martin  T.  of  Boulder,  Colorado,  and 
daughter,  Mrs.  J.  W.  Boswell  of  Lombard, 
Illinois. 


Welcome  New  Members 

Shirley  A.  Simmons,  M.D. 

110  Doctors  Building 
Omaha,  Nebraska  68131 


Maynard  M.  Greenberg,  M.D.,  Omaha 

Doctor  Maynard  Greenberg  was  born  in 
1903  and  died  in  Omaha  on  June  21,  1970, 
at  the  age  of  67. 


Robert  D.  Lynch,  M.D. 

8300  Dodge  Street,  #219 
Omaha,  Nebraska  68114 

Charles  A.  Field,  M.D. 
University  of  Nebraska 
College  of  Medicine 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 

Randolph  M.  Ferlic,  M.D. 
University  of  Nebraska 
Medical  Center 
42nd  and  Dewey  Avenue 
Omaha,  Nebraska  68105 
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By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Rudolph  F.  Decker,  M.D.,  Byron 

Doctor  Rudolph  Decker  was  born  July  20, 


Doctor  Greenberg  graduated  from  the 
Creighton  University  School  of  Medicine  in 
1928,  and  he  had  practiced  medicine  in  Oma- 
ha for  30  years.  Doctor  Greenberg  served 
many  years  as  an  Associate  Professor  of 
Ophthalmology  at  Creighton  University. 

He  is  survived  by  his  widow,  Sally;  his 
daughter,  Ellen  Wolff  of  Highland  Park, 
Illinois,  and  a son,  Avrum  of  Omaha. 

William  H.  Schmitz,  Sr.,  M.D.,  Omaha 

Doctor  William  H.  Schmitz,  Sr.,  was  born 
November  20,  1893  at  Harlan,  Iowa.  He 
died  in  Omaha  on  June  25,  1970,  at  the  age 
of  76. 

Doctor  Schmitz  graduated  from  Creighton 
University  in  1918  and  Creighton  University 
School  of  Medicine  in  1922.  He  had  prac- 
ticed in  Omaha  for  46  years  in  the  specialty 
of  urologj^  and  dermatology. 

Doctor  Schmitz  was  currently  a life  mem- 
ber of  the  Nebraska  State  Medical  Associa- 
tion. 

Survivors  include  a son.  Doctor  William 
H.  Schmitz,  Jr.,  of  Omaha,  with  whom  he 
had  practiced  in  partnership,  and  a daugh- 
ter Mrs.  Raymond  Kartasuk  of  Lincolnwood, 
Illinois. 
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Picture  Gallery 


N.S.M.A.  MEMBERS  ATTENDING 
A.M.A.  II9TH  ANNUAL  CONVENTION 


Seated  (left  to  right)  — J.  Whitney  Kelley,  M.D.,  N.S.M.A.  Immediate  Past 
President;  C.  E.  Brott,  M.D.,  N.S.M.A.  President;  Standing  (left  to  right)  — 
John  R.  Schenken,  M.D.,  Delegate  to  A.M.A. ; Roger  D.  Mason,  M.D.,  N.S.M.A. 
President-Elect  and  Alternate  Delegate  to  A.M.A.;  K.  S.  J.  Hohlen,  M.D., 
Delegate  to  A.M.A.,  1938-1955  and  N.S.M.A.  President,  1930-31;  R.  F. 
Sievers,  M.D.,  Alternate  Delegate  to  A.M.A.;  Earl  F’.  Leininger,  M.D.,  Dele- 
gate to  A.M.A.;  and  Russell  R.  Best,  M.D.,  Delegate  to  A.M.A.  from  Section 
on  General  Surgeiy. 
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Mrs.  J.  W.  Kelley,  chairman  of  the  American  Medical  Association  Education  and  Research 
Foundation  (AMA-ERF).  of  the  Woman’s  Auxiliary  to  the  Nebraska  State  Medical  Association, 
displays  an  AMA-ERF  picture  awai’d  presented  to  her  during  the  national  Auxiliary’s  recent  con- 
vention in  Chicago.  The  Nebraska  Auxiliary  received  recognition  for  having  the  largest  percent 
of  increase  over  the  past  year. 
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CLARENCE  R.  BROTT,  M.D. 
President,  Nebraska  State  Medical  Association 
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The  Law 


Richardson  to  HEW 

In  an  unexpected  move,  President  Nixon 
announced  the  transfer  of  HEW’s  Secretary 
Finch  to  the  White  House  Advisory  staff  to 
serve  on  his  newly  formed  Domestic  Affairs 
Council.  He  named  Elliott  Richardson,  pres- 
ent Undersecretary  of  State,  to  the  HEW 
post.  A career  government  employee,  Rich- 
ardson served  as  Assistant  Secretary  of 
HEW  for  two  years  (1957  - 1959)  under  the 
Eisenhower  administration  and  was  acting 
Secretary  of  HEW  for  three  months  . . . 
Mr.  Finch’s  transfer  to  the  White  House 
will  take  effect  after  the  confirmation  of 
Mr.  Richardson  by  the  Senate  ...  On  Wed- 
nesday, HEW  Commissioner  of  Education, 
James  E.  Allen,  Jr.,  a critic  of  the  Admin- 
istration’s Southeast  Asian  and  school  de- 
segregation policies,  was  asked  to  resign. 
In  commenting  on  the  dismissal,  HEW  Un- 
dersecretary John  Veneman  said  that  he  had 
received  some  complaints  concerning  Allen’s 
administrative  performance,  and  that  Finch 
had  decided  to  ask  for  the  resignation  at  this 
time  so  as  to  give  the  new  Secretary  of  HEW 
a clean  slate. 

FDA  requires  pill  insert 

The  Food  and  Drug  Administration  pub- 
lished the  text  of  a “warning  statement  to 
the  patient’’  to  be  included  in  oral  contra- 
ceptive packages  which  are  dispensed  to  pa- 
tients. This  third  and  final  version  includes 
this  statement:  “Oral  contraceptives  are 

powerful  and  effective  drugs  which  can  cause 
side  effects  in  some  users  and  should  not 
be  used  at  all  by  some  women.  The  most 
serious  side  effect  is  abnormal  blood  clot- 
ting, which  can  be  fatal.”  The  statement 
continues  by  advising  the  patient  to  discuss 
the  safe  use  of  The  Pill  with  her  doctor.  It 
also  tells  her  that  an  information  booklet 
prepared  by  the  manufacturer  is  available 
from  her  doctor. 

Radiation  safety  bill  introduced 

Senator  Randolph  (D)  W.Va.  introduced 
S.  3975,  the  Radiation  Health  and  Safety  Act 


of  1970  which  calls  for  the  establishment  of 
national  guidelines  for  the  training  and  li- 
censure  of  radiologic  technicians  . . . 
Senator  Randolph  said  that  diagnos- 
tic radiologic  exposure  techniques  are 
an  “essential  and  extremely  valuable 
medical  tool  resulting  in  the  saving  of  a 
100,000  or  more  lives  per  year  . . . How- 
ever, it  is  generally  recognized  among  pub- 
lic health  officials  that  diagnostic  medi- 
cal and  dental  usage  in  the  U.S.  results  in 
more  radiation  exposure  than  is  necessary.” 
. . . The  Randolph  bill  seeks  to  provide  strict- 
er control  of  the  qualifications  of  people  who 
are  providing  x-rays  so  as  to  reduce  un- 
necessary radiation  exposure  . . . The  bill 
was  referred  to  the  Senate  Labor  and  Pub- 
lic Welfare  Committee. 

AMA  and  NMA  testify  together 

Representatives  of  the  American  Medical 
Association  and  the  National  Medical  Asso- 
ciation presented  a joint  statement  to  the 
Ad  Hoc  Committee  on  Medicare  and  Medi- 
caid of  the  Senate  Finance  Committee  . . . 
Criticizing  the  Senate  Finance  Committee’s 
Staff  Report  on  Medicare  and  Medicaid  Prob- 
lems, NMA  President  Julius  W.  Hill,  M.D., 
told  the  Subcommittee,  “The  report  attacked 
the  very  physicians  working  closest  to  the 
poor  and  treating  them.  It  was  bitterly  iron- 
ic. To  work  sixty  and  more  hours  a week 
in  the  ghetto,  and  to  be  fairly  paid  was  sud- 
denly prima  facie  evidence  of  wrong  doing.” 
Doctor  Hill  went  on  to  comment  that  it  was 
difficult  enough  to  get  physicians  to  prac- 
tice among  the  poor,  and  that  if  these  men 
are  to  be  subjected  to  irresponsible  accusa- 
tions for  the  size  and  success  of  their  ghetto 
practices,  it  would  soon  be  impossible  to 
find  a doctor  among  the  American  poor. 

The  joint  statement  was  opened  by  AMA 
President  Gerald  D.  Dorman,  M.D.,  who 
urged  the  Committee  that  it  approach  the 
problems  of  providing  a high  level  of  medi- 
cal care  to  all  Americans  “as  partners  and 
not  as  antagonists,”  and  not  use  up  precious 
time  in  negative  exercises.  Doctor  Doi*man 
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described  AMA’s  Medicredit  proposal  and 
outlined  three  positive  approaches  the  medi- 
cal profession  hopes  to  see  the  Nation  pursue. 
First  would  be  certificates  to  low-income 
individuals  and  families  to  be  used  to  pur- 
chase qualified  and  comprehensive  health  in- 
surance. The  second  would  be  the  use  of 
tax  credits  for  the  purchase  of  qualified 
health  benefits  coverage.  The  greatest  as- 
sistance would  go  to  those  families  and  indi- 
viduals with  the  most  modest  incomes.  The 
third  program  called  for  a peer  review  mech- 
anism to  insure  high  quality  of  care  and  to 
prevent  abuses  of  the  IMedicare  and  Medi- 
caid programs  . . . Doctors  Dorman  and 
Hill  were  accompanied  at  the  witness  table 
by  Russell  B.  Roth,  M.D.,  Speaker  of  the 
AIMA  House  of  Delegates  and  Andrew  R. 
Thomas,  M.D.,  Secretary  of  the  NMA  House 
of  Delegates. 

Hill-Burton  veto  overridden 

The  Senate,  by  a vote  of  76-19,  overrode 
the  President’s  veto  of  the  Hill-Burton  Medi- 
cal Facilities  Construction  and  Moderniza- 
tion Amendments  of  1970,  H.R.  11102,  mak- 
ing it  the  first  time  that  a veto  has  been  over- 
ridden in  10  years  . . . On  the  Thursday  be- 
fore, the  House  had  taken  similar  action  by 
a vote  of  279-98  . . . The  main  argument  of 
those  overriding  the  veto  was  that  it  was 
“.  . . a matter  of  showing  our  commitment 
to  the  health  needs  of  the  Nation,  and  that 
health  is  a top  priority  item.  We  should 
guarantee  that  these  funds  should  be  ex- 
pended.” . . . Those  members  of  the  House 
who  voted  to  uphold  the  President’s  veto 
argued  that  there  was  a recent  increase  of 
the  debt  limitation  placed  on  the  President, 
and  that  their  requiring  a certain  level  of 
spending  was  going  backwards  in  their  ef- 
forts to  cut  the  National  debt. 

The  President  had  vetoed  H.R.  11102, 
calling  the  bill  ”...  a long  step  down  the 
road  of  fiscal  irresponsibility.”  Mr.  Nixon 
said  that  the  needs  of  hospitals  today  are 
for  modernization  of  existing  facilities  rather 
than  the  construction  of  new  facilities,  and 
that  modernization  should  be  carried  out 
with  loan  guarantees,  calling  for  the  even- 
tual elimination  of  the  grant  program.  The 
Administration  had  originally  asked  for 
$50  million,  but  the  bill  as  passed  by  Con- 


gress authorized  $402  million  for  the  grant 
program  for  fiscal  year  1971  . . . The  Presi- 
dent also  took  sharp  exception  to  Section 
601  of  the  bill  which  states  that  the  Admin- 
istration could  not  spend  for  any  other  pro- 
grams the  amounts  which  are  appropriated 
for  Hill-Burton;  the  research  and  training 
activities  of  the  National  Institutes  of 
Health;  the  Regional  Medical  Program  for 
Heart  Disease,  Cancer  and  Stroke;  and  pro- 
grams for  the  construction  and  staffing  of 
community  mental  health  centers  and  mental 
retardation  facilities.  Mr.  Nixon  said  that 
this  section  “.  . . isolates  the  financing  of  one 
group  of  Federal  programs  as  ‘untouchable’ 
without  assessing  its  merits  against  the  fi- 
nancial needs  of  other  programs.” 

As  cleared  by  the  Congress,  and  enacted 
into  law,  the  bill  extends  for  three  years  the 
program  of  matching  Federal  grants  to 
states  for  the  construction  of  hospitals  and 
other  facilities.  Grants  are  also  authorized 
for  the  construction  of  long-tenm  facilities, 
out-patient  facilities,  and  rehabilitation  fa- 
cilities. The  bill  also  permits  the  Federal 
government  to  share  up  to  90%  of  the  costs 
of  projects  with  a potential  for  reducing 
health  care  costs  or  projects  serving  poverty 
areas,  and  authorizes  Federal  assistance  for 
the  purchase  of  equipment  for  health  facili- 
ties even  when  no  construction  or  moderniza- 
tion grants  are  involved.  It  also  authorizes 
HEW  to  make  direct  loans  to  public  agencies 
for  construction  and  modernization  of  health 
facilities,  and  to  guarantee  payment  of  prin- 
ciple and  interest  on  loans  made  by  non-Fed- 
eral  lenders  to  private  non-profit  agencies 
for  the  construction  and  modernization  of 
health  facilities  . . . Added  to  the  presant 
Hill-Burton  program,  was  a provision  that 
requires  the  Secretary  of  HEW  to  report  an- 
nually to  the  Congress,  beginning  1971,  on 
the  health  consequences  of  marihuana. 

Hearings  on  family  practice 

The  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee  has 
called  public  hearings  for  July  8-9,  1970,  on 
S.  3418  which  establishes  a 5-year  program 
of  assistance  to  public  and  private  non-profit 
medical  schools  and  hospitals  to  expand  ex- 
isting programs,  or  establish  new  programs. 
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of  training  in  the  field  of  family  practice. 
The  bill  also  calls  for  the  establishment  of  a 
12-member  Advisory  Council  on  Family 
Medicine  to  be  appointed  by  the  Secretary 
of  HEW  . . . The  House  Ways  and  Means 
Committee  has  announced  that,  on  July  20,  it 


Announcements 

Prize  essay 

The  Trustees  of  the  Caleb  Fiske  Fund  of 
the  Rhode  Island  Medical  Society,  the  oldest 
medical  prize  essay  competition  in  America, 
announce  two  subjects  for  the  1970  essay 
contest:  “The  Crisis  With  Hallucinogenic 
Drugs  — Possible  Solutions”  and  “Human 
Cell  Cultures  in  the  Diagnosis  of  Disease.” 

A cash  prize  of  $500  is  offered  for  the 
best  dissertation  on  either  subject.  Essays 
must  be  submitted  by  December  15,  1970, 
and  must  be  typewritten,  double-spaced,  and 
not  in  excess  of  10,000  words. 

For  additional  information  write  to  the 
Secretary,  Caleb  Fiske  Fund.  Rhode  Island 
Medical  Society,  106  Francis  Street,  Provi- 
dence, Rhode  Island  02903. 

USAN  8 

The  eighth  edition  of  United  States  Adopt- 
ed Names  (USAN  8)  has  just  been  published 
and  is  available  from  the  USAN  Division, 
U.  S.  Pharmacopeia,  4630  Montgomery  Ave- 
nue, Bethesda,  Md.  20014,  at  one  dollar  per 
copy,  payable  in  advance. 

Issued  by  the  U.S.P.  Convention  in  con- 
junction with  the  USAN  program,  the  new 
cumulative  136-page  booklet  lists  all  U.  S. 
Adopted  Names  released  during  the  years 
1967-1969,  and  it  supersedes  USAN  7.  It  is 
a supplement  to  the  main  volume,  USAN  5, 
which  was  published  in  1967  and  which  is 
fully  cumulative  from  the  start  of  the  U.  S. 
Adopted  Names  program  in  1961  through 
1966. 

Besides  87  new  names  adopted  and  an- 
nounced in  1969,  USAN  8 includes  the  con- 
tent of  last  year’s  edition,  USAN  7,  and 
significant  revisions  of  entries  previously 


will  begin  hearings  on  H.R.  17463  and  other 
bills  which  are  related  to  the  regulation 
of  controlled  dangerous  drugs.  A similar 
bill,  S.  3246,  cleared  the  Senate  on  Febru- 
ary 5,  1970,  and  is  presently  pending  before 
the  House. 


published.  Also,  it  gives  four  of  the  re- 
vised appendixes  in  their  entirety,  i.e.,  on 
USAN  for  radioactive  pharmaceuticals;  the 
guiding  principles  for  coining  U.  S.  Adopted 
Names;  official  and  other  established  names; 
and  F.D.A.  established  names.  The  last- 
named  appendix  includes  all  names  that 
have  been  published  as  finally  adopted  by  the 
Food  and  Drug  Administration. 

Information  in  USAN  5 and  USAN  8 — 
Each  main  entry  in  the  annual  USAN  List 
gives  the  United  States  Adopted  Name,  fol- 
lowed generally  by  the  name  broken  into  syl- 
lables with  accents  as  an  aid  to  pronun- 
ciation ; graphic  formula,  molecular  for- 
mula and  chemical  name,  to  the  extent 
known ; claimed  pharmacologic  activity  of 
the  compound;  trademark  name(s)  and 
name(s)  of  manufacturer (s) ; and  code  des- 
ignation (s).  The  appendixes  concern  USAN 
assigned  to  radioactive  pharmaceuticals; 
names  derived  from  USAN  or  other  estab- 
lished names;  guiding  principles;  USAN 
listed  by  categories ; index  of  trademarks  and 
code  and  other  designations;  a list  of  of- 
ficial and  other  established  names;  names 
and  addresses  of  firms  concerned  with  the 
selected  USAN ; and  official  names  estab- 
lished by  the  Food  and  Drug  Administration. 

The  two  booklets,  USAN  5 (1961-1966) 
and  USAN  8 (1967-1969),  provide  a com- 
plete list  of  U.  S.  Adopted  Names.  USAN  5 
(1961-1966),  which  will  remain  current  un- 
til 1971,  is  still  available  at  one  dollar  per 
copy,  with  payment  to  accompany  the  order. 

MLA  announces  awards 

Murray  Gottlieb  Prize  Essay  Aivard  — 
Mrs.  Kay  Olschner  received  the  Murray  Gott- 
lieb Prize  for  her  essay,  Pre-Civil  War  Jour- 
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nals  in  Louisiana,  which  will  be  published 
in  the  Bulletin  of  the  Medical  Library  As- 
sociation during  the  next  year.  Mrs.  Olsch- 
ner  is  assistant  reference  librarian  in  the 
Library  for  the  Division  of  Health  Sciences, 
University  of  North  Carolina,  Chapel  Hill. 

Ida  and  George  Eliot  Prize  Essay  Award 
— Thomas  C.  Meyer,  M.D.,  is  the  recipient 


of  the  Eliot  Prize  for  his  paper.  Communi- 
cations — a Supplement  to  Medical  Library 
Service.  The  paper  was  delivered  at  the 
MLA  Annual  Meeting  in  Denver  in  1968 
and  appeared  in  the  Bulletin  of  the  Medical 
Library  Association  V57,  1969.  Dr.  Meyer 
is  associate  dean  of  the  University  of  Wis- 
consin Medical  School. 


Letters  to  the  Editor 


To  the  Editor; 

Levodopa  has  just  been  released  by  the 
FDA.  At  present,  the  various  manufactur- 
ers are  apparently  limited  in  their  ability 
to  supply  all  pharmacies.  I suspect  this  will 
only  be  a temporary  situation.  This  drug 
has  received  considerable  publicity  and  will 
undoubtedly  be  widely  used.  The  informa- 
tion supplied  by  the  manufacturers  that  is 
inserted  with  their  packages  is  quite  com- 
plete. In  fact,  this  literature  may  be  too 
complete.  Some  facts  which  are  of  particu- 
lar importance  to  the  prescribing  physician 
are  lost  amongst  all  the  detail  that  is  in- 
cluded. Hence,  I would  like  to  take  this 
opportunity  to  emphasize  several  things 
which  are  based  on  the  experience  gained 
during  the  experimental  evaluation  of  levo- 
dopa  in  over  70  patients  seen  by  the  Neu- 
rology Department  at  the  University  Hos- 
pital. 

First,  a diagnosis  of  Parkinson’s  disease 
or  related  syndrome  must  he  definitely  estab- 
lished. At  times,  this  is  not  an  easy  thing 
to  do.  Approximately  15%  of  the  patients 
referred  to  us  for  treatment  of  Parkinson’s 
disease  did  not  have  Parkinson’s  disease. 
The  most  common  errors  were : cerebellar  dis- 
ease or  senile  (essential)  tremor.  It  is  im- 
portant to  make  a definite  diagnosis  be- 
cause: (1)  there  is  no  definite  evidence  at 
this  time  that  disorders  other  than  Parkin- 
son’s disease  or  conditions  closely  related  to 
it  respond  to  levodopa;  (2)  some  disorders 
with  tremor  and/or  rigidity  have  entirely 
different  prognoses  and  treatment ; and 
(3)  levodopa  is  potentially  dangerous  and  is 
expensive. 


Second,  levodopa  is  not  a “sure  cu7'e.”  Our 
results  are  about  the  same  as  most  others 
that  have  been  reported.  Only  about  60  to 
70%  of  the  patients  show  some  definite  im- 
provement which,  one  should  keep  in  mind, 
also  means  that  30  to  40%  of  the  patients  are 
not  benefited.  After  several  bad  experiences, 
we  have  found  that  it  is  extremely  valuable 
to  emphasize  to  the  patient  that  he  may  be 
helped  with  this  new  medicine  but  he  should 
not  expect  to  be  cured!  Even  among  the  60 
to  70%  who  are  improved,  it  is  rare  for 
a moderately  to  markedly  severely  disabled 
patient  to  be  able  to  entirely  resume  normal 
activities.  A number  of  patients  with  Par- 
kinson’s disease  are  psychologically  de- 
pressed ; this  depression  can  become  even 
more  profound  if  their  too  enthusiastic  hopes 
for  improvement  are  not  obtained.  This  may 
well  be  the  basis  for  several  of  the  suicides. 

There  seems  little  doubt  that  this  drug 
is  the  single  most  useful  medical  agent 
available  in  the  treatment  of  Parkinson’s 
disease.  On  the  other  hand,  with  all  the  en- 
thusiastic publicity  it  has  received  and  with 
the  frequent  attention  the  patients  obtain 
from  the  physicians  who  are  guiding  the 
dosage  and  looking  for  side-effects,  there 
must  be  a significant  degree  of  placebo  ef- 
fect. 

Third,  there  are  no  good  guides  to  selec- 
tion of  patients.  Because  of  the  problems 
in  titrating  the  dose,  the  side-effects  and  the 
cost  of  the  medicine,  levodopa  should  not  be 
the  first  drug  chosen  to  treat  a patient.  The 
more  commonly  used  drugs  (e.g.  Cogentin, 
Artane,  Benadryl,  etc.)  or  seven  Symmetrel 
(Parkes,  J.  D.  et  al:  Control  trial  of  aman- 
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tadine  hydrochloride  in  Parkinson’s  disease. 
Lancet  1 :259-262,  1970)  probably  should 
be  evaluated  before  levodopa  is  tried.  In  a 
general  sort  of  fashion,  the  patients  that 
seem  to  respond  most  satisfactorily  were 
those  with  only  moderate  impairment  main- 
ly because  bradykenesia,  to  a lesser  degree 
rigidity  and  to  an  even  lesser  degree  tremor 
who  were  physically  and  mentally  in  other- 
wise good  condition. 

Fourth,  the  medicine  is  not  without  serious 
side-effects.  One  of  our  patients  died  sud- 
denly. He  was  middle-aged,  without  other 
evident  disease.  The  cause  was  undeter- 
mined, but  since  he  was  on  levodopa,  one 
cannot  help  but  be  suspicious  of  a cause  and 
effect  relationship.  Almost  all  the  patients 
complained  of  some  anorexia  and/or  nausea 
at  some  point  in  the  course  of  their  continu- 
ally increasing  the  dosage.  In  about  10% 
of  our  series,  this  difficulty  was  severe 
enough  to  cause  excessive  vomiting  and,  if 
the  symptoms  persisted,  loss  of  weight. 
About  1/3  of  our  patients  developed  a dif- 
ferent type  of  involuntary  movement  than 
their  tremor.  These  were  usually  slow,  un- 
dulating movements  of  the  tongue  and/or 
head  or  more  rapid  (chloreiform)  jerks  of 
their  extremities.  These  can  be  very  an- 
noying to  the  patient,  and  sometimes  they 
are  even  more  bothersome  to  the  family. 
Even  when  the  patient  is  forewarned  about 
these  movements,  they  often  become  very 
upset  about  them.  As  far  as  we  know  now, 
these  movements  are  dose-related  and  dis- 
appear with  decrease  in  levodopa  dose.  How- 
ever, it  may  be  recalled  that  a similar  state- 
ment was  made  in  the  past  about  the  in- 
voluntary movements  induced  by  phenothia- 
zine  only  to  have  time  demonstrate  that  on 
occasion  the  movements  persisted  even  when 
the  causative  drug  was  removed. 

There  are  a large  number  of  other  side- 
effects  which  are  quite  adequately  listed  in 
the  package  inserts.  However,  one  particu- 
larly important  side-effect  is  not  adequately 
emphasized.  Perhaps  as  many  as  1/3  of  the 
patients  develop  some  degree  of  orthostatic 
hypotension,  and  in  about  5 to  10%  of  all 
patients  there  is  a great  enough  drop  in 
blood  pressure  to  be  alarming.  It  is  recog- 
nized that  drops  in  blood  pressure  may  be 


the  cause  of  CVA’s  or  myocardial  infarc- 
tions particularly  in  an  elderly  popula- 
tion similar  to  those  that  make  up  most 
of  the  patients  with  Parkinson’s  dis- 
ease. At  least  one  incidence  of  a stroke 
and  another  of  a myocardial  infarc- 
tion probably  secondary  to  a levodopa-in- 
duced  orthostatic  hypotension  have  been  re- 
ported. We  have  considered  it  necessary  to 
appraise  our  patients’  alterations  in  blood 
pressure  for  4 days  prior  to  treatment,  and 
then  during  the  first  two  wesks  of  treat- 
ment while  the  medication  is  being  relatively 
rapidly  increased.  We  have  done  this  by 
taking  blood  pressures  while  supine,  after  30 
minutes  of  rest,  then  immediately  on  stand- 
ing (using  a tilt-table  if  necessary),  and 
again  5 minutes  after  they  have  been  stand- 
ing. This  is  a time-consuming  operation 
which  usually  requires  hospitalization  but 
it  is  something  which,  based  on  our  experi- 
ence, we  feel  is  essential. 

Fifth,  within  limits,  the  slower  the  medi- 
cine is  increased  the  better  it  is  tolerated. 
This,  of  course,  can  be  carried  to  an  unrea- 
sonable degree.  As  a general  rule  (which 
means,  there  are  times  when  it  does  not 
apply  and  usually  those  times  are  when  the 
medicine  should  be  given  even  more  slowly) 
we  have  followed  the  following  schedule : 

— 125  mgm  four  times  a day  (breakfast, 
lunch,  dinner  and  bed-time  when  giv- 
en with  a snack). 

— increased  every  other  day  by  a total 
of  375  mgm  until  a total  daily  dose 
of  3,000  mgm. 

— add  250  mgm  for  2 weeks  and  then 
another  250  mgm  for  another  2 weeks 
so  that  at  the  end  of  the  one  month 
the  patient  is  on  3,500  mgm. 

— add  250  mgm  about  once  every  3-4 
weeks  until:  (1)  patient  is  “cured” 
(unlikely)  or  so  free  of  symptoms 
that  they  are  totally  satisfied  with 
the  results  or  (2)  side-effects  (par- 
ticularly anorexia,  nausea  or  dystonic 
movements)  limit  further  increase. 

All  previous  anti-Parkinson  drugs  have 
been  continued  during  the  time  they  are  on 
levodopa. 
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The  protocol  that  we  had  used  when  the 
drug  was  experimental  will  be  modified  be- 
cause some  of  the  testing  we  were  doing  has 
proved  unnecessary.  However,  our  experi- 
ence with  the  problems  of  initial  diagnosis 
and  the  problems  of  therapy  has  been  such 
that  we  still  plan  to  hospitalize  our  patients 
for  up  to  3 weeks,  during  which  every  ef- 
foid  will  be  made  by  the  Neurology'  Service 
to  establish  the  diagnosis  and  then  to  fol- 
low the  patients  very  carefully  during  their 
initial  dosage. 

This  letter  does  not  mean  to  be  a complete 
review  of  the  pharmacology*  of  this  new 
agent  but  rather  is  an  attempt  to  emphasize 
some  particular  points  about  this  new  and 
valuable  but  potentially  dangerous  medicine 
based  upon  fairly  extensive  experience  which 
we  were  fortunate  enough  to  get  while  it  was 
still  in  its  experimental  phase. 

Sincerely  yours, 

Walter  J.  Friedlander,  M.D. 
Professor  and  Chairman  of 
The  Department  of  Neurology 
University  of  Nebraska 
College  of  Medicine 
Omaha,  Nebraska 


To  the  Editor: 

Arthur  Jensen’s  article  in  Life  magazine 
which  states  that  the  Black  people’s  I.Q.  is 
genetically  low  is  invalid. 

We  have  not  read  Dr.  Jensen’s  article  in 
the  Harvard  Education  Review,  nor  do  we 
intend  to  do  so.  The  subject  does  not  do 
much  credit  to  the  scientific  man.  Neither 
is  the  subject  appropriate  to  the  times. 

Dr.  Jensen  is  probably  a Scandinavian  by 
the  sound  of  his  name,  although  one  can 
never  tell  in  our  polygenetic  civilization.  If 
he  is  Scandinavian,  it  might  be  well  to  re- 
member that  the  oldest  recorded  and  studied 
civilization  in  the  world  was  in  the  southern 
rift  valley  of  Africa.  We  do  not  know  for 
sure  what  the  color  of  their  skin  was,  but 
we  do  know  that  for  thousands  of  miles 
around  that  area,  the  natives  are  all  black. 

There  is  no  such  thing  as  a completely 
black  race.  It  is  made  up  of  many  com- 


ponents, so  the  problem  of  generalizing  would 
be  impossible. 

The  people  with  dark  skins  were  best  quali- 
fied to  sur\*ive  in  the  area  in  which  they 
lived.  This  is  proved  by  their  continued 
existence.  This  is  also  true  of  the  Norse- 
men. It  proves  nothing  in  relation  to  the 
Intelligence  Quotient. 

Dr.  Jensen  must  know  that  the  I.Q.  Test  is 
in  reality  an  achievement  test.  It  measures, 
after  a fashion,  the  amount  of  knowledge 
of  specialized  categories  a person  has  re- 
tained from  his  exposure  to  his  environ- 
ment: family'  and  community  life,  television, 
radio,  schools,  etc. 

The  Bellevue-Wechsler  Test  was  calibrated 
on  subjects  chosen  by  a white  man,  and 
measured  against  the  records  made  by  hun- 
dreds of  thousands  of  Ameiicans,  mostly 
white.  The  good  performance  by'  whites  as 
compared  to  blacks  is  very'  loaded  for  this 
reason. 

If  a black  psychologist  had  created  a sim- 
ilar test  using  subjects  in  which  black  peo- 
ple excelled,  and  calibrated  against  a Black 
population,  one  would  seriously  doubt  that 
Dr.  Jensen  would  obtain  the  same  results. 

Dr.  Jensen  may'  negate  the  effects  of  mal- 
nutrition as  being  of  no  importance,  but  be- 
ing physicians,  a psychiatrist  and  a general 
practitioner,  we  know  that  this  is  very'  im- 
portant. The  other  factors,  such  as  schools, 
radio,  and  television  programs  generated  to 
appeal  to  white  audiences,  lack  of  business 
opportunity,  all  of  these  things  play  an  im- 
portant part,  whether  he  thinks  so  or  not. 

J.  Whitney  Kelley,  M.D. 

W.  W.  Solomon,  M.D. 

To  the  Editor: 

I have  just  finished  reading  the  June  issue 
of  the  Journal  in  the  Sunday'  morning  quiet 
of  my  office.  Your  editorials  were  delight- 
ful. Please  do  as  much  omphaloskepsis  again 
as  time  and  space  afford.  I would  agree  with 
most  of  y'our  list  of  books,  but  I would  cer- 
tainly have  to  add  Montaigne  to  it.  A par- 
ticular delight  is  the  remedy'  for  the  over- 
inflated physician  to  be  found  in  “On  the 
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Resemblance  of  Children  to  Their  Fathers.” 
Yes,  I should  have  to  add  Montaigne. 

Keep  writing. 

Sincerely, 

Warren  Bosley,  M.D. 

To  the  Editor: 

The  week  of  October  4-9,  1970,  has  been 
proclaimed  by  us  as:  Medical  Week  in  Vi- 
enna. 

We  shall  hold,  “Open  House”  in  all  of  our 
leading  hospitals.  Special  arrangements  will 
be  made  to  receive  Physicians  and  Surgeons 
from  abroad  and  a series  of  (Monday 
through  Friday)  Seminars  will  be  scheduled 
in  the  various  specialties. 

I would  sincerely  appreciate  your  publish- 
ing this  information  as  a news  item  in  your 
Journal.  All  inquiries  addressed  to  us  will 
receive  our  immediate  attention. 

Thank  you  most  sincerely  for  your  cour- 
tesy and  cooperation  in  this  regard. 

Very  truly  yours, 

M.  Arthur  Kline,  M.D. 

Ed.  Note:  Write  to:  American  Medical 

Society;  11,  Universitatsstrasse,  Vienna  I, 
Austria. 


Patterns  of  Recurrent  Disease  in  Breast  Can- 
cer — J.  Bruce,  D.  C.  Carter,  and  J. 
Fraser  (Univ  of  Edinburg,  Edinburgh). 
Lancet  1:433-435  (Feb  28)  1970. 

The  pattern  of  recurrent  disease  had  been 
studied  in  423  “potentially  curable”  patients 
(clinical  stages  I and  II)  undergoing  simple 
mastectomy  and  radiotherapy  as  the  primary 
treatment  of  breast  cancer.  Local  recurrence 
alone  is  rare,  occurring  in  only  4%  of  pa- 
tients. Distant  metastases  are  common 
(49%),  and  in  those  patients  with  both  types 
of  recurrence  (26%)  the  local  and  the  distant 
lesions  appeared  synchronously.  Clinical 
staging  in  its  present  form  is  not  a reliable 
guide  to  treatment  and  should  probably  be 
abandoned.  With  newer  methods  of  asssess- 


ment,  conventional  forms  of  local  treatment 
may  still  retain  a place  in  the  therapeutic 
spectrum  once  clinically  occult  distant  dis- 
ease can  be  easily  and  accurately  detected. 

Surgical  Management  of  Multiple  Polyposis — 

C.  G.  Moertel,  J.  R.  Hill,  and  M.  A.  Adson 
(Mayo  Clinic,  Rochester,  Minn).  Arch 
Surg  100:521-526  (April)  1970. 

The  course  of  178  patients  with  multiple 
polyposis  has  been  followed  from  the  time 
of  treatment  with  subtotal  colectomy  and 
ileorectosigmoidostomy.  Rectal  carcinoma 
was  not  observed  in  35  patients  who  did  not 
have  rectal  polyps  initially.  Among  143  pa- 
tients whose  polypoid  disease  involved  the 
rectum,  31  had  rectal  cancer.  The  occur- 
rence rate  increased  from  5%  in  patients 
followable  for  five  years  to  59%  in  those  fol- 
lowable  for  23  years,  despite  frequent  procto- 
sigmoidoscopic  surveillance.  The  tendency 
to  rectal  carcinoma  was  enhanced  in  women 
patients,  the  patient  with  carcinoma  in  the 
resected  colon,  and  the  patients  with  more 
numerous  rectal  polyps  at  initial  diagnosis. 
Colectomy  with  ileorectosigmoidostomy'  is 
inadequate  treatment  for  multiple  polyposis 
of  the  large  bowel  diffusely  involving  both 
colon  and  rectum. 

Management  of  Spontaneous  Pneumothorax 

— M.  G.  Serementis  (Downstate  Medical 
Center,  Brooklyn,  NY).  Chest  57:65-68 
(Jan)  1970. 

The  records  of  155  patients  with  spon- 
taneous pneumothorax  seen  over  a ten-year 
period  were  reviewed  in  retrospect  with  em- 
phasis on  effective  management.  The  re- 
currence rate  was  found  to  be  average  41%. 
It  was  49%  for  patients  treated  with  bed 
rest.  40%  for  those  treated  first  with  bed 
rest  and  later  with  tube  thoracotomoy,  and 
38%  for  the  group  treated  primarily  with 
tube  drainage.  There  was  no  recurrence  aft- 
er open  thoracotomy  and  pleurodesis,  a pro- 
cedure advisable  after  the  second  episode  of 
pneumothorax.  The  complication  rate  was 
low  regardless  of  therapeutic  regimen  but 
hospitalization  was  considerably  shorter 
after  tube  thoracotomy. 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
w'ithout  charge  for  one  issue.  Each  advertisement 
w'ill  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1902  First  National 
Bank  BuHding,  Lincoln,  Nebraska  €8508. 


NEEDED  — A physician  to  continue  an 
established  general  practice  in  Milford,  Ne- 
braska. Located  20  miles  west  of  Lincoln, 
with  nearest  hospital  a 12  minute  drive  away 
at  Seward.  Primaiy  and  Secondary  schools,  a 
vocational  technical  school,  library  and  swim- 
ming pool.  Places  to  hunt  and  fish  located 
close  to  town.  Two  rest  homes  with  total  of 
150  beds.  Office  available.  If  interested 
please  contact  Charles  L.  Samuelson,  Box  F, 
Milford,  Nebraska  68405,  phone  402-761-4661. 


CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
teiTitoiy.  Write  Box  8,  Beaver  City,  Nebraska. 


NOTICE  — A general  medi:al  practice 
available  in  a prosperous  rural  area.  38  bed 
modern  hospital,  50  bed  new  nursing  home. 
Our  73  year  old  doctor  wants  to  retire,  will 
cooperate  fully  as  desired.  Medical  clinic 
community  - owned.  We  offer  a healthy  en- 
vironment free  of  traffic  congestion,  smog, 
riots,  water  pollution  and  racial  unrest.  In- 
terest free  money  available.  More  detailed  in- 
formation on  request.  Contact  W.  E.  Wright, 
M.D.,  or  Kenneth  Eyer,  Mayor,  Creighton,  Ne- 
braska 68729. 
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Corticosteroid  therapy 
week  after  week. 


then  antibiotic 
therapy  last  week. 

and  monilial 
overgrowth  this  week. 


For  many  patients  on  long-term  corticosteroid 
therapy,  the  addition  of  oral  antibiotic  therapy 
may  trigger  monilial  overgrowth  in  the  intestine. 
When  you  anticipate  such  a problem,  take 
action  with  DECLOSTATIN  300.  It  combines  the 
broad-spectrum  potency  of  demethylchlortetra- 
cycline  with  the  antifungal  effectiveness  of 
nystatin -it  helps  avoid  monilial  take-over. 
Experience  has  shown  DECLOSTATIN  to  be 
highly  useful  for  many  women  patients;  indi- 
vidual culture  studies  will  show  exactly  where 
this  usefulness  may  best  be  applied. 

it  doesn’t  let  monilia  begin 
where  bacteria  end. 

Declostatin*300 


Demethylchlortetracycline  HCI  300  mg  and  Nystatin 
500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN®  Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 
cycline or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallergic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.  Gastrointestinal  system  — anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  am.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfol  lative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN.  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone-forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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The  Guillain-Barre  Syndrome  — S.  D.  Cook, 
P.  C.  Dowling,  and  J.  X.  Whitaker  (710 
W 168th  St,  X"ew  York).  Arch  Neurol  22: 
470-474  (May)  1970. 

In  the  blood  of  14  of  22  patients  with  the 
Guillain-Barre  syndrome  (GMS),  increased 
numbers  of  basophilic  mononuclear  cells 
undergoing  DX"A  synthesis  were  found. 
There  was  a close  relationship  between  the 
number  of  these  at>i3ical  leukocytes  and 
clinical  activity  of  the  disease.  Increased 
numbers  of  DN^A  synthesizing  cells  were 
generally  present  in  the  acute  phase  of  this 
disorder,  whereas  recovery  was  associated 
with  normal  numbers.  Patients  with  the 
largest  number  of  these  cells  had  the  great- 
est morbidity.  The  presence  of  these  cells 
in  an  easily  accessible  tissue  may  offer  the 
clinician  a valuable  laboratory  guide  to  the 
diagnosis,  prognosis,  and  perhaps  to  therapy 
in  the  GMS. 

Risk  Factors  in  Coronary  Arteiy  Disease, 
Hypertension,  and  Diabetes  — J.  P.  Dunn 


et  al  (222  Broadway,  X"ew  York).  Amer 

J Med  Sci  259:309-322  (May)  1970. 

Risk  factors  for  coronary  artery  disease, 
diabetes,  and  hj-pertension  were  determined 
among  13,148  men  participating  in  periodic 
health  examination  programs  between  1950 
and  1964.  During  that  period  there  were 
401  new  events  of  coronary  artery  disease, 
241  new  events  of  diabetes,  and  988  new 
events  of  hypertension  based  on  the  cri- 
teria used  in  this  study.  Important  risk 
factors  for  coronary  artery  disease  w ere 
elevated  serum  cholesterol  and  systolic  blood 
pressure  and  hemoglobin  values  above  17  ^r. 
For  diabetes  the  important  risk  factors 
were  blood  glucose  levels,  family  history  of 
diabetes,  elevated  serum  cholesterol,  and  in- 
creased relative  weight.  The  risk  factors  for 
hj^pertension  were  systolic  blood  pressure, 
increased  relative  weight,  cigarette  smok- 
ing, elevated  serum  cholesterol,  and  the  diag- 
nosis of  diabetes.  The  effect  of  some  of  the 
risk  factors  varied  with  age.  Elevated  serum 
cholesterol  was  the  one  risk  factor  common 
to  all  three  conditions. 


Councilor  Districts  and  Coanties 

First  District:  Councilor:  Thomas 
J.  Gurnett.  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  C.  D. 

Bell,  Lincoln.  Counties : Lan* 

caster.  Otoe.  Cass. 

Third  District:  Councilor:  Wil- 

liam V.  Glenn.  Falls  City.  Coun- 
ties : Gage.  Johnson,  Nemaha, 

Pawnee,  Richardson. 

Fourth  District:  Councilor:  Rob- 

ert B.  Benthack,  Wayne.  Coun- 
ties: Knox.  Cedar,  Dixon,  Dakota, 
Antelope,  Pierce.  Thurston.  Madi- 
son. Stanton,  Cuming,  Wayne. 

Fifth  District:  Councilor:  Robert 

Sorenson.  Fremont.  Counties: 
Burt.  Washington,  Dodge,  Platte, 
Colfax.  Boone,  Nance,  Merrick. 

Sixth  District : Councilor : Houtz 

Steenburg,  Aurora.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District:  Councilor:  Lyle 

Nelson.  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District : Councilor : Robert 

Waters.  0‘Neill.  Counties:  Cher- 
ry. Keyapaha.  Brown,  Rock.  Holt, 
Sheridan.  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith.  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man. Howard.  Dawson.  Buffalo, 
Grant,  Hooker.  Thomas,  Blaine, 
Wheeler.  Loup.  Garfield. 

Tenth  District : Councilor  : Charles 

W.  Landgraf,  Jr..  Hastings. 
Counties:  Gosper,  Phelps.  Adams. 
Furnas.  Harlan.  Webster.  Kear- 
ney. Red  Willow,  Chase,  Frontier, 
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Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties : Lincoln.  Perkins,  Keith.  Mc- 
Pherson, Garden.  Arthur,  Logan. 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman,  Chadron.  Counties : 
Scotts  Bluff,  Banner.  Box  Butte. 
Morrill.  Kimball.  Cheyenne.  Sioux. 
Dawes. 
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-Chas.  Ashby.  Geneva 

George  John.  Wavne 

R.  I.  Westbrook.  Sargent 
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. T.  H.  Wallace.  Gordon 

D.  E.  Metcalf.  Gordon 

P.  J.  Hallgrimson.  Superior 

T.  C.  Kiekhaefer.  Superior 

Donald  Pavelka,  Omaha 

Otoe 

Phelps 

A.  H.  Bonebrake.  Nebr.  City- 
Walter  M.  Reiner.  Holdrege 
_ Robert  E.  Kopp.  Plainview.  _ _ 

.Wm.  C.  Kenner,  Nebr.  City 
R.  C.  Anderson.  Holdrege 
David  F.  Johnson.  Jr..  Osmond 
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S.  E.  Wallace.  Wahoo 
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Seward  _ _ 

- Robt.  Watson.  Seward 
Wm.  Gentry.  Falls  City 

R.  P.  Hoff.  Seward 
Marvin  Holsclaw,  Auburn 

Brj’ce  G.  Shopp,  Imperial 

James  Carson.  McCook 

Stanton 

Thaver 

-F.  A.  Mountford.  Davenport- 

H.  S.  Tennant.  Stanton 
L.  G.  Bunting.  Hebron 
K.  C.  Bagby.  Blair 

York-  - - 

.J.  S.  Bell.  York. 

B.  N.  Greenberg,  York 
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study  of  Effects  of  Tablet  Colors  in  Treat- 
ment of  Anxiety  States  — K.  Schapira 
et  al  (Dept  of  Psychology,  Medical  Univ 
of  Newcastle  upon  Tyne,  England).  Brit 
Med  J 2:446-449  (May  23)  1970. 

Forty  - eight  outpatients  with  anxiety 
states  were  treated  with  oxazepam  (Serenid- 
D)  for  a three-week  period  during  which 
they  received  the  drug  in  three  different  col- 
ors — red,  yellow,  and  green.  Every  patient 
received  one  week’s  treatment  with  each 
color,  according  to  a randomization  pro- 
gram. A Latin  square  design  was  used  to 
ensure  complete  balance  between  the  colors 
and  between  the  weeks.  The  severity  of 
symptoms  was  assessed  by  both  weekly 
physicians’  ratings  and  daily  self-rating, 
which  showed  close  agreement.  Symptoms 
of  anxiety  were  most  improved  with  green, 
whereas  depressive  symptoms  appeared  to 
I'espond  best  to  yellow.  Such  color  prefer- 
ences, however,  did  not  reach  levels  of  sta- 
tistical significance,  except  for  phobias,  as 
rated  on  the  physician’s  assessment. 


Since  7925 
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Calphosar 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 


THE  CARLTON  coRp 


Tenafly,  New  Jersey  07670 


Menrium  treats 
the  menopausal 
symptoms 

that  bother  him 
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Treatment  of  Regional  Enteritis  (Crohn’s 
Disease)  by  Azathioprine  — H.  Kasper, 
H.-D.  ZimmeiTnann,  and  E.  Nagele  (Medi- 
zinische  Universitatskliniken  and  Poliklini- 
ken,  Giessen,  West  Germany).  Deutsch 
Med  Wschr  95:1261-1265  (June  5)  1970. 

A 42-year-old  woman  and  a 36-year-old 
man  with  Crohn’s  disease  of  the  ilium  and 
of  the  rectum  and  distal  sigmoid,  respective- 
ly, were  given  100  mg  daily  of  azathioprine 
for  8 and  12  months.  Salazosulfapyridine 
and  prednisolone  had  previously  failed  to 
produce  a therapeutic  response.  Azathio- 
prine freed  both  patients  of  their  symptoms. 
This  response  was  confirmed  by  clinical  and 
radiological  improvement,  and  also  by  his- 
tology in  the  woman. 

Analysis  of  Cases  of  Sudden  Death  in  Chil- 
dren Seen  at  Lausanne  Institute  of  Path- 
ology, 1959  - 1969  — C.  Bozic  (Ho- 
pital  Cantonal,  Lausanne,  Switzerland). 
Schweiz  Med  Wschr  100:889  -893  (May 
23)  1970. 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscnpts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  {SY>  by  11  in.)  white  paper.  Wide  margins 
(at  least  1^4  left)  should  be  left  free  of  typing. 

On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  comer  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Autopsies  were  performed  at  the  Institute 
of  Pathology  between  1959  and  1969  on  a 
total  of  58  children  who  had  died  suddenly. 
The  most  frequently  found  causes  for  sud- 
den death  were  interstitial  pneumonia  and 
acute  enteritis. 
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is  worth  doing  well 


Take  ACHROMYCIN  V,  forexample.  Lederle  routinely 
runs  over  1 ,000  quality  control  checks  on  every  batch 
produced.  Many,  many  more  than  officially  required.  This 
extra  attention  means  your  patients  get  what  the  doctor 
ordered  when  you  prescribe  ACHROMYCIN  V:  uniform 
in  vitro  dissolution  rate,  predictable  in  vivo  serum  and  urinary 
levels.  In  short,  known  biologic  availability  of  tetracycline. 

And  every  step  in  the  production  of  ACHROMYCIN  V is 
in-house  controlled  right  in  Pearl  River. 


ACHROMYClir-V 

Tetracycline  HCI 

Performance  proved  in  practice 


Effectiveness:  ACHROMYCIN 
Tetracycline  is  a crystalline  broad- 
spectrum  antibiotic  which  provides 
effective  therapeutic  activity  against 
susceptible  microorganisms. 
Contraindication:  History  of 
hypersensitivity  to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under 
such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is 
prolonged,  serum  level  determinations 
may  be  advisable.  Some  patients  may 
develop  a photodynamic  reaction  to 
natural  or  artificial  sunlight.  Those  with  a 
history  of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sunlight 
while  under  treatment.  Discontinue  drug 
at  first  evidence  of  skin  discomfort. 
Precautions:  Use  may  result  in 
overgrowth  of  nonsusceptible  organisms. 


Constant  observation  is  essential.  If  new 
infections  appear,  take  appropriate 
measures.  Use  of  tetracycline  during 
teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system- 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis,  pruritus 
ani.  Skin— maculopapular  and 
erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  reported): 
photosensitivity  reaction,  onycholysis 
and  discoloration  of  nails  (rare).  Kidney- 
rise  in  BUN,  apparently  dose-related. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  In 
young  infants,  bulging  fontanels  have 
been  reported  following  full  therapeutic 
dosage.  This  symptom  has  disappeared 
rapidly  when  drug  is  discontinued.  Teeth 
—dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 


during  the  latter  half  of  pregnancy,  and  in 
children  given  the  drug  during  the 
neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has  been 
seen  in  a few  children.  Blood— anemia, 
thrombocytopenic  purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  (rare), 
usually  at  high  dosage.  Tetracycline  may 
form  a stable  calcium  complex  in  bone- 
forming tissue.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medica- 
tion and  institute  appropriate  therapy. 
Average  Adult  Daily  Dosage:  One  Gm. 
per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant 
administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products. 
Treatment  of  streptococcal  infections 
should  continue  for  10  days,  even 
though  symptoms  have  subsided. 
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Death  Due  to  Acute  Hepatic  Necrosis,  Sec- 
ondary to  Administration  of  Halothane 
Anesthesia  — W.  K.  Nowill  (451  West 
Church  St,  Elmira,  NY).  Anesth  Analg 
49:355-362  (May-June)  1970. 

A healthy  49-year-old  white  man  died  of 
acute  liver  necrosis  following  anesthesia 
consisting  of  penthothal  nitrous  oxide,  oxy- 
gen, and  halothane  administered  twice,  one 
week  apart,  for  the  surgical  repair  of  bi- 
lateral inguinal  hernias.  The  case  is  well 
documented  with  blood  chemistry  profiles 
before  and  after  surgery  and  during  the  de- 
velopment of  the  acute  liver  necrosis.  The 
patient  had  no  known  exposure  to  other  he- 
patotoxins  or  virus  hepatitis. 


Malignant  Lymphoma  Associated  With  Hy- 
dantoin  Drugs  — J.  A.  Anthony  (Cincin- 
nati General  Hosp,  Cincinnati).  Arch 
Neurol  22:450-454  (May)  1970. 

A retrospective  necropsy  study  covering 
11  years  revealed  a tenfold  increase  over  the 
expected  incidence  of  malignant  lymphoma 
in  epileptic  patients  receiving  long-teiTn  hy- 
dantoin  therapy.  This  suggests  but  does  not 
prove  that  lymphoma  is  caused  by  hydan- 
toins.  Patients  on  the  hydantoin  drugs 
bear  careful  watching  for  signs  of  the  lym- 
phomatous  process,  one  reason  for  checking 
the  white  blood  cell  count  on  occasion. 


. . and  if  I put  him  on,  Doctor,  will  you 
explain  to  him  why  it  is  important  to  eat  his 
vegetables  ?” 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


WILL  SOMEBODY  PLEASE  DO  THIS 
EXPERIMENT? 

I once  got  tired  of  hearing  doctors  say 
“He’s  all  right,”  after  feeling  the  pulse  of 
a patient  who  wasn’t  all  right.  So  I asked 
my  medical  friends  to  feel  the  pulses  of 
patients  and  tell  me  what  they  thought 
the  blood  pressures  were  in  each  case.  I 
found  that  their  estimates  made  little  sense 
if  any,  and  that  they  always  over-estimated 
low  pressures,  so  that  hypotension  was  nev- 
er diagnosed  by  feeling  the  pulse. 

Whether  we  rely  on  palpation,  auscultation, 
or  oscillation,  we  are  employing  a method 
that  may  have  little  to  justify  its  use.  For 
one  thing,  the  method  is  indirect,  and  it 
equates  lateral  pressure  with  pressure  in 
the  direction  of  flow  in  a moving  liquid.  For 
another,  it  estimates  pressure  of  blood  at 
rest  when  that  is  not  what  we  want.  To 
this  is  added  the  fact  that  in  damming  back 
arterial  blood,  we  have  changed  the  situation 
we  are  studying. 

But  there  are  more  serious  indictments  of 
conventional  methods  of  measuring  blood 
pressure.  We  are  trying  to  determine  the 
pressure  in  a small  vessel  deep  in  a large 
arm,  and  how  much  pressure  is  wasted  on 
the  rest  of  the  arm:  muscle  and  fat?  And 
finally,  there  is  the  arterial  wall  itself,  which 
may  be  thick  and  rigid,  particularly  when  the 
pressure  is  abnomially  high. 

It  is  something  like  feeling  a water  pipe 
to  tell  the  pressure  of  the  water  inside;  it 
is  more  like  feeling  the  wall  through  which 
the  pipe  runs. 

All  that  is  needed  is  to  run  a liquid  at 
known  pressure  through  the  artery  of  an 
arm  of  someone  who  has  just  expired,  and 
put  a cuff  on  the  arm  and  take  the  pres- 
sure. 

Please  do  it  many  times,  and  for  differ- 
ent pressures.  If  the  pressures  are  not 
exactly  the  same,  correlation  will  do. 

Tell  me  what  you  find. 

— F.C. 


SEX  AND  INTEREST 

Births  are  commoner  than  deaths,  so  the 
world’s  population  always  increases.  The 
size  of  the  earth  is  constant,  so  the  amount 
of  land  for  each  person  steadily  decreases. 
The  Reverend  Thomas  Robert  Malthus 
(1766-1834)  was  an  English  clergyman  and 
economist,  and  he  said  that  unchecked  popu- 
lation will  double  itself  in  about  25  years; 
and  that  it  increases  in  geometric  ratio,  while 
our  means  of  subsistence  can  grow  no  fast- 
er than  in  arithmetic  ratio;  the  population 
of  the  world  will  therefore  outgrow  the 
means  that  can  sustain  it. 

The  hes  and  shes  of  orders  of  life  lower, 
as  we  say,  than  ours,  attract  one  another 
with  sugary  solutions,  as  I recall. 

Our  stimuli  are  sugar-free. 

Margaret  Sanger  was  besieged  by  women 
who  wanted  relief  from  the  physical  tra- 
vails of  childbearing,  and  other  workers  in 
this  field  were  motivated  by  the  financial 
hardship  unavoidably  associated  with  preg- 
nancy, wanted  or  not. 

Three  hundred  thousand  human  beings  are 
now  born  every  day.  Sanger  - like  people 
were  attacked  for  suggesting  that  birth  be 
controlled,  and  until  recently  control  was 
illegal.  And  every  second,  there  are  two 
deaths  in  the  world,  and  there  are  three 
births. 

Sex  and  compound  interest  have  this  in 
common:  the  formulas  for  money  in  the 
bank  and  for  population  of  the  world  are 
the  same.  Consider  the  following  table. 
Population  figures  are  given  in  rounded 
numbers.  The  ratios  of  annual  increase  to 
population  are  based  on  more  accurate  esti- 
mates. There  are  now  3,580,000,000  people 
in  the  world. 

There  are  now  60  million  deaths  and  115 
million  births  each  year,  so  that  there  are 
always  a million  more  people  than  there  were 
a week  before. 

It  is  estimated  that  there  will  be  6 billion 
(6,000,000,000  or  6x10®)  people  in  the  world 
in  the  year  2000. 
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YEAR 


Population 

in 

hundreds 

of 

millions 

(Xl08) 


Increase 

in 

hundreds 

of 

millions 

(Xl08) 


Increase 
per  year 
in 

millions 


Inc./yr. 

population 


Avg. 
rate  of 
X 100  increase 
per 

thousand 


Rate 

of 

growth, 

percent 


8000  BC .1 

0 2.5  2.4  .03  .3 

1650  5 2.5  .15  .06 

1750  7 1.8  1.8  .33  29 

1800  9 1.8  3.6  .49  44 

1850  12  2.65  5.3  .58  51 

1900  16  4.4  8.7  .74  64 

1920  18  2.0  10.2  .64  __  .6 

1952  25  6.6  20.5  1.14 

1966  34  8.9  63.3  2.62  __  1.3 

1970  36  __  __  __  __  2.3 


The  population  doubled,  from  1700  to 
1850,  in  150  years;  from  1800  to  1920,  in 
120  years;  and  from  1920  to  1970,  in  50 
years.  The  world  area,  in  square  miles, 
is  2 X 10^;  land  area  is  55  x 10®.  That 
comes  to  0.015  or  one  sixtieth  of  a square 
mile  per  person ; 60  people  for  every  square 
mile  and  it  used  to  be  four. 


Malthus  said  we  would  double  in  25  years, 
and  if  we  didn’t  then,  we  are  now,  or  we’re 
very  close  to  it.  Population  is  increasing, 
and  the  rate  of  change  is  changing,  and 
any  mathematician  will  tell  you,  that’s  dif- 
ferent and  it’s  dangerous.  Wlien  I was 
a child,  there  were  two  billion  people,  soon 
there  were  three.  That’s  the  American  bil- 
lion; it  is  the  same  as  the  French  billion, 
and  is  a thousand  million.  The  English  bil- 
lion is  a million  million. 


Fifty  years  ago,  we  doubled  in  120  years, 
now  we’ve  done  it  in  50  years  and  we  are 
reaching  for  30. 


Malthus  was  ahead  of  his  time. 

Interest  is  good  for  money,  but  it’s  bad 
for  people. 

— F.C. 


EIGHTY  UNDER  ONE  TWENTY 

Blood  pressures  are  not  fractions,  and  the 
only  excuse  for  saying  systolic  “over”  dia- 
stolic is  that  the  first  is  larger  than  the 
second,  although  I once  saw  150  over  150 


for  a ve7'y  short  time.  Anyway,  120  over 
80  is  an  improper  fraction.  I suppose  it’s 
awkward  to  say  my  blood  pressures  are  120 
and  80,  and  just  as  bad  to  say  my  blood 
pressure  is,  or  even  are,  120  and  80.  But 
120  over  80,  or  120  and  80,  are  not  a blood 
pressure ; they  are  blood  pi'essures,  and  they 
measure  two  different  things.  Now  they 
write  135/85/75. 

I do  not  know  which  I object  to  more, 
expressing  120  and  80  as  a single  pressure, 
or  saying  120  “over”  80;  I think  it’s  the 
“over.”  One  solution  is  to  say  “80  under 
120”;  another  (I  am  half  serious)  is  to 
take  only  systolic  pressures. 

—F.C. 


BRING  US  TOGETHER 

Once,  but  that  was  long  ago,  all  doctors 
were  the  same.  Every  one  was  a “physi- 
cian and  surgeon.”  And  almost  as  long 
ago,  some  evidenced  special  interest  in  par- 
ticular branches  of  medicine,  and  we  had 
the  specialist,  who  was  an  unusual  bird. 

The  first  American  Board  was  the  Ameri- 
can Board  of  Ophthalmology,  and  that  was 
all  the  way  back  in  1916,  and  it  was  the 
only  specialty  so  organized  for  eight  years, 
when  eye  was  followed  by  ear  and  nose  and 
throat.  Since  then,  there  have  been  many 
advances:  all  the  limited  fields  have  formed 
their  boards,  proctology  became  colon  and 
rectal  surgery,  and  anesthesiology  broke 
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away  from  surgery.  Surgery  became  a 
shadow  of  its  fomier  self,  as  it  was  again 
abandoned  by  neurological  surgery,  plastic 
surgery,  orthopaedic  surgery,  gynecology, 
urology,  and  thoracic  surgery. 

Gradually,  the  man  who  did  some  of 
everything  found  himself  squeezed  into  an 
unprestigious  corner.  Perhaps  there  were 
more  generalists  than  brain  surgeons,  but 
if  you  added  all  the  specialists,  the  GP  was 
going  to  be  outnumbered  by  these  individuals 
and  of  course  by  the  number  of  their  spe- 
cialties. 


And  now,  with  the  formation  of  the 
American  Board  of  Family  Practice,  the  GP 
is  right  where  he  started.  We  are  all  spe- 
cialists, and  in  that  sense,  while  we  are  dif- 
ferent, we  are  once  again  the  same.  When 
the  GP’s  son  told  him  he  was  going  to  spe- 
cialize in  diseases  of  the  nose,  the  father 
is  supposed  to  have  asked,  “Which  nostril?” 


Welcome  to  the  ABFP. 
again. 


We’re  together 
— F.C. 


Ruptured  Arteriosclerotic  Abdominal  Aortic 
Aneurysms  — R.  C.  Darling  (Massachu- 
setts General  Hosp,  Boston).  Amer  J 
Surg  119:397-401  (April)  1970. 

An  autopsy  study  of  83  consecutive  non- 
resected  ruptured  aneurysms  and  199  non- 
ruptured  aortic  aneurysms  noted  at  post- 
mortem examination  were  reviewed  with  re- 
gard to  aneurysm  size.  Over  18%  of  non- 
resected  aneurysms  under  5 cm  or  less  had 
caused  death  by  rupture.  Of  patients  dy- 
ing with  ruptured  aneurysms  without  re- 
section, 80%  survived  six  hours,  30%  for 
six  days,  and  10%  for  six  weeks.  The  clin- 
ical report  consists  of  60  consecutive  patients 
with  ruptured  arteriosclerotic  abdominal  aor- 
tic aneurysms  operated  on  by  this  author 
during  the  past  eight  years.  Thirty-six 
(60%)  of  patients  survived  to  leave  the  hos- 
pital. Newer  technical  considerations  in- 
clude preoperative  emergency  application  of 
an  antigravity  suit,  intraluminal  control  of 


massive  aortic  hemorrhage  at  operation, 
and  a method  of  aneurysm  resection  which 
minimizes  venous  injury.  Particular  empha- 
sis is  placed  on  the  importance  of  postoper- 
ative respiratory  support  determined  by 
routine  arterial  blood  gas  monitoring.  A 
number  of  early  deaths  may  be  preventable, 
particularly  those  relating  to  pancreatitis 
and  bowel  ischemia. 


Coarctation  of  the  Aorta  — J.  D.  Wisheart 

(National  Heart  Hosp,  London).  Thorax 

25:347-354  (May)  1970. 

In  a series  of  70  patients  who  had  surgical 
correction  of  coarctation  of  the  aorta  over 
a 17-year  period,  the  operative  mortality 
was  7%  and  the  complication  rate  was  14%. 
The  mortality  was  particularly  high  in  men 
over  30,  with  preoperative  evidence  of  left 
ventricular  ischemia.  Simple  surgical  pro- 
cedures had  satisfactory  results  but  the  use 
of  prostheses  carried  a high  risk  and  turn- 
ing down  the  left  subclavian  artery  failed  to 
lower  the  blood  pressure.  The  blood  pres- 
sure score  fell  by  68%  after  operation,  and 
by  a further  8%  following  discharge  from 
hospital.  This  result  was  maintained  up 
to  17  years  after  operation,  and  may  be  ex- 
pected in  all  groups  of  patients. 


Termination  of  Smoking  by  Single  Treat- 
ment — H.  Spiegel  (19  E 88th  St,  New 
York).  Arch  Environ  Health  20:736-742 
(June)  1970. 

As  a result  of  the  equivalent  of  2V2  months 
of  one  physician’s  working  time,  using  a 45- 
minute  impact  therapy  technique,  121  hard- 
core smokers  who  tried  but  failed  to  stop 
smoking  were  able  to  stop  for  at  least  six 
months.  Another  120  persons  reduced  their 
smoking  to  varying  degrees.  Of  615  smok- 
ers treated,  29  showed  no  response  what- 
ever to  treatment,  and  344  have  yet  to  be 
checked.  This  suggests  that  every  habitual 
smoker  motivated  to  stop  ought  to  be  ex- 
posed to  the  impact  of  this  procedure,  or 
its  equivalent,  to  salvage  at  least  the  one 
out  of  five  capable  of  responding  right  away. 
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ORIGINAL  ARTICLES 


i 

Potassium  Therapy  and  Gastro- 
intestinal Lesions 


Clinical  Recognition  of  the  Problem 

The  first  group  of  thiazide  diu- 
retics was  introduced  into  clin- 
ical use  in  1957.  Since  in- 
creased potassium  excretion  is  one  of  the 
effects  of  thiazides,  potassium  supplemen- 
tation became  a common  procedure  in  thia- 
zide therapy.  The  first  of  several  combina- 
tions of  a thiazide  with  potassium  chloride 
in  a single  tablet  was  introduced  in  1959. 
Prior  to  1963,  only  ITO  cases  of  primary 
nonspecific  ulceration  of  the  small  intestine 
had  been  reported  in  the  literature. ^ The 
first  report  that  serious  gastro-intestinal 
distress  was  associated  with  KCl-thiazide 
therapy  appeared  in  1961,  but  received  little 
attention. 2 The  problem  became  of  intense 
interest  during  1964  with  reports  which 
linked  stenosing  ulcers  of  the  small  bowel 
with  potassium-thiazide  therapy .2-  * Most  of 
the  patients  involved  had  been  treated  with 
a thiazide,  often  supplemented  with  potas- 
sium. During  1964,  two  pharmaceutical 
companies  in  cooperation  with  the  Food 
and  Drug  Administration  analyzed  records 
in  488  domestic  and  foreign  hospitals.  The 
results  revealed  that  of  484  patients  with 
the  characteristic  type  of  intestinal  lesion, 
275  (57%)  had  a history  of  administration 
of  either  potassium,  a diuretic,  or  both.® 
Subsequent  to  these  early  reports  linking 
small  - bowel  ulceration  with  potassium 
and/or  diuretic  therapy,  reports  of  addi- 


Table  1 

SMALL-BOWEL  LESIONS  REPORTED  IN 
POTASSIUM  THERAPY 


Therapy 

Total  Number 
of  Cases* 

Refer- 

ences 

Enteric-Coated  KCl  plus 
Thiazide  or  KCl  alone 

__  411t 

3-24 

Non-Enteric  Coated  K-Salts 
plus  Thiazide 

— 3f 

23-25 

♦The  Food  and  Drug  Administration  has  recently  reviewed 
records  of  122  cases. 5 2 Small-bowel  lesions  were  found 
in  112  cases  on  thiazide-potassium  enteric-coated  tablets  ; 
6 cases  on  diuretic  plus  enteric-coated  potassium  given 
separately  : and  4 cases  on  oral  diuretic  without  potas- 
sium. 

tin  275  coses  reported  by  Lawrason,  et  al..5  type  of 

diuretic  was  not  specified  : therapy  was  potassium,  a 

diuretic,  or  both. 

^Includes  2 cases  associated  with  potassium  gluconate 

and  1 case  associated  with  a potassium  acetate-bicarbonate- 
citnate  mixture. 


DAVID  N.  EMERSON,  Ph.D.* 


tional  cases  (Table  1),  editorials  and  other 
comments  have  been  published.^®-®® 

Incidence  of  the  Lesions 

The  incidence  of  potassium-induced  lesions 
of  the  small  bowel  has  been  reported  in 
several  ways.  Based  on  the  total  numbers 
of  hospital  records  of  all  patients  in  321 
hospitals  over  21  years,  211  out  of  17,805,- 
097  (1.2/100,000  patients)  definitely  or 

likely  had  lesions  of  the  type  associated  with 
potassium.®®  On  a different  basis,  11  out  of 
473  patients  (2.3%)  who  were  on  enteric- 
coated  KCl  administration  were  reported  to 
have  typical  potassium-induced  lesions.®  A 
third  way  of  describing  incidence  is  from 
the  survey  of  Lawrason,  et  al.®  Of  a total 
of  484  patients  with  typical  lesions,  275 
(57%)  had  received  diuretics  or  KCl.  How- 
ever, it  has  been  pointed  out  that  inaccur- 
acies of  record  keeping  would  be  responsible 
for  a lower  percentage  of  cause-effect  rela- 
tionshipsi®  and  Boley  et  ah®  note  in  a very 
careful  investigation  of  125  patients  not  in- 
cluded in  the  mass  survey  of  Lawrason,  et 
al,  that  potassium  ingestion  was  established 
definitely  in  93%  and  probably  in  another 
3%.  Their  conclusion  was  that  the  increase 
of  circumferential  small-bowel  lesions  must 
be  attributed  to  enteric-coated  potassium. 

Food  and  Drug  Administration  Actions 

Information  linking  potassium  administra- 
tion to  small-bowel  lesions  resulted  in  FDA 
regulations  on  warnings  for  potassium  salt 
preparations  intended  for  oral  ingestion  by 
man.  The  warnings  are  not  required  on 
preparations  dissolved  in  an  adequate  quan- 
tity of  liquid  so  that  the  concentration  of 
potassium  is  below  a 20  mg/ml  limit,  if  it 
is  a prescription  item,  and  if  its  labeling 
bears  adequate  information  for  use.®®  The 
FDA  has  recently  proposed  that  all  fixed 
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combinations  of  diuretic  and  enteric-coated 
potassium  be  removed  from  the  market. 
This  action  has  been  taken  as  a result  of 
recommendations  of  NAS/NRC  review 
panels  that  such  combination  drugs  present 
more  potential  hazards  than  other  types  of 
potassium  supplements  which  are  avail- 
able.®® 

KCl,  Not  Thiazides  or  Enteric  Coats, 
Responsible  for  Lesions: 

Animal  Studies 

The  exhaustive  retrospective  studies  of 
clinical  records®  strongly  indicated  that  the 
nonspecific  intestinal  ulcers  seen  in  man 
were  probably  caused  by  enteric-coated 
tablets  containing  KCl  plus  a thiazide  diu- 
retic. Initial  questions  were  raised  that  the 
ulcerations  could  have  been  caused  by  any 
or  all  of  the  ingredients  of  these  tablets. 
However,  the  incidence  of  the  lesions  was 
so  small  that  statistical  methods  and  large 
numbers  of  case  reports  had  to  be  used  to 
establish  a cause-effect  relationship.  Only 
after  animal  experimentation  was  it  shown 
that  potassium  chloride  alone,  and  not  the 
thiazide  diuretic  or  the  enteric  coating  of 
the  tablet,  was  responsible  for  the  injury 
to  the  intestinal  tract. 

An  experimental  model  in  dogs  simulat- 
ed an  extreme  situation  in  which  a tablet 
would  be  entirely  dissolved  over  a short 
length  of  intestine.®^  Tablets  included  en- 
teric-coated placebos,  enteric-coated  KCl, 
various  enteric  - coated  thiazide  - potassium 
preparations,  and  thiazides  alone.  The  tab- 
lets were  fixed  within  the  ileum  or  distal 
jejunum  so  that  dissolution  and  absorption 
of  their  contents  occurred  within  a short 
segment  of  the  intestine.  No  pathologic 
changes  occurred  from  enteric-coated  place- 
bos or  thiazides  alone.  With  the  KCl  or 
the  thiazide-KCl  combinations,  ulcerations 
occurred  in  varying  degrees  in  both  jejunum 
and  ileum.  The  prerequisite  for  ulceration 
apparently  was  absorption  of  KCl  in  high 
concentration  over  a short  length  of  bowel. 
There  was  a suggestion  that  higher  doses 
of  KCl  caused  more  severe  ulceration. 

Enteric-coated  tablets  which  contained 
placebo,  thiazide,  KCl,  and  thiazide  plus 
KCl  were  administered  to  rhesus  mon- 
keys.®'^-®® Only  KCl  and  KCl  plus  thiazide 


produced  ulcerations ; thiazide  or  enteric 
coats  alone  did  not.  The  lesions  were  not 
consistently  produced  in  the  small  intestine; 
sometimes  the  stomach,  the  cecum,  or  the 
colon  were  affected.  It  appeared  that  ulcer- 
ations usually  occurred  where  the  greatest 
amount  of  potassium  chloride  was  released 
from  the  tablet.  It  became  apparent  that 
tablets  with  short  disintegration  times  pro- 
duced lesions  in  the  stomach  or  upper  in- 
testine, while  tablets  with  long  disintegra- 
tion times  produced  ulcerations  in  the  lower 
intestinal  tract.  Liquid  preparations  con- 
taining approximately  13.5  mEq  potassium 
per  5 ml  (equivalent  to  1,000  mg  of  KCl) 
were  chiefly  irritating  to  the  stomach.  Le- 
sions were  produced  within  5 days  by  1,000 
or  250  mg  KCl  in  enteric-coated  tablets 
twice  daily.  However,  the  250  mg  dosage 
caused  milder  lesions  which  could  not  be  pre- 
dictably reproduced,  while  tablets  of  100 
mg  were  without  effect.  Tablet  dimensions 
were  not  a factor  in  production  of  lesions. 

When  the  upper  ileum  of  dogs  was  par- 
tially obstructed  with  Teflon  bands,  acute 
mucosal  ulceration  resulted  from  administra- 
tion of  KCl  alone  or  in  combination  with 
thiazides.  Thiazides  alone  did  not  produce 
ulceration.^® 

Clinical  Aspects  and  Gross 
Pathology 

Lesions  have  appeared  up  to  two  years 
after  discontinuing  potassium  administra- 
tion as  few  as  two  tablets  have  been  im- 
plicated age  of  patients  has  been  as  low 
as  2 years  and  lesions  may  be  reversible 
in  some  cases.®  Recurrent,  usually  post- 
prandial, crampy  abdominal  pain  is  the  most 
frequent  symptom;  this  is  often  associated 
with  nausea,  vomiting,  and  intermittent  dis- 
tention. In  severe  cases,  acute  surgical  ab- 
domen is  present.  Fever,  anorexia,  and  ma- 
laise are  usually  absent;  laboratory  findings 
are  nonspecific  except  for  mild  eosinophilia 
in  some  cases.  Radiologic  examination  is  of 
little  assistance  in  establishing  a diagnosis 
other  than  if  the  obstruction  is  complete  or 
there  is  a perforation.  Gastro  - intestinal 
series  and  small-bowel  follow-through  may 
suggest  a malabsorption  syndrome  with 
coarse  mucosal  folds  and  dilated  loops  of 
small  intestine,  but  usually  the  proximal 
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jejunum  and  terminal  ileum  are  normal.  A 
careful  review  of  the  case  history  as  to 
previous  potassium  therapy  may  be  neces- 
sary to  establish  diagnosis. 

The  ulcers  are  characteristically  circum- 
ferential, sharply  delimited,  and  directly  over 
the  zone  of  cicatricial  narrowing.  They 
are  usually  solitary,  sometimes  double, 
rarely  multiple  and  are  most  commonly 
found  in  the  lower  ileum,  but  also  in  the 
distal  jejunum.  The  most  important  distin- 
guishing feature  of  the  stenotic  phase  is  a 
band-like  encirclement  of  the  lumen  by  the 
lesion  which  varies  in  size  from  several  mm 
to  several  cm.  In  this  phase,  the  segment 
of  bowel  proximal  to  the  lesion  is  dilated 
approximately  U/2  to  2 times  and  has  a 
thickened  muscularis ; the  distal  segment  is 
normal.  The  surrounding  mucosa  and  mus- 
cularis may  show  varying  degrees  of  edema, 
hypertrophy  and  hemorrhagic  infiltration. 
The  histologic  picture  depends  upon  the  se- 
verity and  duration  of  the  lesions.  Detailed 
descriptions  of  clinical  manifestations,  gross 
and  histologic  pathology,  and  therapy  are 
given  elsewhere. 

Pathogenesis  of  the  Lesions:  Postulated 
Vascular  Insufficiency 

There  are  two  main  concepts  concerning 
the  mechanism  by  \vhich  potassium  causes 
the  lesions.  The  first  is  that  potassium  has 
a directly  injurious  effect  on  the  mu- 
cosa.®- 2®'  ^®  For  example,  potassium  chloride 
solution  injected  into  the  intestine  in  concen- 
trations similar  to  those  obtained  from  the 
release  of  enteric-coated  tablets  containing 
potassium  results  in  severe  tonic  contraction 
of  the  bowel,  and  an  uncoated  KCl  tablet 
placed  directly  on  the  intestinal  mucosa 
causes  superficial  necrosis  by  the  time  it  is 
completely  dissolved.®®  However,  several 
types  of  evidence  lend  greater  support  to  the 
second  concept  that  the  lesions  are  caused 
by  an  insufficiency  of  blood  to  the  affected 
part  of  the  intestine. 

Briefly,  Boley  and  co-workers  postulate 
that  the  precipitating  factor  is  the  rapid 
release  of  potassium  chloride  and  its  ab- 
sorption over  a short  segment  of  intest- 
ine.®®- ®^-  ^1-  ^®  The  high  concentration  causes 
spasm  or  paralysis  of  the  intramural  and 
mesenteric  vessels,  predominantly  veins. 


with  slowing  of  blood  flow  and  subsequent 
infarction  of  varying  severity.  Circumfer- 
ential ulceration,  either  superficial  or  deep, 
or  overt  intestinal  necrosis  follows.  Com- 
plete and  rapid  clinical  recovery  may  follow 
the  mildest  degrees  of  injury.  With  greater 
damage,  fibrosis  with  increasing  stenosis 
produces  progressive  intestinal  obstruction. 
The  most  severe  injuries  produce  perforation 
or  intraluminal  hemorrhage. 

Evidence  in  support  of  the  hypothesis  that 
potassium  causes  vascular  insufficiency  is 
from  several  sources. 

(1)  Mesenteric  vascular  insufficiency 
has  been  implicated  as  a cause  of  segmental 
ulceration  and  stenosis  of  the  small  bowel 
in  conditions  other  than  those  caused  by 
potassium.®®- 

(2)  Histologic  examination  of  tissue  tak- 
en from  KCl  caused  lesions  in  man  and  ani- 
mals indicates  striking  changes  in  mesen- 
teric vessels,  particularly  arteries  and  veins. 
Sections  show  the  lumens  of  vessels  almost 
completely  blocked  with  a thickening  of  sur- 
rounding tissue. 1®- ®®- Other  studies  have 
not  revealed  mesenteric  vascular  chang- 
es.®-  ®®-  Allen,  et  aB^  recognize  this  dis- 
parity in  findings  and  discuss  difficulties  in 
examination  of  mesenteric  tissue.  They  note 
that  they  have  had  the  opportunity  to  study 
adequate  sections  of  mesentery  in  man  and 
animals. 

(3)  Animal  studies  tend  to  be  consistent 
with  the  hypothesis  that  KCl  may  result  in 
a local  vascular  insufficiency.  Schwartz, 
et  al®®  occluded  the  distal  veins  and  arteries 
supplying  the  small  intestine  of  dogs  by 
injection  of  microspheres  into  the  small 
branches  of  the  superior  mesenteric  vessels. 
They  were  able  to  reproduce  the  typical 
ulceration  with  stenosis  and  dilatation  com- 
plex found  in  patients  with  intestinal  is- 
chemia. They  postulated  that  the  role  of 
potassium  in  the  formation  of  similar  le- 
sions was  also  primarily  vascular  in  nature. 
Watson  & Mark®"*  ligated  arteries  and  veins 
which  supplied  segments  of  the  small  in- 
testine of  dogs.  When  5 to  7.5  cm  of  the 
small  intestine  was  rendered  ischemic, 
changes  occurred  in  the  bowel  wall  which 
were  grossly  and  histologically  similar  to 
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those  caused  by  the  ingestion  of  enteric- 
coated  KCl.  If  shorter  segments  were  ren- 
dered ischemic,  collateral  blood  supply  pre- 
vented significant  changes  in  the  bowel;  if 
longer  segments  were  treated,  hemorrhagic 
infarction  occurred.  These  observations  lent 
further  support  to  the  contentions  that  vas- 
cular lesions  could  cause  changes  of  this 
type  in  the  bowel  wall  and  mucosa,  and  that 
it  was  not  necessary  to  postulate  direct  in- 
jurious effects  of  potassium  on  the  mucosa 
to  explain  the  pathologic  picture. 

Myers,  et  al®^’®^  have  recently  suggested 
that  the  etiologic  factor  in  stenosing  ulcera- 
tion is  not  a specific  toxicity  of  the  potas- 
sium ion,  but  involves  the  effect  of  local  salt 
concentration.  They  observed  that  hyper- 
tonic solutions  of  both  NaCl  and  KCl  pro- 
duced gross  and  microscopic  injury  similar 
to  that  seen  in  the  early  stages  of  primary 
non-specific  small-bowel  ulceration. 

Is  a Pre-existing  Vascular  Deficiency 
Significant  in  Potassium  Induced 
Small  Bowel  Lesions? 

A high  percentage  of  small  intestinal  le- 
sions associated  with  potassium  chloride  ad- 
ministration are  found  in  patients  with  some 
fonri  of  cardiovascular  disease,  although 
lesions  have  also  occurred  in  a number  of 
patients  without  such  disease.  A condition 
of  arteriosclerosis,  for  example,  might  re- 
sult in  a critical  reduction  of  blood  flow  to 
the  small  bowel  and  set  the  stage  for  focal 
infarction.  Mansfield,  et  aP^  found  that 
potassium  chloride  tablets  introduced  into 
the  distal  part  of  the  ileum  of  the  dog  pro- 
duced acute  inflammatory  changes  and  oc- 
casional ulceration  of  the  affected  bowel. 
When  partial  inteiTuption  of  splanchnic 
blood  flow  was  accomplished  by  reducing  the 
pressure  in  the  superior  mesenteric  and 
celiac  arteries,  the  magnitude  of  these  drug- 
induced  small  bowel  changes  was  increased. 
The  authors  conclude  that  their  observa- 
tions support  the  clinical  observations  which 
indicate  that  enteric-coated  potassium  chlo- 
ride tablets  cause  local  inflammation  or  ul- 
ceration of  the  small  bowel,  and  that  a re- 
duction of  the  local  blood  supply  associated 
with  vascular  occlusive  disease  may  pre- 
dispose the  patient  to  this  complication. 
However,  it  must  be  noted  that  the  greater 


incidence  of  lesions  in  cardiovascular  pa- 
tients may  simply  reflect  a larger  number 
of  such  patients  on  diuretic  (and  KCl)  ther- 
apy. Furthermore,  small  intestinal  ulcera- 
tions have  been  attributed  to  several  causes 
other  than  vascular  insufficiency  or  KCl 
administration.^®-  21. 44, 46 

Studies  on  Safer  Dosage  Forms 
of  Potassium 

(1)  Organic  vs.  chloride  salts  of  potas- 
sium. Boley,  et  aP"^  compared  the  effects  of 
the  chloride  versus  the  citrate  and  the  glu- 
conate salts  of  potassium  using  techniques 
similar  to  their  previous  study Only  mini- 
mal superficial  changes  were  found  at  the 
intestinal  sites  of  potassium  citrate  or  glu- 
conate; however,  in  5 of  6 dogs  in  which 
KCl  was  implanted,  a gross  circumferen- 
tial infarction  was  present  at  the  site  of  the 
salt,  while  all  other  sites  of  gluconate  or 
citrate  implantation  were  normal.  These 
results  suggest  the  relative  safety  of  po- 
tassium citrate  or  gluconate  as  compared  to 
potassium  chloride  and  confirm  clinical  ob- 
servations (Table  1)  that  the  ox-ganic  salts 
of  potassium  ai’e  safer  than  KCl.  Baker, 
et  al®  i-eported  11  cases  of  small  bowel  le- 
sions out  of  an  estimated  473  patients  who 
received  hydrochloi’othiazide  plus  potas- 
sium chloride  in  enteric-coated  prepai’ations, 
but  no  lesions  in  an  estimated  331  patients 
who  received  hydrochloi’othiazide  plus  non- 
entei’ic  potassium  pi’epai’ations,  among  them 
31  patients  who  received  potassium  as  the 
acetate,  bicai’bonate,  and  citi’ate.  Boley, 
et  aP'^  speculate  that  since  the  undei’lying 
etiology  is  the  I’apid  absoi-ption  of  high  con- 
centrations of  potassium  over  a short 
length  of  intestine,  the  various  potassium 
salts  may  differ  in  their  effect  because  of 
diffei’ent  I'ates  of  absoi’ption.  All  of  the  po- 
tassium salts  ionize  almost  immediately  and 
completely,  but  the  absorption  of  a cation 
aci’oss  the  intestinal  wall  is  at  least  partially 
controlled  by  the  rate  of  absoi’ption  of  the 
respective  anion.  Absoi’ption  rates  of  ions 
such  as  gluconate  (large  and  monovalent), 
or  citrate  (large  and  trivalent)  are  slower 
than  that  of  the  smaller  monovalent  chloride 
ion.  The  slower  absorption  of  these  organic 
anions  would  help  prevent  the  rapid  release 
of  potassium  over  a short  segment  of  in- 
testine and  diminish  the  concentration  of 
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potassium  in  the  intestinal  wall  veins  at  any 
one  time. 

(2)  Entenc-coated  vs.  slow -release  forms 
of  KCl.  Olive  baboons  were  given  two 
preparations  of  thiazide  diuretics  contain- 
ing KCl : one  consisted  of  an  outer  coat  of 
hydrochlorothiazide  25  mg  surrounding  an 
enteric-coated  core  containing  572  mg  KCl; 
the  second  consisted  of  cyclopenthiazide  0.25 
mg  in  the  outer  shell  with  a wax  slow-re- 
lease  core  containing  600  mg  KCl.^®  The 
enteric-coated  KCl  produced  lesions  similar 
to  those  reported  in  man ; the  slow  release 
form  had  no  deleterious  effects.  The  author 
suggested  that  the  slow-release  form  was 
safer.  Whether  or  not  slow-release  forms 
are  safer  is  open  to  question  since  Diener, 
et  aP"'  indicated  that  gradual  release  tab- 
lets are  more  apt  to  release  sufficient  KCl 
in  the  stomach  to  cause  gastric  irritation. 
Furthermore,  studies  on  release  rates  of  va- 
rious KCl  preparations'*®  indicate  that  slow 
release  forms  would  tend  to  place  the  KCl 
in  the  stomach,  while  enteric-coated  forms 
would  tend  to  release  their  contents  in  the 
small  intestine.  In  fact,  the  main  reason 
for  the  development  of  enteric-coated  tablets 
is  to  prevent  release  of  certain  types  of  medi- 
cines in  the  stomach  to  avoid  gastric  irri- 
tation and  to  provide  rapid  release  in  the 
small  intestine,*®'  although  there  was  no 
evidence  of  sudden  release  and  absorption 
of  one  type  of  enteric-coated  KCl  tablets.®* 

It  appears  that  the  relative  safety  of  po- 
tassium therapy  is  in  terms  of  adequate 
dilution  such  as  provided  by  several  liquid 
or  effervescent  dosage  forms,  particularly 
of  organic  salts  of  potassium. 

Summary 

Small-bowel  lesions  associated  with  en- 
teric-coated KCl-thiazide  preparations  are 
caused  by  the  KCl  component  of  the  tablets. 
The  lesions  are  characteristically  non-spe- 
cific, circumferential,  and  consist  of  stenosis 
with  or  without  ulceration.  The  reported 
incidence  is  approximately  1/100,000  total 
hospital  patients;  probably  over  90%  of  pa- 
tients with  typical  lesions  have  ingested  po- 
tassium. Current  evidence  supports  the  pri- 
mary vascular  origin  of  the  lesions  and  sug- 
gests that  chronic  vascular  insufficiency 
predisposes  the  small  bowel  to  injury  by 


KCl.  The  safest  dosage  forms  of  potas- 
sium are  those  which  have  been  diluted  in 
an  adequate  amount  of  water,  particularly 
those  which  contain  organic  potassium  salts. 
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Carcinoma  of  the  Gallbladder  and  of  the 
Extrahepatic  Bile  Ducts  Exclusive 
Of  the  Ampulla 


Carcinoma  of  the  gallbladder 
and  that  of  the  extrahepatic 
bile  ducts  represent  surgical 
conditions  which  are  rarely  diagnosed  prior 
to  operation.  They  are  infrequently  amend- 
able to  curative  surgical  procedures  and, 
as  disease  entities,  have  an  extremely  bad 
prognosis. 

An  analysis  of  our  personal  experience 
with  biliary  disease  from  January  1946  until 
January  1969  indicates  that  we  perforated 
1545  primary  biliary  procedures  for  non- 
malignant  gallbladder  disease.  There  were, 
in  addition,  29  confirmed  cases  of  carcinoma 
of  the  gallbladder,  and  eight  cases  of  car- 
cinoma of  the  extrahepatic  bile  ducts  ex- 
clusive of  the  ampulla  of  Vater.  A review 
of  these  cases  with  primary  malignancy  of 
the  biliary  tract  has  been  undertaken  to 
establish  a prototype  for  these  individuals. 

Carcinoma  of  the  Gallbladder 

In  this  series  of  29  patients  with  car- 
cinoma of  the  gallbladder,  22  were  women, 
and  seven  were  males.  This  approximates 
the  usual  figure  for  the  sex  ratio  in  the 
reported  series,  most  of  which  show  that 
there  are  three  females  to  each  male  present- 
ing with  cancer  of  the  gallbladder.  The 
general  incidence  of  carcinoma  of  the  gall- 
bladder in  patients  with  biliaiy  disease  is  re- 
ported to  vary  from  0.2  percent  to  five 
percent,  depending  upon  the  reported 
series. 2-  * In  a previous  study  in  1964,  our 
incidence  was  2.09  percent,  and  in  this  larg- 
er series  the  incidence  of  cancer  of  the  gall- 
bladder to  biliary  procedures  was  1.9  per- 
cent.^ The  figure  naturally  increases  if  the 
series  of  biliary  procedures  includes  a great- 
er number  of  patients  above  the  age  of  60 
years,  since  there  is  a striking  increase  in 
the  occurrence  of  carcinoma  of  the  gallblad- 
der in  the  sixth  and  seventh  decades. 

In  Figure  1 the  age  spread  of  our  series 
is  noted.  The  sixth  decade  is  usually  given 
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as  the  period  during  which  cancer  of  the 
gallbladder  is  most  frequently  seen.  It  is 
noteworthy  that  we  saw  tvdce  as  many  cases 
in  the  decade  from  seventy  to  eighty  as  we 
did  in  any  other  single  ten  year  period.  This 
is  obviously  a disease  which  increases  in  fre- 
quency with  the  increasing  age  of  the  patient 
population. 

The  symptom  complex  and  the  physical 
findings  in  carcinoma  of  the  gallbladder  are 
generally  not  helpful  in  making  a specific 
diagnosis  of  this  disease.  (Figure  2).  Al- 
most one  third  of  our  patients  presented 

Figure  1 

CARCINOMA  OF  THE  GALLBLADDER; 

SERIES  29  CASES  IN  1582  BILIARY 
PROCEDURES 


Age  Cases 

40  - 50  2 

50  - 60  4 

60  - 70  6 

70  - 80  12 

80  - 90  5 


Figure  2 

CARCINOMA  OF  THE  GALLBLADDER; 
SERIES  29  CASES,  SYMPTOMS  AND 
PHYSICAL  FINDINGS 

Cases 


Onset: 

Acute  9 

Chronic  22 

Symptoms: 

Pain  27 

Colic  — History  colic 27 

Palpable  abdominal  mass  11 

Jaundice  6 


♦From  the  Department  of  Surgery  and  affiliated  hospitals. 
University  of  Nebraska  College  of  Medicine,  Omaha,  Nebraska. 
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with  acute  abdominal  disease  interpreted 
clinically  as  acute  cholecystitis.  The  balance 
of  the  series  presented  with  a chronic  symp- 
tom process,  pain  being  the  most  common 
feature,  usually  with  a history  of  colic  and 
a story  totally  indistinguishable  from  recur- 
rent calculous  cholecystitis.  A palpable 
mass  was  presented  in  only  11  of  our  29 
cases,  and  jaundice  was  a feature  in  only 
six  patients,  or  approximately  20  percent 
of  the  entire  group. 

Carcinoma  of  the  gallbladder  is  rarely 
diagnosed  prior  to  operation  unless  one  has 
an  extremely  high  index  of  suspicion.  We 
made  a specific  diagnosis  of  carcinoma  of 
the  gallbladder  in  only  three  of  our  cases 
prior  to  surgery,  although  this  diagnosis  was 
considered  in  a larger  number. 

The  operative  findings  in  our  series  of 
cases  are  listed  in  Figure  3.  The  common 
finding  was  that  of  a massive  carcinoma 
involving  the  gallbladder  with  extensive 
local  involvement  of  the  liver.  Eighteen  of 
our  29  cases  were  of  this  type.  A gallblad- 
der containing  stones,  with  obvious  malig- 
nant involvement,  with  or  without  empyema 
or  hydrops,  was  present  in  eleven  of  our  pa- 
tients or  39  percent  of  our  series.  The  pres- 
ence of  stones  in  those  with  massive  car- 
cinoma of  the  gallbladder  and  hepatic  inva- 
sion could  not  be  determined  in  a number 
of  instances,  so  it  is  quite  impossible  to  say 
that  stones  were  present  in  all  cases.  There 
is  today  a definite  feeling  that  the  older 
concept  that  stones  are  always  a precursor 
of  gallbladder  carcinoma  is  not  necessarily 
true.  One  patient  in  this  series  was  not 
explored,  the  diagnosis  being  confirmed  at 
autopsy. 

Figure  3 

CARCINOMA  OF  THE  GALLBLADDER; 

SERIES  29  CASES,  OPERATIVE  FINDINGS 

Cases 


Massive  carcinoma  of  gallbladder 
with  extensive  hepatic  liver 

metastasis  18 

Carcinoma  of  gallbladder  with  stones, 

no  gross  infection 4 

Carcinoma  of  gallbladder  with  stones, 

empyema  present 3 

Carcinoma  of  gallbladder  with  stones, 

hydrops  present  3 

Not  explored  1 
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It  is  quite  unusual  for  one  to  be  able 
to  do  a successful,  definitive  procedure  for 
a carcinoma  of  the  gallbladder  unless  one  in- 
advertently finds  a small  primary  lesion 
of  the  gallbladder  in  a calculous  structure  in 
which  the  malignancy  was  not  suspected. 
We  have  listed  in  Figure  4 the  type  of  pro- 
cedures carried  out  in  this  series  of  28  pa- 
tients who  were  subjected  to  operation. 

Cholecystectomy,  with  or  without  com- 
mon duct  exploration,  was  possible  in  13 
cases.  In  two  of  these,  the  adjacent  colon 
was  invaded  and  was  likewise  resected.  In 
seven  cases,  only  cholecystostomy  and  bi- 
opsy could  be  accomplished,  and  in  three  a 
partial  cholecystectomy  was  the  procedure 
possible.  Five  cases  were  subjected  to  ex- 
ploration and  biopsy  alone.  Local  hepatic 
resection  was  undertaken  in  three  instances. 
In  two  cases  it  was  felt  that  we  were  well 
around  the  tumor  with  extensive  local  he- 
patic resection,  but  local  recurrence  oc- 
curred promptly  in  both  instances. 

Our  results  have  been  extremely  distress- 
ing with  this  highly  lethal  disease  with  few 
long-term  survivors.  An  occasional  good  re- 
sult occurs  when  a very  small  primary  lesion 
is  inadvertently  found  in  the  gallbladder  in 
the  course  of  a routine  cholecystectomy. 

The  follow-up  on  our  29  cases  is  listed  in 
Figure  5.  There  were  four  hospital  deaths, 
all  occurring  within  the  first  39  days  follow- 
ing the  operative  procedure  and  incident  to 
very  extensive  tumor.  Eight  cases  survived 
from  one  to  three  months,  ten  lived  from 
three  to  twelve  months,  and  only  two  cases 
survived  longer  than  two  years  but  suc- 

Figure  4 

CARCINOMA  OF  THE  GALLBLADDER; 


OPERATIVE  PROCEDURES  — 28  CASES 
EXPLORED 

Cases 

Cholecystectomy  with  common  duct 

exploration  6 

Cholecystectomy  alone  4 

Cholecystectomy  with  colon  resection 3 

Partial  cholecystectomy  3 

Cholecystostomy  with  common  duct 

exploration  2 

Choyecysectomy 

Cholecystostomy  with  biopsy 5 

Exploration  — Biopsy  only 5 
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cumbed  prior  to  the  fifth  postoperative  year. 
Two  cases  in  our  series  were  lost  to  follow- 
up. 

This  is  a very  dismal  picture,  but  it  is  du- 
plicated in  all  reported  series.  Statistically, 
it  is  probably  not  justifiable  to  say  that  the 
incidence  of  cancer  of  the  gallbladder  is 
directly  proportionate  to  the  number  of  pa- 
tients with  chronic  cholecystitis  and  gall- 
stones which  are  not  removed.  It  would 
certainly  seem  from  our  expeiience  and  that 
of  others  that  cancer  of  the  gallbladder  does 
occur  more  frequently  in  those  patients  who 
present  with  a longstanding  history  of  un- 
treated biliary  disease.  This  may  well  be 
an  added  reason  for  recommending  surgical 
correction  of  biliary  disease  before  it  has 
been  harbored  by  a patient  for  a prolonged 
period  of  time. 

Cancer  of  the  Extrahepatic 
Bile  Ducts 

Tumors  of  the  extrahepatic  bile  ducts  are 
considerably  less  frequent  than  is  cancer 
of  the  gallbladder,  and  are  said  to  occur  in 
a ratio  of  about  one  to  four.  In  a previous 
review  of  this  subject  published  in  1933, 
while  a pathology  resident  at  McGill  Univer- 
sity, the  incidence  of  malignant  tumors  of 
the  extrahepatic  bile  ducts  was  found  to  be 
one  in  four  to  gallbladder  cancer  in  the  very 
extensive  pathological  files  of  the  Montreal 
General  Hospital.®  The  striking  difference 
of  sex  ratio  does  not  exist  in  carcinoma  of 
the  extrahepatic  bile  ducts,  but  ranges 
from  one  to  one  or  three  to  two,  depending 
upon  the  reported  series.®-’^  In  our  group  of 
eight  cases,  four  were  men  and  four  were 
women.  The  youngest  was  56,  the  oldest 
was  83,  and  the  average  age  was  67  years. 

All  eight  cases  had  a long-standing  history 
compatible  with  chronic  biliary  disease.  In- 


termittent pain  of  a moderate  to  mild  type, 
had  been  a feature  in  five  cases,  and  was 
described  as  severe  in  only  three  cases. 
Jaundice  ultimately  made  its  appearance  in 
seven  of  the  eight  cases.  A palpably  en- 
larged liver  was  noted  in  three  patients. 

The  area  of  development  of  the  extra- 
hepatic malignancy  in  these  eight  cases  is 
listed  in  Figure  6.  The  most  common  site 
was  in  the  hepatic  ducts  above  the  junc- 
tion of  the  cystic,  but  two  were  in  the  mid- 
dle of  the  common  duct  where  it  is  joined 
by  the  cystic  duct,  and  one  was  in  the  lower 
common  duct  above  the  ampulla. 

The  possibilities  of  carrying  out  a defini- 
tive surgical  procedure  for  cancer  of  the 
extrahepatic  bile  ducts  are  infinitely  less 
favorable  than  with  ampullar  carcinoma.  In 
our  group  of  eight  patients,  a resection  of 
the  common  duct  was  possible  in  only  one 
instance.  Tube  drainage  of  the  biliary  tree 
above  the  malignancy  alone  could  be  accom- 
plished in  four  patients,  and  a cholecysto- 
jej  unostomy  was  the  procedure  of  choice  in 
three  cases.  In  no  single  instance  did  we 
think  that  the  operative  procedure  had  re- 
sulted in  extii'pation  of  all  tumor. 

The  results  of  therapy  in  carcinoma  of  the 
extrahepatic  bile  ducts  were  even  more  dis- 
couraging than  with  the  carcinoma  of  the 
gallbladder.  (Figure  7).  Two  of  our  cases 
lived  less  than  one  month,  three  lived  less 
than  three  months,  none  survived  over  a 
year,  and  two  were  lost  to  follow-up. 

Figure  6 

CARCINOMA  OF  THE  EXTRAHEPATIC  BILE 

DUCTS;  SERIES  8 CASES  IN  1582  BILIARY 

PROCEDURES  — SITE  OF  OBSTRUCTION 

Cases 


Hepatic  Ducts  5 

Mid  Common  Duct 2 

Lower  Common  Duct  (above 

ampulla)  1 


Figure  5 

CARCINOMA  OF  THE  GALLBLADDER; 
FOLLOW-UP  — SERIES  29  CASES 


Cases 

Hospital  Deaths:  (4-6-14-30  days) 4 

Survival : 

1-3  mo. 8 

3 - 12  mo. 10 

1- 2  yrs.  3 

2- 5  yrs. 2 

Lost  to  Follow-up 2 


Figure  7 

CARCINOMA  OF  THE  EXTRA  HEPATIC 
BILE  DUCTS;  SURVIVAL  — 
SERIES  8 CASES 

Cases 

Period  of  Survival 

Less  than  1 mo. 2 

Less  than  3 mo. 3 

3 mo  - 1 yr. 1 

Lost  to  Follow-up 2 
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Summai-y 

These  two  malignancies  involving  extra- 
hepatic  portions  of  the  biliary  tree  are  in- 
creasingly seen  after  the  sixtieth  year,  and 
seem  to  reach  their  greatest  incidence  during 
the  seventh  decade.  In  both  instances,  the 
clinical  picture  was  essentially  that  of  biliary 
disease,  occasionally  acute,  but  more  often 
chronic  and  persistent.  The  diagnosis  of 
carcinoma  of  the  gallbladder  is  rarely  made 
prior  to  operation,  and  it  is  only  suspected 
in  extrahepatic  bile  duct  carcinoma,  the 
hope  always  being  that  the  biliary  block  may 
be  due  to  stone.  The  operative  results  in 
both  malignancies  are  extremely  discourag- 
ing, and  improvements  in  surgical  technique 
would  seem  to  offer  little  hope  for  a better 
picture  in  the  future.  A review  of  our  cases 
would  seem  to  suggest  that  earlier  diagnosis 
can  only  be  achieved  by  recommending,  when 


possible,  correction  of  biliary  complaints  as 
soon  as  they  are  well  established,  and  not 
permitting  them  to  go  uncorrected  over  long 
periods  of  time. 
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The  Chest  Wall  Twinge  Syndrome 


Abstract 

There  is  a common,  though 
rarely  discussed  syndrome  of 
chest  pain,  characterized  by 
occasional  brief  episodes  of  sudden,  shall), 
twinging,  or  catching  pain  occurring  any- 
where in  the  anterior  chest  wall.  A survey 
of  791  healthy  adults  revealed  that  perhaps 
as  many  as  half  of  them  have,  at  one  time 
or  another,  noted  episodes  of  such  pain,  and 
their  collected  descriptions  present  a clear 
composite  clinical  picture.  The  cause  of  the 
syndrome  is  unknown,  but  the  pain  itself 
may  be  caused  by  cramps  in  the  intercostal 
muscles.  Although  the  condition  seems  be- 
nign, it  causes  undue  concern  in  some  pa- 
tients because  of  the  nature  and  location  of 
the  pain.  The  syndrome  has  been  previous- 
ly described  as  “precordial  catch  syndrome,” 
which  in  some  ways  is  misleading.  The  syn- 
drome is  not  widely  recognized,  but  should 
be  included  in  the  differential  diagnosis  of 
all  complaints  of  chest  pain. 

When  chest  pain  arising  from  a benign 
condition  goes  unrecognized  or  misinter- 
preted, patients  may  undergo  unnecessary, 
prolonged  physical  and  emotional  suffer- 
ing. Indeed,  a number  of  authors^-^  have 
said  the  fear  caused  by  such  pain  is  often 
more  distressing  than  the  pain  itself. 

Yet  one  of  the  more  common  syndromes  of 
anterior  chest  pain  — previously  referred 
to  as  “precordial  catch”  — has  received  sur- 
prisingly little  mention  in  medical  literature, 
despite  evidence  that  such  chest  pain  has 
caused  some  patients  to  suffer  excessively 
from  fear  of  serious  heart  or  lung  disease. 
The  syndrome  is  characterized  by  peculiar 
episodes  of  sharp  “twinging”  or  “catching” 
pain  in  the  chest  wall.  Although  it  does  not 
appear  to  indicate  serious  disease,  this  pain 
must  be  considered  in  the  differential  diag- 
nosis of  chest  pain  and  must  certainly  be 
recognized  if  physicians  are  to  calm  the  fear 
produced  in  anxious,  suggestion-prone  pa- 
tients. 

Previous  Reports 

In  1955,  Miller  and  Texidor®  described  a 
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syndrome  of  leftsided  anterior  chest  pain 
occurring  in  young,  healthy  adults.  They 
coined  the  term  “precordial  catch,”  since 
several  patients  said  the  pain  felt  “as  if 
something  catches”  when  they  tried  to  in- 
hale. 

Miller  and  Texidor  originally  found  this 
syndrome  in  10  patients.  Six  of  them  had 
come  to  a physician  specifically  because  they 
were  concerned  about  their  heart  or  lungs. 
The  other  four  reported  the  chest  pain  dur- 
ing a routine  office  visit.  They  character- 
ized the  “precordial  catch”  as  a severe, 
sharp  chest  pain,  at  or  above  the  cardiac 
apex.  Patients  said  its  onset  was  sudden, 
occurring  when  they  were  at  rest  or  engaged 
in  mild  activity.  The  pain  was  not  related 
to  strenous  exercise  but  was  often  associated 
with  a “bent  over”  posture.  The  pain  re- 
mained localized,  and  no  areas  of  tender- 
ness could  be  observed.  It  lasted  from  30 
seconds  to  three  minutes  and  was  usually  re- 
lieved by  shallow  breathing,  forced  inspir- 
ation, or  correction  of  posture.  Deep 
breathing  aggravated  the  pain.  Patients  re- 
ported no  regular  pattern  of  occurrence.  The 
frequency  varied  from  three  episodes  in  one 
evening  to  one  episode  in  six  months. 

The  10  patients  described  by  Miller  and 
Texidor  ranged  in  age  from  22  to  35,  nu- 
merically dominated  by  neither  sex.  All 
were  of  thin  or  medium  body  build.  They 
were  essentially  healthy,  with  no  record  of 
any  heart,  pleural  or  pulmonary  disease, 
nor  was  there  any  consistent  association 
with  upper  respiratory  infections,  smoking, 
earlier  heavy  exertion,  or  emotional  dis- 
turbances. There  were  no  apparent  correla- 
tions between  the  pain  and  previous  ill- 
nesses, physical  abnormalities,  laboratory 

♦Hennepin  County  Hospital.  Minneapolis.  Minnesota,  for- 
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findings,  or  any  other  symptoms  associated 
with  significant  chest  disease. 

Miller  and  Texidor  could  not  identify  the 
cause  of  the  pain,  but  speculated  that  it 
probably  arose  from  the  parietal  pleura. 
Since  the  pain  occurred  on  only  one  side 
of  the  chest,  they  thought  it  must  be  related 
to  the  reflections  of  the  pleura  in  relation 
to  the  heart.  They  found  no  evidence  of 
cardiac  origin,  but  were  unable  to  rule  out 
the  chest  wall,  its  musculature,  or  its  inner- 
vation as  the  source  of  the  pain. 

Four  years  later.  Miller  and  Texidor®  re- 
ported on  another  18  patients  with  “pre- 
cordial catch.”  This  later  group  included  (1) 
a wider  age  range  — 19  to  61  years;  (2) 
body  builds  varying  from  thin  to  obese; 
(3)  a 3:1  predominance  of  males;  (4)  two 
patients  with  documented  organic  heart  dis- 
ease — one  with  classical  angina  pectoris, 
the  other  with  rheumatic  heart  disease ; 
(5)  two  patients  who  experienced  the  pain 
in  the  right  anterior  chest;  (6)  patients  who 
described  the  pain  as  lasting  from  a few  sec- 
onds to  five  minutes;  and  (7)  two  men  who 
were  examined  in  their  homes  in  response 
to  urgent  calls  from  their  anxious  wives. 
Each  of  these  18  patients  was  carefully  ex- 
amined, and  the  investigators  searched  for 
evidence  of  chest  wall  tenderness,  heart  dis- 
ease, pulmonary  disease,  and  abnormalities 
of  the  spine  or  chest  structure.  The  in- 
vestigators concluded,  after  their  second 
study,  that  the  etiology  of  the  pain  re- 
mained obscure.  They  considered  the  pri- 
marily unilateral  occurrence  of  the  pain  as 
evidence  that  it  did  not  originate  in  the 
spine  or  chest  wall,  and  they  speculated 
again  that  the  pain  might  be  related  to  the 
reflection  of  the  pleura  in  relation  to  the 
heart.  The  diagnosis  of  the  syndrome,  they 
decided,  should  be  made  by  a typical  his- 
tory, and  negative  physical  and  laboratory 
findings. 

In  1957,  after  Miller  and  Texidor’s  original 
report,  S o u d e r s recognized  “precordial 
catch,”  and  included  it  in  his  differential 
diagnosis  of  chest  pain.  He  believed  how- 
ever that  the  pain  occurred  in  areas  other 
than  the  precordium  — a finding  the  pres- 
ent survey  tends  to  substantiate.  He  also 
noted  that  the  pain  was  frequently  related 


to  a slouched  posture.  This  led  to  Souders’ 
speculation  that  poor  posture  pinches  an  in- 
tercostal nerve,  producing  a spasm  in  either 
in  intercostal  muscle  or  the  diaphragm. 
This,  he  proposed,  may  cause  the  pain.  Sou- 
ders said  the  nerve  irritation  was  relieved 
by  straightening  the  back  or  by  forced  in- 
spiration, both  of  which  separate  and  ele- 
vate the  ribs. 

More  recently,  Rawlings'^  attempted  to  re- 
late a number  of  chest  wall  syndromes,  in- 
cluding “precordial  catch,”  to  a single  path- 
ological process  which  may  involve  different 
areas  of  the  cartilaginous  thorax.  Refer- 
ring to  this  condition  as  the  “rib  syndrome,” 
he  said  he  considered  it  an  acutely  painful 
costochondritis,  the  acute  counterpart  of  the 
more  chronic  costochondral  swelling  known 
as  Tietze’s  syndrome  (a  painful,  benign,  non- 
suppurative chronic  swelling  of  one  or  more 
costochondral  or  sternoclavicular  junctions). 
“Rib  syndrome”  commonly  involves  the  pre- 
cordial area  and  is  frequently  associated  with 
local  swelling.  Its  diagnosis  is  confirmed 
when  point  compression  over  the  costochon- 
dral junction  involved  reproduces  the  pa- 
tient’s symptoms. 

Rawlings  suggested  that  “precordial 
catch”  might  represent  acute,  fleeting  va- 
rieties of  costochondral  pains.  He  did  not 
think  it  unusual  that  Miller  and  Texidor’s  pa- 
tients noticed  no  local  tenderness  since,  in 
his  cases  of  “rib  syndrome,”  patients  were 
usually  unaware  of  tenderness  until  it  was 
found  by  the  examiner. 

In  reviewing  a number  of  painful  anterior 
chest  wall  syndromes,  Wehrmacher^  was  un- 
able to  recognize  Miller  and  Texidor’s  “pre- 
cordial catch.”  He  found  tenderness  in  all 
of  the  anterior  chest  wall  syndromes  he  ob- 
served. Neither  Miller  and  Texidor  nor  the 
present  suiwey  included  tenderness  in  their 
findings,  however.  It  may  be  that  Wehr- 
macher  did  not  find  “precordial  catch”  with 
its  absence  of  tenderness  because  he  saw 
only  patients  coming  to  him  and  thus  un- 
intentionally preselected  his  sample.  If  he 
had  interviewed  a large  number  of  young 
persons,  as  our  survey  did,  it  appears  likely 
he  would  have  found  “precordial  catch”  with 
its  absence  of  tenderness. 
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Survey  Investigation 

To  develop  data  and  hypotheses  in  the 
study  of  this  chest  wall  pain,  a question- 
naire was  prepared  and  presented  to  791 
young  adults.* 

The  survey  subjects  came  from  four 
groups:  students  and  some  staff  members 
at  the  Creighton  University  School  of  Medi- 
cine; students  in  the  University’s  School  of 
Dentistry;  nursing  students  at  Creighton 
Memorial  St.  Joseph’s  Hospital,  Omaha;  and 
personnel  (nurses,  aides,  orderlies,  techni- 
cians, and  secretaries)  at  Creighton  Me- 
morial St.  Joseph’s  Hospital  and  Douglas 
County  Hospital,  Omaha. 

The  questionnaire  was  introduced  with  the 
following  explanatory  paragraph: 

“Information  is  being  gathered  for  a re- 
search survey  of  a physical  disturbance 
about  which  very  little  is  known  or  writ- 
ten. It  appears  that  a common  complaint 
among  young  people  (perhaps  less  common 
in  children  and  older  adults)  is  occasional, 
brief  episodes  of  sharp  pain  occurring  in 
the  chest  wall.  The  pain  is  not  serious,  does 
not  appear  to  be  related  in  any  way  to  heart 
or  lung  disease,  and  is  usually  quickly  re- 
lieved by  holding  one’s  breath,  putting  a 
little  pressure  over  the  painful  spot,  or  sim- 
ply straightening  up.  The  disorder,  what- 
ever it  is,  is  important  only  because  it  wor- 
ries a number  of  people  who  fear  that  it  is  a 
sign  of  a heart  attack  or  something  similar. 
The  cause  of  this  pain  is  not  known,  and 
more  information  is  needed  about  its  inci- 
dence, varieties,  etc.  Whether  or  not  you 
have  ever  experienced  any  pain  of  this  type, 
a minute  of  your  time  spent  in  answering 
the  following  questions  to  the  best  of  your 
ability  will  provide  valuable  information  for 
the  success  of  this  survey,  and  your  cooper- 
ation will  be  greatly  appreciated.’’ 

INCIDENCE  OF  POSITIVE  RESULTS 

Number  Age  Range 

Total  Participants  791  16-46 

Positive  Responses 454  (57%)  16-4.3 

Negative  Responses 337  (43%)  16-46 

•The  questionnaire  form  is  not  included  in  this  report  since 
its  content  is  indicated  in  the  tabulate<l  results.  We  will  be 
pleased  to  send  a sample  of  the  questionnaire  to  any  doctor 
re<iuesting  it. 


SEX  DISTRIBUTION 

s Male  Female 

Total  455  336 

Positive  Responses 219  (48%)  235  (70%) 

Negative  Responses 236  (52%)  101  (30%) 

DESCRIPTION  OF  PAIN 

Sharp 257 

Stabbing  160 

Knife-like  158 

Piercing 142 

Tight-feeling  61 

Catching  55 

Aching 47 

Cramping  39 

Burning  36 

Sticking 32 

Dull  31 

Squeezing  27 

Vice-Like  20 

Gnawing  13 

Other  5 

LOCATION  OF  PAIN 

Left  Side  of  Chest 262 

Middle  of  Chest 147 

Right  Side  of  Chest 94 

Upper  Chest 101 

Lower  Chest  52 

Over  Back  18 


Total 674 

DURATION  OF  PAIN 

Momentary  130 

Less  Than  One  Minute 194 

Approximately  One  Minute 85 

One  to  Five  Minutes  45 

Continuous  17 

Other  8 

FREQUENCY  OF  ATTACKS 

More  Than  Once  a Day 2 

Once  a Day 0 

A Few  Times  a Week  20 

Occasionally  385 

Other  44 

AGE  WHEN  FIRST  OBSERVED 

Under  15 67 

15  - 19  254 

20  - 24  103 

Over  25  8 

Not  Remembered  3 


ASSOCIATED  TENDERNESS  AND 


SWELLING 

Observed  Pain  Only  424 

Pain  With  Residual  Tenderness 15 

Pain  With  Residual  Swelling 0 
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CAUSE 

Were  You  Told  Cause  of  Pain  or  Have  Idea 
of  Your  Own  Regarding  Cause? 

Yes 191 

No  336 


CONSULTATION  WITH  DOCTOR  BECAUSE 
OF  THE  PAIN 


No  Consultation  391 

Sought  Consultation  43  (9%) 


PAIN  ASSOCIATIONS 

Body  Position  106 

Breathing  98 

Exercise  53 

Excitement  50 

Fatigue  46 

Temperature  Change  4 

None  of  These  Things 186 

ATTACKS  DURING  SLEEP 

Yes 31 

No  391 


MEASURES  TAKEN  TO  RELIEVE 
THE  PAIN 


Take  a Deep  Breath 169 

Hold  Breath 135 

Apply  Pressure 92 

Nothing  89 

Straighten  Back 89 

Rest  54 

Massage  Area 44 

Other  27 


The  many  positive  reports  given  on  the 
questionnaires  permit  construction  of  a com- 
posite typical  picture  of  the  syndrome  as 
follows : 

Most  significantly,  the  syndrome  appears 
to  be  quite  common,  since  it  was  reported 
with  varying  frequency  by  approximately 
half  of  the  survey  subjects.  It  also  appears 
to  be  commoner  in  women ; at  least,  it  was 
more  frequently  reported  by  the  ones  we 
surveyed. 

The  pain  is  most  often  described  as 
“sharp,”  “stabbing,”  “knife-like”  or  “pierc- 
ing,” occurring  any  place  on  the  chest  wall, 
almost  always  anteriorly  and  most  commonly 
on  the  left  side  and  middle  of  the  chest.  The 
duration  of  the  pain  is  usually  less  than  one 
minute  or  “momentary,”  and  it  occurs  only 
“occasionally.”  The  pain  is  usually  first 
observed  by  individuals  between  the  ages 
of  15  and  19.  Typically,  there  is  no  residual 


tenderness  or  swelling  observed  in  the  area 
of  the  pain. 

Most  of  the  survey  subjects  who  experi- 
enced the  pain  said  they  had  not  been  told 
what  caused  it  and  did  not  have  any  ideas 
of  their  own  as  to  the  cause.  Most  had 
not  consulted  a physician  about  the  pain. 
Many  respondents  did  not  connect  the  pain 
with  any  of  the  suggested  associations, 
although  many  others  did  associate  the  pain 
with  body  position  or  breathing.  Most  re- 
sponses indicated  the  pain  did  not  occur  dur- 
ing sleep,  and  relief  from  the  pain  was  most 
frequently  obtained  by  taking  a deep 
breath  or  holding  the  breath. 

Discussion 

We  became  interested  in  pursuing  this  sta- 
tistical study  for  three  reasons.  One  of  us, 
in  his  early  childhood,  had  noted  frequent 
episodes  of  brief,  sharp,  “catching”  abdom- 
inal pain,  always  following  strenuous  physi- 
cal activity,  always  occurring  in  either  the 
right  or  left  side  of  the  abdomen  and  always 
readily  relieved  by  rest  and  “splinting”  the 
painful  area  with  moderate  hand  pressure. 
This  discomfort  was  also  common  enough 
among  playmates  to  be  designated  as  a 
“stitch”  in  the  side  or  “side  pain”  or  an 
“out-of-breath  pain.”  This  characteristic 
pain  seemed  to  decrease  in  frequency  with 
advancing  years,  perhaps  not  occurring  at  all 
after  age  10  or  11.  However,  a pain  having 
very  much  the  same  quality  was  noted  later 
in  life,  from  about  age  15  to  20,  but  it 
was  not  related  to  exercise  and  occurred  in 
the  anterior  chest  wall  rather  than  the  ab- 
domen. Usually  it  was  quickly  relieved  by 
holding  the  breath  or  “splinting”  the  side. 
Particularly  severe  episodes  left  a slight 
residual  tenderness  for  a few  hours. 

One  of  us  discovered,  through  experience 
in  a military  dispensary,  that  many  young 
soldiers  had  noted  this  type  of  chest  pain 
and  in  some  cases  had  become  very  anxious 
about  it.  Also,  an  informal  survey  among 
friends  and  colleagues,  preliminary  to  this 
survey,  revealed  that  a majority  had  suf- 
fered such  pain  at  some  time  in  their  life 
and  were  at  a loss  to  explain  it.  Some  had 
feared  serious  heart  or  lung  disease  at  the 
time ; others  had  wondered  about  a rela- 
tionship to  cigarette  smoking,  hyperventil- 
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lation  or  “a  touch  of  pleurisy.”  This  pre- 
liminary questioning,  in  addition  to  our  own 
experience,  determined  the  content  of  the 
explanatory  paragraph  accompanying  the 
survey  questionnaire. 

In  evaluating  the  results  of  the  survey, 
particularly  the  reported  high  incidence  of 
the  pain,  allowance  should  be  made  for  cases 
in  which  indigestion,  gastric  irritation  or 
esophagitis,  suggested  by  some  of  the  re- 
spondents, might  actually  have  caused  the 
reported  pain.  Accordingly,  a more  accur- 
ate incidence  figure  than  the  57  per  cent 
reported  may  be  as  low  as  40  or  45  per  cent 
for  young  adults. 

The  reported  greater  (70  per  cent)  inci- 
dence among  women  than  among  men  (48 
per  cent)  is  contrary  to  the  male  preponder- 
ance reported  in  their  1959  study  by  Miller 
and  Texidor.  Since  the  women  questioned  in 
our  survey  were  almost  all  young  nurses  or 
student  nurses,  we  wondered  if  this  high 
percentage  may  reflect  an  unusual  concern 
among  young  nurses  over  minor  physical 
disturbances. 

Survey  subjects’  frequent  use  of  “sharp,” 
“stabbing,”  “knife-like”  and  “piercing”  to  de- 
scribe their  pain,  correlates  well  with  the 
pain  descriptions  of  Miller  and  Texidor’s 
“precordial  catch”  syndrome.  But  unlike 
Miller  and  Texidor’s  patients  who  reported 
a primarily  unilateral  left-sided  location  of 
the  pain,  the  survey  subjects  reported  pain 
on  the  right  side  of  the  chest  14  per  cent 
of  the  time,  with  a number  reporting  the 
pain  in  more  than  one  location.  Consequent- 
ly, the  pain  is  not  likely  to  be  related  to  the 
reflection  of  the  pleura  in  relation  to  the 
heart.  Concem  over  heart  disease  may  well 
explain  why  only  94  of  our  patients  and  only 
two  of  Miller  and  Texidor’s  patients  report- 
ed right-side  pain  while  all  the  rest  told  of 
left-side  pain. 

Survey  findings  on  duration  and  frequen- 
cy of  the  pain  correlate  well  with  those  of 
Miller  and  Texidor.  Findings  apparently 
vary  as  to  the  age  when  the  chest  pain  was 
first  observed.  Respondents  in  the  present 
survey  indicate  the  attacks  w ere  usually 
first  noticed  between  the  ages  of  15  and 
19,  but  the  high  proportion  of  younger  per- 


sons in  our  survey  population  may  account 
for  this  lower  age  range.  Some  of  the  older 
subjects  did  not  observe  the  pain  until  they 
were  over  25,  so  we  might  expect  a higher 
incidence  to  be  reported  from  the  younger 
group  when  its  members  are  a few  years 
older.  This  would  bring  the  age  statistic 
more  in  line  with  that  of  Miller  and  Texi- 
dor. 

The  survey  finding  that  there  was  not  one 
report  of  residual  swelling  connected  with 
any  of  the  439  reports  of  pain  seems  to  indi- 
cate that  “precordial  catch”  or  “chest  wall 
twinge  syndrome”  is  quite  distinct  from  “rib 
syndrome”  and  Tietze’s  syndrome,  which 
characteristically  involved  costochondral 
junction.  Also  the  pains  reported  in  this 
survey  were  not  reproducible  by  pressure 
over  the  affected  spot. 

This  survey  does  not  change  the  fact  that 
the  origin  of  the  pain  is  obscure.  Most  of 
the  respondents  who  experienced  the  pain 
said  they  were  not  told  the  cause.  But  15 
of  the  55  medical  student  respondents  relat- 
ed the  cause  to  muscle  cramps  or  spasms, 
13  to  gastro-intestinal  irritation  or  gas,  and 
nine  to  inflammatory  processes  involving 
the  chest  wall  or  pleura;  two  suspected  a 
cardiac  origin. 

Survey  subjects  most  frequently  did  not 
relate  the  pain  to  body  position,  breathing, 
exercise,  excitement,  fatigue  or  tempera- 
ture change,  but  38  per  cent  did  associate 
it  with  body  position  or  breathing.  Coupled 
with  findings  that  the  pain  usually  did  not 
occur  during  sleep  and  that  relief  came  with 
deep  breathing,  holding  the  breath  or 
straightening  the  back,  this  suggests  the 
pain  varies  in  response  to  circumstances 
which  move  or  otherwise  irritate  its  source. 
Therefore,  we  believe  the  source  of  the  pain 
to  be  musculoskeletal  in  nature  — more  spe- 
cifically, an  intercostal  muscle  cramp.  We 
are  not  inclined  to  accept  Souders’  explana- 
tion of  the  pain  as  a result  of  a nerve  pinch 
from  poor  posture.  This  conflicts  with  what 
Guyton  has  written  about  the  causes  of 
muscle  cramps  in  his  Textbook  of  Medical 
Physiology.  He  says  electromyographic 
studies  show  that  typical  muscle  cramps  can 
be  produced  by  any  local  irritation  or  by 
metabolic  abnormality  in  a muscle.  Anoxia 
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or  overexercise  of  a muscle  often  can  elicit 
cramps,  but  Guyton  does  not  include  a 
pinched  nerve  as  a possible  cause.  Further- 
more, the  type  of  chest  pain  we  have  studied 
seems  to  be  very  common  in  healthy  young 
people  who  do  not  have  associated  degenera- 
tive bone  disease  or  other  conditions  which 
might  produce  a pinched  nerve. 

As  mentioned  at  the  outset,  the  anxiety 
engendered  or  connected  with  the  chest  wall 
twinge  makes  the  syndrome  important.  At 
least  9 per  cent  of  the  survey  respondents 
were  concerned  enough  about  this  pain  to 
consult  a physician.  Although  anxiety  may 
result  from  this  pain  we  found  no  indication 
that  it  preceded  it,  nor  any  indication  that 
hyperventilation  or  other  psychogenic  res- 
piratory symptoms  preceded  it. 

We  favor  “chest  wall  twinge”  rather 
than  “precordial  catch”  as  a more  accurate 
name  for  this  syndrome.  According  to  our 
findings,  “precordial”  is  too  limited  to  be 
accurate,  and  “precordial  catch”  — although 
it  is  vivid  enough  in  describing  the  pain  — 
seems  to  carry  too  harsh  a connotation  for 
a syndrome  so  benign.  Although  we  do  not 


wish  to  encourage  name  - identified  syn- 
dromes, we  confess  that  “Texidor’s  twinge” 
has  an  alliterative  charm  that  recommends  it 
as  a possible  alternative. 

Finally  we  believe  the  presence  of  the 
“chest  wall  twinge  syndrome”  in  young 
adults  can  ordinarily  be  substantiated  by  a 
careful  history.  Prompt  recognition  and  in- 
terpretation of  this  condition  will  allow 
physicians  to  allay  patients’  fears  and  will 
avoid  the  loss  of  time  and  money  that  comes 
with  undue  attention  to  electrocardiograms, 
chest  x-rays  and  other  evaluative  proce- 
dures. 
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Adolescents  and  Some  of  Their  Social 
Problems,  Including  Parenthood 


PART  I 
Abstract 

This  article  discusses  various 
aspects  of  some  of  the  social 
problems  confronting  t e e n- 
agers,  their  familes,  and  their  communities 
including  the  long  range  complications  of 
these  problems.  Integration  and  related 
items  are  not  included.  Some  constructive 
recommendations  are  given  to  help  correct 
or  prevent  these  problems. 

Introduction 

The  thoughts,  opinions,  and  solutions  ex- 
pressed in  this  paper  are  solely  those  of  the 
author  based  upon  his  18  years  of  experi- 
ence in  working  very  closely  with  young 
people  under  a variety  of  circumstances,  in- 
cluding being  a scoutmaster  for  seven  years 
of  a troop  of  60  to  90  boys.  The  author  firm- 
ly believes  in  the  youth  of  today  and  does 
not  seek  to  condemn  them ; but  society  must 
realistically  look  at  the  various  problems  fac- 
ing the  young  person  and  endeavor  to  de- 
velop better  approaches  to  solve  these  self- 
perpetuating  and  self  - compounding  prob- 
lems. The  author  believes  that  medicine  as 
a whole,  and  pediatrics  in  particular,  should 
strive  to  develop  solutions  to  these  prob- 
lems. We  in  pediatrics  should  be  applied 
developmentalists,  be  preventive  medicine 
experts,  and  above  all  be  community  edu- 
cators. This  paper  is  presented  to  the  medi- 
cal profession  with  these  thoughts  in  mind; 
though  many  of  the  problems  are  not  new, 
we  must  all  become  more  knowledgeable  of 
their  wide-spread  ramifications  and  impacts. 
Some  of  this  paper  may  be  philosophical,  but 
anyone  who  deals  in  depth  with  youth  in  his 
office  practice  does  not  need  documentation 
and  endless  case  history  presentations  to  be 
aware  of  the  situations  and  the  needs. 

The  basic  tasks  of  the  adolescent  are  to 
arrive  at  becoming  a distinctly  mature  in- 
dividual and  to  assume  his  ultimate  role  in 
the  community,  individually  and  collectively. 
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with  all  of  the  attendant  responsibilities. ^ 
In  order  to  accomplish  this  task,  he  needs 
to  develop  his  own  comprehension  in  a num- 
ber of  areas  in  relationship  to  his  own  self- 
image;  an  understanding  of  his  own  convic- 
tions; an  insight  into  his  own  feelings;  a 
need  to  develop  his  own  sense  of  values; 
and  a comprehension  into  what  is  right  and 
what  is  wrong  within  his  own  self  towards 
his  socialization  in  society. 

He  has  to  evolve  a number  of  different 
types  of  beliefs:  a moral  belief,  a belief  in 
God  and  the  universe,  a specific  religious  be- 
lief, whether  he  be  Christian,  Jew,  or  of  any 
other  religious  affiliation.  He  has  to  evolve 
his  own  sense  of  political  belief  and  political 
philosophy.  In  addition  to  these  beliefs,  he 
begins  to  evolve  ideas  concerning  the  occu- 
pation he  may  wish  to  pursue ; his  own  feel- 
ings of  manliness  or  womanliness;  his  own 
ideas  about  how  a husband  should  act  or  how 
a wife  should  play  her  role,  eventually  lead- 
ing toward  parenthood.  The  sociological 
problems  of  integration  and  urban  living 
will  not  be  covered  here. 

Social  Relationships 

The  social  - sexual  relationships  between 
the  sexes  constitutes  one  of  the  biggest 
problem  areas  confronting  teenagers.^  These 
social-sexual  relationships  bring  about  the 
need  of  understanding  and  coynpj’ehending 
the  difference  between  sensual  love,  physical 
love,  and  tender  love.  Others  may  elect  to 
define  love  in  different  terms.  Sensual 
love  is  basically  a type  of  animalistic  be- 
havior designed  to  produce  self  gratification. 
Physical  love  is  the  fundamental  attractive- 
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College  of  Medicine : Foi-mer  Adjunct  Professor  of  Psychology. 
Bellevue  College.  Bellevue.  Nebraska ; Director  of  the  Adolffi- 
cent  Clinic,  Children’s  Memorial  Hospital,  Omaha,  Nebraska : 
Member  of  the  Society  for  Adolescent  Medicine : Chainnan. 
Committee  on  Youth,  Nebraska  Chapter,  American  Academy  of 
Pediatrics. 
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ness  of  male  for  female,  and  is  a higher  type 
of  love  than  sensual  love.  Tender  love  is  the 
ultimate  love,  as  it  is  sweet,  kind,  and  full 
of  self-sacrifice  for  the  betterment  of  the 
other  partner.  Tender  love  must  include  not 
only  the  physical  component  of  love,  but  also 
the  emotional,  psychological,  and  intellectual 
components  as  well.  The  adolescent  is  very 
apt  to  mistake  his  sex  feelings  for  love  feel- 
ings. If  this  difference  is  really  under- 
stood, there  should  be  less  of  a problem  for 
the  child  in  handling  his  feelings. 

Children  need  to  recognize  and  name  sex 
feelings  for  what  they  really  are.  Today, 
there  is  an  appalling  increase  in  venereal 
disease  on  the  campuses  and  in  the  “nice” 
neighborhoods.  The  ages  of  10  to  24  seem 
to  be  becoming  the  largest  pool  of  venereal 
disease  problems.  The  age  group  most  nu- 
merically involved  are  those  between  the 
ages  of  15  and  19.-^  The  child  of  this  age 
period  is  very  insecure  and  is  not  sure  of 
what  he  is  doing;  so  the  child  endeavors  to 
tiy  everything  just  for  the  experience  and 
thrill. 

To  anyone  in  the  medical  profession  who 
has  had  to  treat  venereal  disease,  this  dis- 
ease is  esthetically  not  very  appealing,  and 
young  people  need  to  know  about  this  prob- 
lem and  its  inherent  dangers  if  not  properly 
treated.  In  this  age  group,  one  half  of  the 
new  cases  of  syphilis  occur.  There  has  been 
a 45%  increase  in  gonorrhea  since  1960.  It 
is  now  reported  that  venereal  disease  affects 
one  person  in  this  age  group  every  two  min- 
utes; whereas  just  a few  years  ago,  it  was 
one  person  every  ten  minutes.  One  out  of 
every  35  people  under  the  age  of  25  are 
affected.  In  a number  of  studies,  only  10% 
to  40%  of  the  children  know  how  venereal 
disease  is  contracted.  Homosexuality  seems 
to  be  emerging  as  one  of  the  major  sources 
of  venereal  disease.  Homosexual  experi- 
ences in  the  pi'eadolescent  and  the  adolescent 
are  more  common  than  previously  thought.^ 
These  facts  denote  very  poor  basic  sexual 
and  mental  hygiene  education.  From  the 
problem  of  venereal  disease,  the  road  leads 
directly  to  the  problem  of  illegitimate  preg- 
nancies. 

It  is  stated  that  there  are  250,000  women 
each  year  who  have  illegitimate  pregnancies. 


and  about  90,000  of  these  are  in  the  teenage 
period.  During  the  past  20  years,  illegiti- 
mate births  have  doubled.  There  are  now 
three  million  children  under  the  age  of  18 
who  were  born  out  of  wedlock.  By  1970, 
federal  figures  anticipate  one  out  of  each 
ten  pregnancies  will  be  illegitimate.  Coupled 
with  this  problem,  it  seems  that  more  unwed 
mothers  are  keeping  their  babies.  This 
situation  poses  a whole  new  set  of  social 
problems  in  children  who  are  being  raised 
without  any  “father  image”  or  “father  au- 
thority” whatsoever. 

The  child  is  either  raised  by  the  maternal 
grandmother  or  by  a series  of  baby  sitters 
and/or  nurseries.  The  necessary  close 
mother-child  relationship  must  suffer,  and 
the  child  loses  another  major  emotional  sta- 
bilizing force.  I have  yet  to  encounter  a 
young  girl  who  is  involved  in  an  illegiti- 
mate birth  who  does  not  regret  such  a situ- 
ation, and  who  does  not  have  a lowered 
opinion  of  her  own  self. 

The  young  father  is  not  harnessed  with 
any  of  the  responsibilities  or  problems  of 
childbearing  and  supporting.  This  situation 
is  becoming  one  of  serious  proportions  with 
the  more  wide-spread  acceptance  of  live- 
for-today  and  the  “new  morality”  philoso- 
phies. Some  states  are  seeking  to  enact 
more  stringent  legislation  regarding  child 
support. 

The  various  experiences  producing  self- 
sufficiency,  which  lead  to  personal  and  social 
maturity,  are  woefully  missing  in  the  early 
years  of  modern  teen  culture.  The  adoles- 
cent frequently  mistakes  his  greater  educa- 
tional knowledge  for  this  self-sufficiency 
and  social  maturity.  He  may  be  emotionally 
scarred  very  deeply  through  some  of  these 
mistakes. 

The  next  step  from  illegitimate  pregnan- 
cies during  this  age  period  is  to  one  of  in- 
creased marriages.  It  has  been  stated  that 
one  out  of  six  brides  are  pregnant  on  their 
wedding  day.®  Fifty  percent  of  all  high 
school  girls  are  pregnant  at  the  time  of 
their  marriage.  Forty  percent  of  all  brides 
and  twenty  percent  of  all  grooms  are  now  in 
the  teenage  bracket.  Seventy  percent  of  all 
girls  are  married  by  the  time  they  are 
twenty.  Three  out  of  five  families  with  a 
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husband  under  the  age  of  twenty  have  a 
child  one  year  old  or  younger.  Fifty-three 
percent  of  all  girls  between  the  ages  of 
15  and  19  are  or  have  been  married  at  one 
time  or  another.  These  marriages  result 
in  a large,  immature  population  trying  to 
assume  the  role  of  responsible  parenthood 
without  proper  family  educational  prepara- 
tions or  fiscal  stability  or  solvency. 

Obviously  then,  these  incompatible  and 
immature  marriages  create  a big  area  of  dif- 
ficulty which  often  result  in  divorce.  In 
the  nation  as  a whole,  one  out  of  four 
marriages  ends  in  divorce.  On  either  coast, 
it  is  one  marriage  out  of  three.  A college 
graduate  has  a one  in  seven  chance  for 
divorce;  but  in  a teenage  marriage,  there  is 
one  chance  out  of  two  to  end  in  divorce. 
There  are  28  million  children  from  these 
broken  marriages  now  caught  in  this  divorce 
trap.  This  produces  a very  unstable  so- 
ciety and  a very  matriarchal  type  of  society, 
because  the  father  image  has  disappeared 
from  view.  If  the  mother  remarries,  the 
child  usually  stays  with  the  mother;  and 
the  foster  father  frequently  does  not  have 
the  same  position  of  authority  as  would  the 
natural  father.  This  dilution  of  the  male 
role  further  enhances  the  instability  in  this 
situation. 

What  are  the  reasons  for  these  various 
problems?  There  is  the  very  current  con- 
cept of  “fun  morality.”  This  poses  a large 
number  of  problems.  Alcohol  is  probably 
one  of  the  largest.  One  out  of  four  alcoholics 
start  their  heavy  drinking  in  high  school.® 
Today,  it  is  a common  denominator  that 
“sex  is  fun.”  Many  people  use  the  philoso- 
phy of  “buy  now  and  pay  later”  for  sexual 
experiences.  Illicit  sex  is  encouraged  by 
advertising,  by  TV,  by  movies,  by  books, 
by  magazines,  and  by  the  press.  Female 
modesty  and  female  self-respect  seem  to  have 
been  hidden  somewhere  as  evidenced  by  the 
tremendous  openness  of  exposure-type  dress 
and  attitudes. 

There  is  the  problem  of  very  early  dating 
in  relationship  to  illicit  sex.  Early  dating 
produces  a satiety  of  simple  heterosexual 
experiences  such  as  shows,  dances,  and  sim- 
ilar fun  situations.  This  satiation,  then. 


leads  to  other  types  of  heterosexual  explor- 
ation with  the  associate  hazards  of  labile  or 
underdeveloped  emotional  control.  Fre- 
quently, adult  examples  do  not  foster  sta- 
bility or  a good  imitative  type  of  behavior. 
The  current  “situation  ethics”  philosophy, 
also,  seems  to  confuse  the  young  person  who 
is  in  the  formative  process  of  determining 
what  is  right  and  wrong  for  himself  as  a 
person.  Parents  need  to  try  and  keep  a 
finger  on  the  whereabouts  and  on  the  ac- 
tivities of  the  child  to  help  protect  the  child 
from  himself.  Of  course,  the  family  safe- 
guards have  been  markedly  lessened.  Some 
parents  become  confused  and  indecisive  and 
are  not  the  stabilizing  force  they  need  to  be. 
Other  parents  simply  shirk  their  responsi- 
bility. The  easy  access  to  cars,  the  lessening 
of  close  family  ties,  increased  free  time  for 
the  adolescent,  and  plenty  of  money  have 
all  increased  the  numbers  of  society  pres- 
sures which  are  weighing  on  the  adolescent. 
It  is  obvious  from  all  of  these  facts  and 
figures  that  there  is  a very  poor  sex  educa- 
tion program  readily  available  on  a broad 
basis,  and  that  the  mental  health,  society 
responsibility,  and  moral  aspects  of  any 
current  sex  education  program  have  been 
largely  ignored. 

The  vast  majority  of  uninvolved  and  stable 
adolescents  are  finding  it  more  difficult  to 
keep  a sensible  and  responsible  attitude  to- 
wards their  own  family  and  society  needs. 

The  problems  of  the  effects  of  alcohol  and 
of  drugs  on  the  adolescent  and  the  resulting 
behavior  in  both  the  social-sexual  areas  and 
in  the  driving  of  cars  point  to  the  additional 
need  of  a great  deal  of  work  and  education 
in  this  area.  Both  of  these  problems  are 
beyond  the  scope  of  this  paper;  but  these 
problems  do  exert  tremendous  pressures  on 
the  young  teenager  through  the  medium 
of  his  peer  group  society  to  try  these  experi- 
ences just  for  the  thrill. 

Because  of  these  previously  mentioned 
problems,  the  increased  socialization  that 
occurs  in  our  junior  high  activities  should 
be  lessened  and  softpedaled.  Too  many 
mothers  seem  to  be  pushing  their  daughters 
into  becoming  “femme  fatales.”  They  en- 
courage the  very  early  use  of  exposure  dress- 
ing, eye  shadow,  and  other  types  of  adult 
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behavior.  The  father  takes  a very  passive 
role  in  condoning  all  of  these  activities. 

A child  needs  a strong  adult  character 
to  imitate.  If  such  an  example  is  not  read- 
ily apparent  in  his  family,  the  child  will 
look  elsewhere  — too  many  times  to  his  own 
detriment  through  faulty  guidance  and  ex- 
ample by  other  agemates  outside  of  the 
family  constellation.  Most  teenagers  do  not 
have  a stable  force  for  consultation  outside 
of  the  immediate  family  in  trying  times,  in 
times  of  stress,  or  in  times  of  family  non- 


communication. These  sources  should  be 
cultivated  by  the  parents  among  sensible 
relatives,  friends  and/or  the  medical  profes- 
sion such  as  the  family  doctor  or  pediatri- 
cian. 

Many  mothers  are  pushing  for  teas,  mixed 
parties,  cotillions,  and  early  dating  at  this 
very  formative  period.  Whenever  these 
problems  are  pointed  out  in  PTA  or  other 
social  group  talks,  there  are  usually  several 
well-meaning  mothers  who  dispute  and  dis- 
count these  fundamental  facts. 


September,  1970 


537 


Angiocardiography* 


Angiocardiography  is  the 

radiographic  examination  of 
the  heart  (cardiography)  and 
blood  vessels  (angiography).  Areas  of  in- 
terest are  rendered  radio-opaque  by  con- 
trast agents  which  absorb  more  r-xays  than 
surrounding  body  tissue.  Vascular  struc- 
tures injected  with  these  substances  appear 
relatively  white  on  a darker  background. 

Angiocardiography  employs  a variety  of 
equipment  and  methods  and  the  approach 
selected  must  be  individualized  to  the  prob- 
lem at  hand.  Four  factors  require  special 
consideration : 

1.  Contrast  Agent 

Radiographic  contrast  agents  are  organic 
iodine  compounds  of  low  toxicity  which  can 
be  used  safely  in  total  doses  of  up  to  1.5  to 
2 ml  kilogram  body  weight  during  a single 
examination.  Obviously,  the  injection  of 
smaller  individual  amounts  permits  a great- 
er number  of  injections.  This  is  highly  de- 
sirable, especially  in  the  examination  for 
multiple  sites  of  pathology.  Prior  to  inject- 
ing a large  bolus  a small  test  injection 
should  be  made.  Fall  in  blood  pressure, 
systemic  reaction,  or  local  infiltration  may 
require  discontinuation.  Mild  reactions 
such  as  nausea,  headache  and  hypotension 
are  common  but  transient.  Urticaria  is 
infrequent  and  anaphylactic  reaction  ex- 
tremely rare.  Most  side  effects  require  no 
treatment  other  than  close  observation. 

2.  Manner  of  Delivery 

Originally,  angiocardiography  was  per- 
formed by  the  injection  of  a large  volume 
of  contrast  material  into  a peripheral  vein. 
This  has  been  obviated  by  catheterization 
techniques  in  which  the  tip  of  a catheter  is 
positioned  (under  fluoroscopic  guidance)  in 
the  structure  to  be  studied.  This  technique 
is  termed  “selective  angiography”  and  is 
preferred  because  it  permits  the  use  of  much 
smaller  volumes  of  contrast  material  and  it 
provides  superior  anatomic  detail  by  avoid- 
ing the  opacification  of  overlapping  struc- 
tures. 
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Use  of  a catheter  demands  relatively  high 
pressures  for  rapid  delivery  and  the  use  of 
an  automatic  power  injector.  Smaller  ar- 
teries (or  veins)  permit  a choice  of  either 
powered  or  manual  injection. 

3.  Radiographic  Recording 

The  image  intensifier  fluoroscope,  with  its 
attached  closed  circuit  television  system, 
produces  an  image  up  to  4000  times  brighter 
than  the  conventional  fluoroscope,  yet  with 
lower  amounts  of  radiation.  This  permits 
superior  visualization  and  precise  position- 
ing of  catheters.  A videotape  recorder  at- 
tached to  the  system  provides  magnetic  tape 
recording  of  all  events  for  immediate  re- 
view or  for  permanent  storage.  Photo- 
graphic recording  is  preferred  for  the  final 
diagnostic  interpretation,  however,  since  the 
photographic  image  is  inherently  sharper 
than  the  television  image.  Either  35  mm. 
or  16  mm.  cine  film  exposed  at  30  or  60 
frames/sec.  is  used  for  the  permanent  re- 
cording of  the  angiocardiogram  (cinefluor- 
ography). 

When  rapid  filming  is  not  of  critical  im- 
portance and  fine  anatomic  detail  is  a more 
significant  objective,  the  study  may  be  re- 
corded on  large  (14"  x 14")  films  serially 
exposed  in  rapid  sequence  (up  to  12  per 
second)  by  means  of  an  automatic  film 
changer.  This  system  is  capable  of  pro- 
ducing film  quality  comparable  to  the  con- 
ventional roentgenogram.  Both  methods, 
cinefluorography  and  serialography,  are 
complementary  and  should  be  available  in 
any  angiographic  laboratory. 

♦Prepared  by  the  Nebraska  Heart  Association  for  this 
Journal. 

tDirector,  Radiolo^  Department,  Mount  Sinai  Hospital, 
Miami  Beach,  Florida. 

^Associate  Director,  Cardiac  Catheterization  Laboratory, 
Mount  Sinai  Hospital,  Miami  Beach,  Florida. 

♦fAssociate  Radiologist,  Mount  Sinai  Hospital,  Miami  Beach, 
Florida. 
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4.  Care  of  Patient 

Angiography  is  performed  with  the  pa- 
tient’s safety  and  comfort  in  mind.  Ordi- 
narily, these  procedures  are  accompanied  by 
a minimum  of  discomfort  and  a very  low 
morbidity.  The  angiographer  sees  the  pa- 
tient before  the  procedure  to  explain  the 
study  and  allay  anxiety,  and  to  appraise 
himself  of  any  clinical  information  which 
might  influence  the  method  of  approach. 

5.  Technique 

Under  local  anesthesia,  the  catheter  may 
be  introduced  either  percutaneously  or  fol- 
lowing exposure  of  a vessel.  Thereafter,  the 
patient  is  generally  unaware  of  the  cathe- 
ter’s presence  as  it  passes  through  the  great 
vessels  or  into  the  heart.  Injection  of  con- 
trast agent  is  accompanied  by  variable  sen- 
sations of  warmth,  depending  upon  the  site 
and  quantity  of  injection.  Monitoring  of 
the  patient  after  catheterization  is  routine, 
and  rarely  requires  special  attention. 

To  achieve  optimum  results  with  mini- 
mum morbidity,  angiography  should  be  con- 
ducted only  by  experienced  physicians  (car- 
diologists or  cardiovascular  roentgenolo- 
gists). Adequate  monitoring  and  emergency 
equipment  should  be  available,  including  as 
a minimum,  electrocardiographic  and  pres- 
sure monitoring  devices,  a D.C.  defibrillator, 
oxygen,  endotracheal  tubes,  suction  appa- 
ratus, and  drugs  to  combat  hypotension,  sen- 
sitivity reactions  and  rhythm  disturbances. 

Angiogi’aphy 

Angiography  is  performed  by  injecting 
a contrast  agent  in  or  close  to  the  region 
of  interest.  Partial  obstruction  of  a blood 
vessel  appears  as  a segment  of  reduced  cali- 
ber and  complete  obstruction  appears  as  an 
abrupt  termination.  Frequently  however, 
the  contrast  agent  bypasses  the  area  of  ob- 
struction through  collateral  vessels,  and 
opacifies  the  distal  segment  of  the  diseased 
vessel  as  the  collaterals  re-enter.  Informa- 
tion thus  gained  about  the  length  of  the 
obstructed  segment  and  the  status  of  the 
vascular  tree  beyond  is  of  utmost  im- 
portance in  planning  possible  surgical  cor- 
rection. 

Occlusive  vascular  disease  is  seen  com- 
monly in  the  carotid,  renal,  pelvic,  femoral. 


popliteal  and  coronary  arteries.  Larger 
vessels  such  as  the  aorta,  caval  veins  and 
pulmonary  arteries  may  also  be  involved  and 
are  similarly  studied.  Angiography  is  also 
useful  in  the  study  of  tumors,  hemorrhagic 
states,  vascular  anomalies,  portal  hyperten- 
sion, and  certain  organ  pathologies. 

Angiocardiography 

The  chambers  of  the  heart,  not  distin- 
guished by  routine  radiography,  may  also 
be  opacified  so  that  radiographic  estima- 
tion of  internal  size,  shape,  wall  thickness 
and  emptying  becomes  possible. 

Myocardial  Disease 

Myocardial  scarring  from  previous  infarc- 
tion or  diffuse  fibrosis  is  seen  as  a zone 
of  reduced  or  absent  contractility.  Further 
weakening  of  the  myocardium  results  in 
paradoxical  motion  as  seen  with  ventricular 
aneurysm.  In  these  cases,  the  thinned  por- 
tion of  the  myocardium  bulges  outward  dur- 
ing ventricular  contraction  resulting  in  a 
saccular  dilatation.  The  opposite  condition, 
that  is,  abnormally  thickened  or  hyper- 
trophied myocardium  is  seen  as  a conse- 
quence of  increased  work-load  (i.e.  left-to- 
right  shunts,  valvular  insufficiency)  outflow 
resistance  (i.e.  systemic  hypertension, 
aortic  or  pulmonary  valvular,  post-valvular 
or  subvalvular  stenosis)  or  from  unknown 
causes  (i.e.  non  - obstructive  hypertrophic 
cardiomyopathy) . 

Congenital  Heart  Disease 

Opacified  blood  passing  through  intra  or 
extracardiac  shunts  or  through  anomalous 
vessels  reveals  the  size,  location  and  anat- 
omy of  the  abnormalities.  Stenotic  lesions 
such  as  coarctation  of  the  aorta  and  pulmon- 
ic valvular  stenosis  are  readily  demonstrat- 
ed by  the  injection  of  the  opaque  medium 
proximal  to  the  lesion. 

Valvular  Diseases 

When  valvular  insufficiency  is  suspected, 
the  contrast  medium  is  injected  distal  to 
the  valve.  Incompetence  of  the  valve  is  dem- 
onstrated by  a stream  of  opacified  blood 
leaking  back  through  the  closed  valve.  The 
amount  of  reflux  may  be  graded.  Converse- 
ly, injection  proximal  to  a stenotic  valve 
allows  estimation  of  the  size  of  the  orifice. 
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Conclusion 

Angiocardiography  has  become  one  of  the 
clinician’s  most  useful  diagnostic  tools. 
Rapid  advances  in  catheter  technology  and 
development  of  angiographic  knowledge 
have  established  this  technique  as  an  in- 
dispensible  diagnostic  discipline,  and  already 
have  earned  it  a place  among  the  classic  ad- 
vances in  medicine.  The  recent  dramatic 


progress  in  cardiovascular  surgery  has  de- 
pended in  great  measure  on  this  modality. 
Further  improvements  in  methods,  contrast 
agents  and  radiogi’aphic  equipment  may  be 
expected  to  extend  present  capabilities  even 
further.  Maximum  benefit  to  the  patient, 
however,  depends  upon  the  awareness  of 
the  clinician  as  to  the  proper  place  of  this 
method  in  the  study  of  disease,  and  on  the 
skillful  performance  of  angiocardiography. 
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? ? Generation  Gap  ? ? 


PRESIDENT’S  PAGE 

The  1970  graduates  of  over  86  medical 
schools  have  put  away  their  robes  and  begun 
training  in  various  hospitals  across  the  na- 
tion. Vacation  is  over,  and  a new  fresh- 
man class  will  enter  these  same  schools.  To- 
day’s medical  student  may  be  an  enigma  to 
the  older  physician  — he  dresses  differently, 
talks  differently,  thinks  differently,  and 
may  even  wear  a beard  or  side-burns.  But 
to  this  medical  student,  the  older  physician 
is  no  less  a mystery  — he,  too,  dresses  dif- 
ferently, talks  differently,  thinks  different- 
ly, and  may  not  wear  a beard  or  side-burns. 

Nevertheless,  the  two  have  something  in 
common  — both  are  interested  in  delivering 
high-quality  medical  care  to  the  American 
people.  We  may  not  like  the  criticism  by 
some  of  the  younger  members  of  our  profes- 
sion, and  perhaps  not  approve  of  the  left- 
ward lean  of  some  of  their  politics,  but  these 
young  professionals  are  perhaps  as  much,  or 
more,  patient-oriented  than  some  of  us. 

It  behooves  us  all,  therefore,  as  members 
of  the  medical  profession  to  intensify  our 
efforts  to  initiate  additional  meetings  and 
encourage  continuing  dialogue  with  stu- 
dents, interns,  and  residents  on  the  local 


level.  The  exchange  of  views  should  prove 
educational  for  both  generations. 

Several  state  medical  associations  such  as 
Colorado,  Tennessee,  Pennsylvania,  and  In- 
diana have  opened  voting  membership  to 
medical  students.  It  is  hoped  that  the  House 
of  Delegates  will  see  fit  to  give  this  further 
study  and  action  at  its  fall  meeting  next 
month  in  Kearney. 

Clarence  R.  Brott,  M.D. 
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SPECIAL  ARTICLES 


Wash  ingtoNotes 


1.  Health  insurance 

A Democratic  and  a Republican  member 
of  the  House  Ways  and  Means  joined  to  in- 
troduce the  American  Medical  Association’s 
Medicredit  plan  for  federally  subsidized  na- 
tional insurance. 

The  co-sponsors  of  the  legislation  (H.R. 
14567)  were  Reps.  Richard  Fulton  (D., 
Tenn.)  and  Joe  T.  Broyhill  (R.,  Va.).  Both 
are  members  of  the  House  Ways  and  Means 
Committee  which  has  jurisdiction  over  such 
legislation.  Soon  after  introduction  of  the 
Fulton-Broyhill  measure,  Rep.  Omar  Burle- 
son (D.,  Tex.),  also  a member  of  the  Ways 
and  Means  Committee,  and  Rep.  John  Jar- 
man (D.,  Okla.),  chairman  of  the  House 
Commerce  Subcommittee  on  Health,  intro- 
duced an  identical  bill.  Other  members  of 
the  house  from  both  major  political  parties 
indicated  they  also  would  become  co-spon- 
sors. 

Fulton,  who  18  months  ago  introduced 
legislation  based  on  the  Medicredit  principles 
for  financing  private  health  insurance  for 
individuals,  told  the  House  that  the  new 
bill  “represents  ...  a vast  improvement 
over  its  predecessor  by  reason  of  the  fact 
that  it  encompasses  a built-in  mechanism  for 
cost  control.’’  He  referred  to  mandatory 
peer  review. 

Speaking  for  himself  and  the  measure’s 
co-author.  Rep.  Joel  T.  Broyhill  (R.,  Va.), 
Fulton  said  the  time  for  national  health  in- 
surance has  come. 

“And  whether  we’re  talking  about  the 
Rockefeller  approach,  the  AFL  - CIO  ap- 
proach, the  Kennedy  approach,  or  the  ap- 
proach taken  by  the  Committee  of  100,  all 
of  them  advocate  sweeping  changes  in  our 
health  care  system,”  Fulton  said. 

“An  across-the-board  national  health  in- 
surance i)lan,  operated  regardless  of  need, 
will  carry  a price  tag  of  sobering  size.  And 
no  such  plan  I have  yet  seen  includes  — at 
least  to  my  satisfaction  — a mechanism 
which  promises  effective  cost  control  at  the 
taxpayers’  money. 


“This  brings  us  to  an  essential  element 
of  Medicredit  — its  provision  of  peer  re- 
view. This  bill  calls  for  a constant  and  un- 
remitting policing  mechanism.” 

The  other  two  parts  of  the  Medicredit 
legislation  would  provide  for  the  federal  gov- 
ernment financing  or  assisting  in  the  fi- 
nancing of  medical  and  hospital  care  for 
individuals  and  their  dependents  through 
participation  in  the  cost  of  insurance  policies 
of  their  choice  — 100  per  cent  premium  pay- 
ment for  the  low-income  groups,  and  gradu- 
ated participation  in  the  payment  of  pre- 
miums for  other  persons,  based  on  their 
federal  income  tax  liability. 

Congress  is  not  expected  to  take  up  this 
year  proposals  for  national  health  insur- 
ance. But  reaction  to  the  AMA  peer  review 
plan  has  been  highly  encouraging,  and  pros- 
pects appeared  good  that  Congress  would 
approve  such  a plan  his  year  for  medicare 
and  medicaid.  Sen.  Wallace  F.  Bennett  (R., 
Utah),  a senate  finance  committee  member, 
directed  the  committee’s  staff  to  work  with 
AMA  staff  representatives  in  drafting  such 
legislation  as  an  amendment  to  a bill  revis- 
ing medicare  and  medicaid. 

In  a speech  on  the  Senate  floor,  Bennett 
said  there  is  deep  concern  over  the  high 
costs  of  medicare  and  medicaid.  He  compli- 
mented the  AMA  on  advancing  peer  review 
as  a means  of  curbing  these  costs.  He  said : 

“I  believe  the  American  people  are  justi- 
fiably concerned  over  the  tremendous  costs 
of  health  care.  IVIuch  of  that  concern,  it 
seems  to  me,  is  a product  of  a very  real  feel- 
ing that  we  are  not  getting  what  we  are 
paying  for.  I believe,  equally,  that  much  of 
the  apprehension,  anxiety,  and  suspicion 
now  prevalent  — for  better  or  worse  — with 
respect  to  those  responsible  for  health  care 
would  disappear  if  professional  standards  re- 
view organizations  were  established  and 
functioned  effectively.  It  seems  to  me  that 
the  American  people  are  entitled  to  know 
that  American  medicine  shares  their  concern 
— and  more  importantly  — proposes  to  do 
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something  substantial  about  it  through 
means  of  professional  standards  review  or- 
ganizations . . . 

“I  believe  that  physicians,  properly  or- 
ganized and  with  a proper  mandate,  are 
capable  of  conducting  an  ongoing  effective 
review  program  which  would  eliminate  much 
of  the  present  criticism  of  the  profession 
and  help  enhance  their  stature  as  honorable 
men  in  an  honorable  vocation  willing  to  un- 
dertake necessary  and  broad  responsibility 
for  overseeing  professional  functions.  If 
medicine  accepts  this  role  and  fulfills  its  re- 
sponsibility, then  the  Government  would  not 
need  to  devote  its  energies  and  resources 
to  this  area  of  concern.  Make  no  mistake; 
the  direction  of  House-passed  social  security 
bill  is  toward  more  — not  less  — review  of 
the  need  for  and  quality  of  health  care.  I 
believe  my  amendment  would  provide  the 
necessary  means  by  which  organized  medi- 
cine could  assume  responsibility  for  that  re- 
view.” 

Bennett  said  that,  under  his  amendment, 
review  groups  would  have  responsibility  for 
reviewing  “the  totality  of  care  provided  pa- 
tients — including  all  institutional  care.” 
That  responsibility  he  said,  would  be  lodged, 
“wherever  possible  and  wherever  feasible,” 
at  the  local  community  level.  He  said: 

“Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within  rea- 
sonable limits,  from  area  to  area,  and  local 
review  assures  greater  familiarity  with  the 
physicians  involved  and  ready  access  to 
necessary  data.  Priority  should  be  given  to 
arrangements  with  local  medical  societies  — 
of  suitable  size  — which  are  willing  and 
capable  of  undertaking  comprehensive  pro- 
fessional standards  review  . . . 

“Under  the  amendment,  the  Secretary  (of 
Health,  Education  and  Welfare)  could  use 
state  or  local  health  departments  or  employ 
other  suitable  means  of  undertaking  profes- 
sional standards  review  only  where  the  medi- 
cal societies  were  unwilling  or  unable  to  do 
the  necessary  work,  or  where  their  efforts 
were  only  pro  forma  or  token.  Let  me 
emphasize  as  strongly  as  possible  that  the 
thrust  of  this  proposal  is  to  have  physicians, 
as  a group,  evaluate  physicians  and  the  serv- 
ices they  provide  and  order  as  individuals.” 


Bennett  said  that  the  review  committees 
should  determine  that  only  medically  neces- 
sary services  are  provided  by  physicians, 
hospitals,  nursing  homes  and  pharmacies, 
and  that  these  services  meet  proper  profes- 
sional standards. 

Disciplinary  measures,  he  said,  would  be 
in  proportion  to  the  offense  and  could  in- 
clude: (1)  monetary  penalties,  (2)  suspen- 
sion from  federal  programs,  (3)  exclusion 
from  federal  programs,  (4)  civil  or  criminal 
prosecution,  and  (5)  steps  leading  to  the 
suspension  or  revocation  of  professional  li- 
censure. 

Concerning  the  peer  review  part  of  his 
bill  — H.R.  18567,  “Health  Insurance  As- 
sistance Act  of  1970”  — Fulton  said: 

“The  appropriate  medical  societies  would 
be  charged  with  establishing  a peer  review 
mechanism  that  would,  among  other  things, 
review  individual  charges  and  services, 
wherever  performed ; review  hospital  and 
skilled  nursing  home  admissions;  review  the 
length  of  stays  in  hospitals  and  skilled  nurs- 
ing homes;  and  review  the  need  for  pro- 
fessional services  provided  in  the  institution. 

“The  process  of  ongoing  review  can  have 
nothing  but  a salutary  effect  on  the  pro- 
viders of  services,  thereby  cutting  down  on 
the  occasional  or  unintentional  abuses  that 
would  otherwise  occur. 

“Patterns  of  abuse  would  be  detected,  and 
the  abusers  either  suspended  from  or  exclud- 
ed from  the  program.  Exclusion  could  fol- 
low action  by  the  Secretary  of  Health,  Edu- 
cation and  Welfare  upon  the  recommenda- 
tion of  the  peer  review  committee. 

“In  the  case  of  fraud,  or  other  clear  inten- 
tional misconduct,  the  peer  review  commit- 
tee would  be  expected  to  bring  charges  be- 
fore the  appropriate  licensing  body. 

“And  in  the  event  that  a peer  review 
committee  was  not  established  by  the  medi- 
cal society  within  a reasonable  time,  or  if 
established  was  not  functioning,  the  Sec- 
retary of  HEW,  in  consultation  with  the 
medical  society,  would  be  empowered  to 
appoint  a peer  review  committee  that  would 
function.” 
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The  Fulton-Broyhill  bill  would  provide 
that  an  individual  having  a tax  liability  of 
$300  or  less  in  a base  year  be  entitled  to  a 
certificate  acceptable  by  carriers  for  health 
care  insurance  for  himself  and  his  depend- 
ents. Insurance  purchased  with  such  a 
full-pay  certificate  would  require  no  bene- 
ficiary participation  in  health  care  charges. 
Federal  contribution  to  insurance  pur- 
chased by  individuals  under  this  part  of  the 
program  would  be  scaled  in  favor  of  low- 
income  taxpayers  — from  98%  if  the  tax- 
payer’s base  year  income  tax  is  between 
$301  and  $325,  to  10%  when  his  tax  liability 
exceeds  $1,300.  Basic  benefits  in  a 12- 
month  policy  period  would  include  60  days 
of  inpatient  hospital  care.  To  encourage 
utilization  of  less  expensive  facilities,  two 
days  in  an  extended  care  facility  would 
count  as  one  day  of  the  60  days  allowed. 
Other  basic  benefits  would  include  emer- 
gency and  outpatient  services,  and  all  medi- 
cal services  provided  by  a doctor  of  medi- 
cine or  osteopathy. 

A supplemental  coverage  could  provide, 
in  addition,  one  or  more  of  the  following: 
prescription  drugs  not  otherwise  covered, 
additional  days  of  inpatient  and  extended 
care  services,  blood  in  excess  of  three  pints, 
personal  health  services  when  furnished  on 
written  direction  of  a physician,  diagnostic 
and  therapeutic  services,  and  catastrophic 
coverage  of  all  hospital  and  medical  costs, 
up  to  $25,000,  after  the  first  $300  of  in- 
curred expenses  borne  by  the  beneficiary. 

2.  Emerg^ency  radio  service 

The  Federal  Communications  Commission 
approved  an  application  for  local  medical 
societies  to  operate  special  emergency  radio 
services  for  their  members. 

The  FCC  said  that  such  hookups  could 
carry  only  message  relating  to  the  safety 
of  life  or  urgent  medical  duties  of  users. 
Such  emergency  radio  services  must  be  co- 
operative, with  members  assessed  pro  rata 
shares  for  cost  of  operation,  the  FCC  said. 

Previously,  individual  physicians  have 
been  allowed  to  use  emergency  radio  fre- 
quencies and  to  form  groups  of  physicians 
for  such  hookups,  but  societies  representing 


all  physicians  in  an  area  have  been  restrict- 
ed by  FCC  regulations. 

The  FCC  said  in  its  ruling: 

“There  is  merit  in  the  plan  to  use  these 
stations  on  a coordinated  basis  with  tele- 
phone answering  services  now  operated  by 
medical  societies  and  to  dispatch  messages 
from  central  points  where  society  records 
are  readily  available  to  assist  in  locating 
a physician  when  called  . . . The  proposal 
gives  promise  of  fostering  the  opportun- 
ities for  service  in  remote,  rural  regions  . . . 
(and)  would  permit  the  establishment  of 
parallel  systems  for  emergency  communica- 
tions which  would  be  in  existence  and  avail- 
able for  use  in  times  of  national  crises.” 

Medical  societies  that  petitioned  the  FCC 
included  Academy  of  Medicine  of  Cleveland 
and  Cuyahoga  County,  Fayette  County,  Fres- 
no County,  King  County,  Los  Angeles,  Mari- 
copa County,  Montgomery  County,  Okla- 
homa County,  San  Joaquin,  Milwaukee  Coun- 
ty, Sacramento  County,  and  Travis  County. 
They  were  joined  by  the  American  Medical 
Association. 


Hazards  of  Intravenous  Polyethylene  Cathe- 
ters in  Surgical  Patients  — B.  L.  Bolasny, 
G.  H.  Shepherd,  and  H.  W.  Scott  (Vander- 
bilt jNIedical  Center,  Nashville,  Tenn). 
Surg  Gynec  Obstet  130:342-346  (Feb) 
1970. 

The  complications  which  resulted  from  the 
use  of  intravenous  polyethylene  catheters 
were  studied  prospectively  in  105  surgical 
patients.  There  was  a 13%  incidence  of 
positive  bacterial  cultures  of  catheter  tips 
and  a 12%  incidence  of  thrombophlebitis. 
Frank  sepsis  originated  from  an  indwelling 
catheter  in  two  patients.  The  incidence  of 
complications  increased  in  direct  proportion 
to  the  time  catheters  were  left  indwelling. 
Catheters  inserted  by  percutaneous  veni- 
puncture had  a lower  incidence  of  complica- 
tions than  did  those  inserted  by  venous  cut- 
down.  Careful  antibacterial  technique  in  the 
insertion  and  maintenance  of  intravenous 
polyethylene  catheters  is  mandatory. 
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AMA:  The  Bean  and  the  Cod 


The  24th  Clinical  Convention  of  the  Amer- 
ican Medical  Association  will  be  held  Nov. 
29-Dec.  2,  1970,  in  Boston,  Mass. 

Some  7,500  physicians,  guests,  medical 
students,  residents,  nurses,  other  allied 
health  professionals  and  industrial  and  sci- 
entific exhibitors  are  expected  to  attend  the 
convention. 

“This  year’s  clinical  convention  reflects 
the  growing  needs  of  the  busy  practicing 
physician,”  declared  Charles  D.  Bussey, 
M.D.,  Dallas,  Tex.,  chairman  of  the  AMA’s 
Council  on  Scientific  Assembly. 

“A  scientific  program  has  been  prepared 
to  serve  and  interest  both  the  general  prac- 
titioner and  the  specialist.  Motion  pictures, 
courses,  lectures,  round  table  discussions  and 
scientific  and  industrial  exhibits  will  com- 
bine to  further  their  postgraduate  and  con- 
tinuing education,”  Dr.  Bussey  said. 

“The  AMA  clinical  convention  offers  an 
overview  of  medical  practice  that  is  rarely 
found  at  specialty  society  meetings,”  said 
Claude  E.  Welch,  M.D.,  Boston,  program 
chairman. 

“Through  the  AMA  convention  all  physi- 
cians as  well  as  students  and  residents,  can 
learn  quickly  whether  they  have  the  latest 
available  information,”  Dr.  Welch  said. 

The  physician  learns  from  the  exhibits  and 
films,  from  the  lectures  and  workshops, 
and  also  through  informal  interchange  of 
ideas  and  information  with  his  colleagues. 
He  learns  whether  his  methods  of  diagnosis 
and  treatment  conform  with  the  latest  tech- 
niques of  the  senior  clinicians  in  medicine. 
Or  whether  there  is  a new  approach  that  he 
may  apply  in  his  practice. 

“In  four  days  in  Boston  next  fall,  even 
the  physician  who  believes  he  is  practicing 
the  best  possible  medicine  is  sure  to  learn 
many  new  facts,”  the  program  chairman 
said. 

The  pi’Ogram  for  the  convention,  under 
the  supervision  of  Dr.  Welch,  has  been 
planned  by  the  Greater  Boston  medical 


community.  This  includes  three  medical 
schools,  more  than  30  major  hospitals  and 
some  9,000  physicians.  Many  of  the  panel 
moderators  and  program  participants  are 
Bostonians. 

However,  the  lecturers  also  will  represent 
a cross-section  of  the  entire  United  States. 
Speakers  will  come  from  more  than  two 
dozen  different  medical  centers  elsewhere 
in  the  nation,  including  Houston,  Seattle, 
Baltimore,  Washington,  New  Orleans,  Her- 
shey.  Pa.,  Burlington,  Vt.,  Nashville,  Tenn., 
Portland,  Me.,  San  Diego,  San  Francisco, 
La  Jolla,  Providence,  R.I.,  Minneapolis, 
Ann  Arbor,  Mich.,  New  Haven,  Conn., 
Brooklyn,  N.Y.,  Lackland  A.F.  Base,  Tex., 
Richmond,  Va.,  Philadelphia,  Winston- 
Salem,  N.C.,  Buffalo,  N.Y.,  Bethesda,  Md., 
and  Madison,  Wis. 

The  opening  day,  Sunday,  Nov.  29,  will  be 
devoted  to  registration  and  to  viewing  and 
studying  scientific  and  industrial  exhibits 
at  Boston’s  John  B.  Hynes  Civic  Auditori- 
um. The  study  program  will  get  down  to 
intensive  work  early  Monday  morning,  Nov. 
30,  and  continue  without  letup  through 
Wednesday,  Dec.  2. 

The  working  day  Monday  through  Wed- 
nesday will  begin  at  7 :30  a.m.,  with  a spe- 
cial postgraduate  course  each  morning,  con- 
tinuing until  8 :50  a.m.  The  courses  will  be 
on  three  separate  themes:  “Anesthesia  and 
Immediate  Postoperative  Care;”  “Fluid  and 
Electrolyte  Balance;”  “Treatment  of  Burns.” 

Beginning  at  9 a.m.  each  day  physicians 
will  be  able  to  select  among  three  general 
scientific  sessions  each  morning  period,  and 
three  more  each  afternoon,  for  a total  of 
18  half-day  general  sessions.  Each  will 
cover  one  aspect  of  medical  care. 

Study  will  continue  through  the  lunch 
period,  with  three  luncheon  round  tables 
scheduled  each  day  for  three  days,  at  the 
Sheraton-Boston  Hotel.  The  round  tables 
will  feature  informal  question-and-answer 
type  study.  Senior  experts  in  each  of  the 
subject  areas  will  be  present  to  lead  the 
discussion  and  to  answer  queries. 
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A listing  of  subject  headings  for  the  gen- 
eral scientific  sessions  gives  an  overall  pic- 
ture of  the  wide  range  of  topics  offered. 
The  headings  are: 

— “Surgery  of  the  Gastrointestinal  Tract” 

— “Coronary  Heart  Disease  — One  Team’s 
Approach” 

— “Applied  Genetics” 

— “Problems  in  Pediatric  Surgery” 

— “Pollution  and  the  Physician” 

— “The  Automobile  Accident  — the  First 
Hours” 

— “Drug  Dependence  — Causes,  Recogni- 
tion, Management,  and  Prevention” 

— “Medical  Practice  in  the  Future” 

— “Respiratory  Pathophysiology  and  Pul- 
monary Failure” 

— “Drug  Treatments  for  Hyperkinetic 
Overactive  Children  and  Children  With 
Learning  Difficulties” 

— “Clinical  Immunology” 

— “Clinical  Gynecologj'” 

— “Renal  Failure” 

— “Adolescents’  Medical  Care” 

— “Present  Day  Problems  in  Obstetrics” 

— “Cerebral-Vascular  Disease:  New  Con- 
cepts” 

— “Cancer  Chemotherapy  (drug  treat- 
ment)” 

The  luncheon  conferences  will  further 
round  out  study  material  offered.  Subjects 
will  be : 

— “Present-day  Drug  Therapy  in  Hyper- 
tension” 

— “What’s  the  Latest  on  Gastrin?” 
—“Diseases  of  Pigmentation” 

— “My  Favorite  Antibiotic” 

• — “Drug  Therapy  of  Anxiety  and  Depres- 
sion” 

— “How  Can  Doctors  Keep  Up  to  Date?” 
— “Office  ^Management  of  Diabetes” 

— “New  Hope  for  Parkinsonism” 

—“The  Thyroid  Nodule” 


Program  for  the  convention  will  be  pub- 
lished in  the  Oct.  19  issue  of  the  Journal  of 
the  American  Medical  Association. 

Simultaneously  with  the  scientific  pro- 
gram, the  AMA’s  House  of  Delegates  also 
will  hold  one  of  its  two  meetings  each 
year. 

Highlights  of  the  scientific  program  will 
be  channeled  by  closed-circuit  television  to 
the  hotel  rooms  of  physicians  attending  the 
convention  in  the  early  morning  and  evening 
hours.  This  will  permit  doctors  to  obtain 
summaries  of  reports  at  meetings  they 
were  unable  to  attend  because  of  conflict- 
ing schedules. 

The  premier  of  a new  film  and  the  show- 
ing of  two  award-winning  British  films  will 
highlight  the  medical  motion  picture  sched- 
ule of  more  than  30  films  during  the  three 
days.  The  British  Medical  Association  pre- 
sented a silver  award  to  the  film  “The  Dif- 
ferential Diagnosis  of  Pigmented  Skin 
Tumor  s,”  sponsored  by  the  Australian 
Queensland  Melanoma  Project. 

A BIMA  bronze  award  went  to  the  film 
“Breech  Delivery,”  prepared  by  J.  S.  Scott, 
M.D.,  and  R.  R.  MacDonald,  M.D.,  London. 

The  new  film  to  be  premiered  will  be 
“Postpartum  Hemorrhage,”  second  in  the 
Modern  Obstetrics  series.  It  received  the 
Golden  Eagle  award  of  the  Council  on  Inter- 
national Nontheatrical  Events. 

Physicians  planning  to  attend  may  regis- 
ter in  advance  both  for  the  convention  and 
for  hotel  reservations  through  registration 
forms  that  will  be  published  in  JAMA, 
American  Medical  News  and  other  AMA 
publications  beginning  soon. 

In  conjunction  with  the  convention  the 
12th  National  Conference  on  the  Medical 
Aspects  of  Sports  will  be  held  in  Boston  on 
Sunday,  Nov.  29,  under  auspices  of  the 
AMA’s  Committee  on  the  Medical  Aspects 
of  Sports.  Thomas  E.  Shaffer,  M.D.,  of 
Columbus,  Ohio,  is  committee  chairman,  and 
Kenneth  D.  Rose,  M.D.,  of  Lincoln,  Neb.,  is 
program  chairman  for  the  conference. 

General  subjects  for  discussion  include 
forums  on  aquatic  sports,  research  in  sports 
medicine,  football  rules  and  injuries,  psy- 
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chology  in  sports,  girls  in  sports  and  emer- 
gency and  public  health  aspects  of  sports. 
The  conference  will  open  at  9 a.m.  and  con- 
tinue throughout  the  day  and  into  the  eve- 
ning. Luncheon  speaker  will  be  Francis  D. 
Moore,  M.D.,  of  Boston,  who  will  discuss 
deep  water  sailing. 

The  sports  conference  will  be  open  to  all 
physicians.  Further  information  is  avail- 
able through  the  AMA  Committee  on  Medi- 
cal Aspects  of  Sports,  535  N.  Dearborn  St., 
Chicago,  III.  60610. 

Also  scheduled  in  conjunction  with  the 
clinical  convention  is  the  annual  Medical 
Services  Conference,  to  be  held  Saturday, 
Nov.  28,  in  Boston  under  sponsorship  of  the 
AMA’s  Council  on  Medical  Service. 


Theme  of  this  meeting  will  be  “New  Meth- 
ods of  Delivery  of  Health  Care.”  Chairman 
of  the  Council  is  John  M.  Rumsey,  M.D.,  of 
San  Diego,  Calif. 

The  conference  program  will  cover  such 
topics  as  the  AMA-Temple  project,  the  Johns 
Hopkins  project,  the  Harvard  project,  the  Co- 
lumbia Point  project,  the  television  program 
held  by  Massachusetts  General  Hospital  in 
connection  with  Logan  Airport,  full-time  hos- 
pital-based physicians  in  community  hos- 
pitals, and  projected  utilization  of  para- 
medical personnel.  These  projects  deal  with 
experimental  methods  for  extending  deliv- 
ery of  health  care. 

Further  information  is  available  from  the 
AMA  Council  on  Medical  Service,  535  N. 
Dearborn  St.,  Chicago,  111.  60610. 


While  Making  Rounds 


Quote  Unquote. 

“Everyone  lives  by  selling  something.” 
Stevenson 

“Reality  is  better  than  dreams.” 
Churchill 

“Death  is  never  permitted  to  destroy  the 
most  inconsiderate  species.” 

Wesley 

Words  We  Can  Do  Without. 

Common  duct 
Exclusivity 
Pantaloon  (hernia) 

Our  Own  Monthly  Statistical  Report. 

In  street,  highway,  and  interstate  acci- 
dents in  the  U.S.  during  1969,  there 
were  56,500  deaths,  a new  high.  This 
equals  155  per  day,  or  one  every  10 
minutes. 

Poetry  Department. 

Strive 
To  drive 
To  arrive 
Alive. 

Who? 

Who  discovered  the  causative  agent  of 
syphilis? 

Schaudinn,  in  1905. 


Strange  Disease  Of  The  Month. 

Hers’  disease. 

Is  there  a his  and  hers? 

Curio.sity  Corner. 

This  Means  You. 

The  sign  on  the  door  said  “Absolutely  no 
visitors.”  How  vigorous,  how  force- 
ful, I thought.  The  patient  with  “ab- 
solutely no  visitors”  would  have  fewer 
guests  than  the  one  whose  sign  said 
only  “No  visitors.”  It  reminded  me  of 
the  patient  whose  condition  changed 
from  “serious”  to  “dangerous”  to  “criti- 
cal.” 

Lines  To  Practice  Medicine  By. 

“The  first  greetings  of  the  doctor  to  his 
patient  should  be  gracious,  gay,  and 
agreeable.” 

Montaigne 

“If  they  get  the  habit  of  doing  such  a 
thing  when  a person  is  in  a hopeless 
state,  why,  they  may  do  it  when  a per- 
son is  not  in  a hopeless  state.” 

Lamb 

“It  is  indeed  high  time  for  the  clergyman 
and  the  psychotherapist  to  join  forces.” 
Jung 

— F.C. 
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FEATURES 


Who  s In 


The  News? 


Doctor  Paul  Martin  has  ended  his  prac- 
tice in  Ord  and  moved  to  Flagstaff,  Arizona. 

Doctor  Robert  Taylor  is  leaving  Ogallala 
to  begin  a residency  in  radiologj"  in  Denver. 

Doctor  William  A.  Doering,  Franklin,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  John  P.  Reilly  has  joined  the 
Grand  Island  Clinic  in  the  practice  of  ob- 
stetrics and  gjmecology. 

Doctor  Jackson  J.  Bence  has  opened  a 
practice  in  orpthopedic  surgery  in  Grand 
Island. 

Dr.  George  Stafford  has  resigned  his  po- 
sition as  Medical  Consultant,  Nebraska 
Services  for  Crippled  Children,  after  ten 
years,  to  devote  his  time  to  the  practice  of 


allergj’.  He  has  been  replaced  by  Dr.  Dale 
Ebers. 

Doctor  Stuart  Emhui-y  is  joining  Doctor 
Robert  Anderson  in  practice  in  Holdrege. 

Doctor  Robert  Bass,  Genoa,  has  been  se- 
lected as  a diplomate  for  the  American  Board 
of  Family  Practice. 

Doctor  E.  A.  Steenburg,  Aurora,  has  been 
re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  Kenneth  Dalton,  Genoa,  has  been 
re-elected  to  membership  in  the  American 
Academy  of  General  Practice. 

Doctor  J.  H.  Walston,  South  Sioux  City, 
has  been  joined  in  his  medical  practice  by 
Doctor  Vei-non  Helt  who  had  previously 
practiced  in  Leeds,  Iowa. 


Notes  From  All  Over 


Nurse  award  winner 

Miss  Audra  Pambrun,  R.N.,  a native  of 
Browning,  Montana,  a frontier  town  near 
Glacier  National  Park,  and  a member  of  the 
Blackfeet  Indian  tribe,  was  honored  by  the 
American  Medical  Association  recently. 

A resolution,  extolling  her  “unselfish  and 
unparalleled  contributions  in  promoting 
health  care  and  multiple  health  services 
among  a forgotten  people”  was  adopted 
unanimously  by  the  AMA  House  of  Dele- 
gates after  it  was  introduced  by  the  IMon- 
tana  Medical  Association. 

Before  reading  the  resolution.  Dr.  Oscar 
A.  Swenson,  President  of  the  Montana  Medi- 
cal Association,  referred  to  Miss  Pambrun 
as  “a  woman  who  is  modest  and  kind  to  the 
humble  and  unfortunate.” 

Miss  Pambrun  was  selected  from  39  state 
finalists  as  America’s  most  BE-INvolved 
Nurse,  and  was  so  honored  recently  by  the 
American  Nurses  Association  and  Schering 
Laboratories. 


She  and  her  20  health  aides  for  the  Office 
of  Economic  Opportunity  Community  Ac- 
tion Program  promote  health  and  medical 
care  among  the  7,000  Blackfeet  Indians  on 
a 1,500,000-acre  reservation  in  Montana. 

The  resolution  said  she  “serves  her  Black- 
feet people  with  dedication,  loyalty  and  com- 
passion in  such  programs  as  health  educa- 
tion, immunization,  eye  screening,  hearing, 
accident  prevention  and  sanitation.”  She 
drives  2,000  miles  a month  to  counsel  and 
help  Indians  and  non-Indians  in  their  homes 
on  the  reservation. 

In  addition.  Miss  Pambrun,  who  was 
graduated  from  Columbus  Hospital  School 
of  Nursing  at  Great  Falls,  the  second  of  her 
tribe  to  wear  the  nursing  cap,  solicited  sup- 
port from  community  groups  and  was  in- 
strumental in  establishing  Montana’s  first 
suicide  intervention  crisis  center  in  May, 
1969,  in  a strong  effort  to  reduce  the  suicide 
rate  among  young  Blackfeet  Indians,  which 
is  47  per  cent  higher  than  the  national  rate. 

After  the  resolution  was  adopted.  Miss 
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Pambrun  was  introduced  before  the  House 
of  Delegates  and  told  members  in  her  re- 
sponse that  “priorities  on  the  reseiwations 
health  front  are  mental  health,  accident  pre- 
vention, maternal  and  child  health  seiwices 
and  geriatrics.” 

“As  a child  on  the  Blackfeet  Indian  reser- 
vation,” she  said,  “I  lived  with  the  poverty, 
the  discrimination,  the  discouragement  and 
the  despair  so  prevalent  today  among  teen- 
agers, whose  suicide  rate  is  devastating. 
Suicide  is  primarily  among  age  groups  12 
to  21  years  with  15  to  17  being  the  critical 
group.  Suicide  among  Indians  of  the  past 
was  never  a problem.  Time  after  time,  I 
have  heard  a potential  suicide  relate  that 
he  can  not  cope  with  the  conflict  between 
his  Indian  culture  and  the  so-called  main- 
stream American  culture  that  surrounds 
him.” 

USP/NF  merger  talks  begin 

U.S.P./N.F.  unification  was  discussed  by 
officials  of  the  United  States  Pharmacopeial 
Convention,  Inc.,  and  the  American  Phar- 
maceutical Association  at  A.Ph.A.  head- 
quarters on  July  21,  1970. 

Following  the  meeting,  it  was  announced 
that  an  agreement  had  been  reached  to  de- 
velop a master  plan  for  a cooperative  ven- 
ture between  the  U.S.P.  and  N.F.  Follow- 
ing development  by  the  staffs  of  U.S.P.  and 
N.F.,  the  plan  is  to  be  considered  by  the 
A.Ph.A.  Board  of  Trustees  and  the  U.S.P.C. 
Board  of  Trustees. 

A resolution  was  adopted  at  the  April 
meeting  of  the  U.S.  Pharmacopeial  Conven- 
tion urging  intensified  efforts  “to  coordinate 
the  activities  and  programs  of  the  United 
States  Phannacopeia  and  the  National  For- 
mulary, and  to  explore  the  advantages  and 
feasibility  of  unification  of  these  activities 
and  programs  with  the  objective  of  produc- 
ing a single  compendium  of  standards  and 
tests  for  official  drugs  and  dosage  forms.” 

“Black  lung”  disease 

Five  more  seminars  have  been  scheduled 
in  coal  mining  areas  to  teach  physicians 
how  to  detect  “black  lung”  disease.  The  doc- 
tors will  be  participating  in  the  chest  x-ray 


examination  program  required  for  coal 
miners  by  the  1969  coal  mine  safety  act. 

About  200  physicians  will  be  attending 
each  of  the  sessions  in  Charlestown,  W.Va. ; 
St.  Louis,  Mo. ; Knoxville,  Tenn. ; Denver, 
Colo.,  and  Pittsburgh,  Pa. 

The  two-day  sessions  on  identification  and 
classification  of  coal  miners’  pneumoconiosis 
were  devised  by  the  American  College  of 
Radiology  to  assist  the  Public  Health  Serv- 
ice’s Bureau  of  Occupational  Safety  and 
Health  in  obtaining  chest  x-ray  examinations 
on  underground  coal  miners  as  required  by 
the  1969  law. 

Dust  retention  disease,  such  as  pneumo- 
coniosis, presents  much  subtler  x-ray  signs 
in  early  stages  than  do  many  other  diseases 
commonly  diagnosed  by  chest  x-ray.  Thus 
the  PHS  and  the  American  College  of  Radi- 
ology are  helping  physicians,  mostly  radiolo- 
gists, in  mining  regions  to  improve  their 
recognition  of  pneumoconiosis  and  their  use 
of  the  International  Labor  Organization  and 
Union  International  Contre  Cancer/Cincin- 
nati  systems. 

An  estimated  100,000  miners  are  to  re- 
ceive chest  x-rays  before  July,  1971,  as  a 
basis  for  determining  presence  of  pneumo- 
coniosis and  thus  eligibility  for  retirement 
and  disability  benefits. 

The  next  five  medical  seminars  will  be 
held  as  follows : Sept.  12,  13,  Heart-of- 
Town  and  Daniel  Boone  hotels,  Charlestown, 
W.Va.;  Oct.  11,  12,  Chase  Park  Plaza  hotel, 
St.  Louis,  Mo. ; Nov.  14,  15,  Andrew  John- 
son hotel,  Knoxville,  Tenn. ; Dec.  13,  14, 
Brown  Palace  hotel,  Denver,  Colo.;  Jan.  16, 
17,  Pittsburgh  Hilton,  Pittsburgh,  Pa. 

The  public  Health  Service  will  require  at- 
tendance at  an  approved  course  or  the  sub- 
mission of  six  propei’ly  classified  chest  films 
as  alternate  criteria  for  qualifying  to  par- 
ticipate in  the  program.  In  the  initial 
round,  the  chest  x-ray  will  be  used  as  the 
basic  method  of  assessing  the  miner.  Later, 
the  PHS  hopes  to  add  pulmonary  function 
tests  and  other  procedures. 

Requests  for  enrollment  for  any  of  the 
five  conferences  should  be  made  by  letter 
from  a physician  to  the  Washington  office 
of  the  American  College  of  Radiology  at 
6900  Wisconsin  Ave.,  Chevy  Chase,  Md.  20015. 
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Ws  New 

Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


Foot  and  body  cradle 

The  Posey  Company  has  recently  intro- 
duced a new  combination  foot  and  body 
cradle  for  use  on  any  standard  hospital  bed. 
This  new  foot  and  body  cradle  is  designed  to 
keep  the  weight  of  sheets  and  blankets  off 
the  body  or  feet  and  may  also  be  used  with 
the  Posey  Foot  Support  to  help  prevent  foot- 
drop. 

The  patient  may  move  freely  without  re- 
striction with  plenty  of  room  between  him- 
self and  the  cradle. 

The  Posey  Bed  Foot/Body  Cradle  may  be 
attached  and  removed  with  minimal  effort 
and  fits  any  standard  width  bed.  Double 
bed  size  also  available  on  request. 

The  Posey  Bed  Foot/Body  Cradle  #6435 


is  priced  at  $15.00  each.  Companion  Foot 
Support  #6436,  $7.50. 

Orders  and  inquiries  concerning  this  or 
any  product  should  be  directed  to  your  local 
hospital  supplier  or  write  the  Posey  Com- 
pany, 39  South  Santa  Anita  Avenue,  Pasa- 
dena, California  91107. 

Electronic  thermometer 

American  Hospital  Supply  announced  the 
signing  of  an  exclusive  agreement  with  Sen- 
sitron  Inc.  of  Costa  Mesta,  California,  to 
distribute  Sensitron’s  electronic  clinical  ther- 
mometer to  hospitals  and  nursing  homes  in 
the  United  States  and  Canada. 

The  Sensitron  thermometer  weighs  only 
5 Vi  ounces  and  features  a patient-stay  elec- 
tronic probe  assembly  which  quickly  records 
a patient’s  temperature  to  plus  or  minus  .2 
of  a degree. 

Sensitron  Inc.  President,  J.  G.  Hammer- 
slag,  stated  that  the  electronic  thermometer 
was  released  after  2Vi  years  of  development 
and  reliability  testing  by  Sensitron  engineer- 
ing staff.  Sensitron  Inc.  has  commenced 
mass  production  of  the  thermometer  sys- 
tem to  satisfy  the  large  temperature-taking 
market. 

American  Hospital  Supply  is  a distributor 
of  a complete  line  of  hospital  supplies  and 
equipment. 
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Oxygen  analyzer 

The  first  differential  oxygen  analyzer 
available  for  use  with  respirators,  incu- 
bators, blood  oxygenators,  and  other  inhala- 
tion therapy  equipment  is  being  market- 
ed by  International  Biophysics  Corporation 
(IBC). 

The  analyzer  is  offered  in  four  models, 
all  of  which  use  the  polarographic  technique 
to  continuously  measure,  monitor,  and/or 
control  oxygen  levels  in  liquids  and  gases. 

The  important  features  of  the  new  instru- 
ment are  its  differential  measurement  capa- 
bility, long-life  sensor,  electronics  and  bat- 
tery operation  for  extended  periods. 

The  IBC  instrument  will  measure  the  oxy- 
gen content  of  samples,  and  also  will  give 
a reading  of  the  difference  in  oxygen  con- 
tent between  the  two.  In  inhalation  therapy, 
this  differential  measurement  capability  can 
be  used  to  determine  the  amount  of  oxygen 
being  consumed  by  the  patient.  For  ex- 
ample, when  used  with  an  incubator  or  oxy- 
gen tent,  the  instrument  will  monitor  the 
amount  of  oxygen  both  going  into  and  com- 
ing out  of  the  enclosed  space.  The  differ- 
ence between  these  two  amounts  is  an  indica- 
tion of  the  oxygen  the  patient  is  using. 

According  to  the  company,  the  IBC  sen- 
sor outlasts  and  is  easier  to  reactivate  than 


any  other  sensor.  The  sensor  is  reactivated 
in  less  than  a minute  by  disconnecting  the 
sensor  casing  and  inserting  a replacement 
electrode.  (By  contrast,  other  sensors  must 
be  dismantled,  the  electrolyte  replaced,  and 
the  membrane  refitted  and  secured  by  an 
“0”  ring.  This  operation  requires  skilled 
personnel  and  down-time  for  the  instru- 
ment). 

The  electronics  of  the  IBC  analyzer  con- 
sist of  advanced  semiconductor,  integrated 
circuitry  that  allows  the  instrument  to  be 
continuously  operated  for  up  to  a year  by 
four  “D”  cells  (i.e.,  flashlight  batteries). 
Battery,  rather  than  on-line,  power  offers 
the  advantages  of:  (1)  low  cost;  (2)  port- 
ability for  the  instrument;  (3)  protection 
for  the  patient  from  possible  electrocution 
due  to  power  surge,  ground  loop,  or  any 
other  cause. 

Response  time  for  the  IBC  instrument  is 
95%  of  full  reading  in  15  seconds.  Accuracy 
is  ± 2%  of  reading  for  24  hours  at  constant 
temperature  and  humidity.  Readings  are 
given  in  either  millimeters  of  mercury  (MM) 
or  percentage  of  oxygen. 

The  analyzer  is  available  with  an  audio 
and  visual  high-low  alarm  that  is  activated 
when  readings  exceed  desired  limits. 

The  four  models  of  the  IBC  oxygen  an- 
alyzer product  line  are:  two  models  capable 
of  differential  measurement  (with  and  with- 
out alarms)  and  two  single  measurement 
models  (with  and  without  alarms).  Prices 
range  from  $525.00  for  the  differential  in- 
strument with  alarm  to  $350.00  for  the  single 
measurement  model  with  no  alarm. 

The  sensors  are  offered  separately  for 
$85.00  each.  The  replacement  cartridges  for 
the  sensor  are  $10.00  each. 

The  IBC  Oxygen  Analyzer  line  is  sold  and 
serviced  by  Air  Products  and  Chemicals, 
Medical  Products  Division;  Bentley  Labora- 
tories, McGaw  Laboratories,  Scientific  Prod- 
ucts ; Arthur  H.  Thomas  Company ; U.  S. 
Catheter  and  Instrument  Company;  and  Van 
Waters  & Rogers. 

For  more  infonuation  please  contact  Rob- 
ert E.  Klees,  International  Biophysic  Cor- 
poration, 2700  Du  Pont  Drive,  Irvine,  Cali- 
fornia 92664.  Telephone:  (714)  833-3300. 
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Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
September  12  — O’Neill,  High  School 
Building 

September  19  — Sidney,  Elks  Lodge 
September  26  — McCook,  St.  Catherine’s 
Hospital 

October  10  — Hastings,  St.  Francis  Hos- 
pital 

October  17  — Alliance,  Central  School 
Building 

NEBRASKA  ACADEMY  OF  GENERAL 
PRACTICE  — Annual  scientific  session, 
at  the  Villager  Motel,  Lincoln,  Nebraska, 
September  17  and  18,  1970.  The  theme  of 
the  meeting  will  be  Environmental  Health 
and  Environmental  Hazards.  Write  to:  A. 
H.  Bonebrake,  M.D.,  218  North  14th  Street, 
Nebraska  City,  Nebraska  68410. 

THIRD  NATIONAL  CONGRESS  ON 
MEDICAL  ETHICS  — Sponsored  by  the 
Judicial  Council  of  the  AM  A,  September 
19  and  20,  1970,  at  the  Ambassador  West 
Hotel,  1300  North  State  Parkway,  Chica- 
go, Illinois. 

TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DIS- 
EASES COMMON  TO  ANIMALS  AND 
]\IAN  — Rotunda,  South  Dakota  State 
University,  Brookings,  South  Dakota,  Sep- 
tember 3-4,  1970.  Dr.  Kenneth  D.  Weide, 
Head,  Department  of  Veterinary  Science, 
South  Dakota  State  University,  Brook- 
ings, South  Dakota  57006,  Chairman. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — Fall  Meeting,  House  of  Dele- 
gates and  Board  of  Councilors,  October  2, 
3 and  4,  1970,  Holiday  Inn,  Kearney,  Ne- 
braska. 

THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  Ne- 
vada, October  18-23,  1970.  Its  focus  will 


be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  department.  For  in- 
formation write : Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  Michigan 
48823. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 1970  Fall  Assembly,  Omaha’s  Fonten- 
elle  Hotel,  November  2,  3,  and  4,  1970. 
The  address  of  the  society  is : 1040  Medical 
Arts  Building,  Omaha,  Nebraska  68102. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970 ; Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  The 
address  of  the  A ALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

THE  COUNCIL  ON  ARTERIOSCLEROSIS 
of  the  American  Heart  Association  will 
hold  its  1970  annual  scientific  meeting  on 
Tuesday,  Nov.  10  and  Wednesday,  Nov. 
11,  1970,  in  Howard  Johnson’s  Motor 
Lodge,  Atlantic  City,  N.J.,  immediately 
preceding  the  Heart  Association’s  Scien- 
tific Sessions  in  that  city.  The  Council 
sessions  are  open  to  all  and  members  and 
non-members  are  invited  to  attend. 

Fourth  Annual  Conference  on  “TODAY’S 
HOSPITAL  PROBLEMS:  AN  INTERDIS- 
CIPLINARY APPROACH’’  — a Leader- 
ship course  for  Chiefs  of  Staff,  Hospital 
Administrators  and  Governing  Personnel 
(or  Trustees).  Mound  Park  Hospital 
Foundation  and  the  University  of  Florida 
— November  11  to  14,  1970.  To  be  held 
at  the  Tides  Hotel  and  Bath  Club,  Reding- 
ton  Beach,  Florida.  The  Foundation  and 
University  reserve  the  right  to  limit  regis- 
tration. Fee:  $100.00  — Lunches  on  No- 
vember 11,  12  and  13  included  in  the 
Registration  Fee.  20  Accredited  Hours 
by  the  American  Academy  of  General 
Practice  if  desired.  Address:  Postgradu- 
ate Medical  Education,  Mound  Park  Hos- 
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pital  Foundation,  Inc.,  St.  Petersburg,  1720  E.  McDowell  Road,  Phoenix,  Arizona 
Florida  33701.  85006. 


Forms  to  register  for  the  43rd  ANNUAL 
SCIENTIFIC  SESSIONS  OF  THE  AMER- 
ICAN HEART  ASSOCIATION  may  now 
be  obtained  through  the  Association’s  Na- 
tional Office  or  from  local  Heart  Associa- 
tions. The  meeting  is  being  held  from 
Thursday  morning,  Nov.  12  through  Sun- 
day noon,  Nov.  15  in  Convention  Hall,  At- 
lantic City,  N.J.  Seven  programs  on  Clin- 
ical Cardiology  and  concurrent  sessions  on 
various  phases  of  cardiovascular  research 
and  medicine,  will  be  presented.  In  ad- 
dition, the  meeting  will  feature  lectures, 
panels,  symposia  and  the  screening  of  re- 
cently produced  cardiovascular  films.  On 
Thursday  evening,  Nov.  12,  a series  of 
Cardiovascular  Conferences  will  be  devot- 
ed to  small  group  discussion  of  CV  prob- 
lems. A special  “Meet  the  Expert”  ses- 
sion will  be  held  on  Saturday  evening,  Nov. 
14  for  talks  on  a variety  of  cardiovascular 
topics.  As  in  the  past,  scientific  and  in- 
dustrial exhibits  will  be  displayed  through- 
out the  meetings.  Industrial  exhibit  space 
may  be  obtained  through  Steven  K.  Her- 
litz,  Inc.,  850  Third  Ave.,  New  York,  N.Y. 
10022. 


SOUTHWESTERN  SURGICAL  CON- 
GRESS, 23rd  Annual  Meeting  — April  19- 
22,  1971;  Caesar’s  Palace  Hotel,  Las  Ve- 
gas, Nevada.  Write  to:  Jack  A.  Barney, 
M.D.,  Secretary-Treasurer,  Southwesteni 
Surgical  Congress,  301  Pasteur  Building, 
Oklahoma  City,  Oklahoma  73103. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 103rd  Annual  Session,  April  25- 
28,  1971,  Omaha  Hilton  Hotel,  Omaha,  Ne- 
braska. 


By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


AMERICAN  MEDICAL  ASSOCIATION  — 
24th  Clinical  Convention,  Boston,  Massa- 
chusetts, November  29-December  2,  1970. 


NEBRASKA  STATE  OBSTETRIC  & GYN- 
ECOLOGIC SOCIETY  — December  3,  4, 
5,  1970;  New  Frontier  Hotel,  Las  Vegas, 
Nevada.  Write:  W.  H.  Taylor,  Jr.,  M.D., 
Secretary,  3610  Dodge  Street,  Omaha,  Ne- 
braska 68131. 


ARIZONA  HEART  ASSOCIATION— Four- 
teenth Annual  Cardiac  Symposium,  Ari- 
zona Biltmore  Hotel,  Phoenix,  Arizona, 
January  22-24,  1971.  Speakers  on  pro- 
gram include  Roman  DeSanctis,  M.D.,  Jo- 
seph Perloff,  M.D.,  Gilbert  Blount,  M.D., 
and  Rene  Fabalero,  M.D.  For  informa- 
tion write  Arizona  Heart  Association, 


William  E.  Kelley,  M.D.,  Omaha 

Doctor  William  Kelley  was  born  on  Janu- 
ary 5,  1913.  He  died  July  15,  1970,  at  the 
age  of  57. 

Doctor  Kelley  took  his  premedical  train- 
ing at  the  University  of  Nebraska,  and 
graduated  from  Creighton  University  School 
of  Medicine  in  1937.  He  did  postgraduate 
work  at  the  University  of  Pennsylvania.  His 
practice  was  limited  to  dermatology. 

Survivors  include  a brother.  Doctor  J. 
Whitney  Kelley,  immediate  past  president 
of  the  NSMA;  his  wife.  Holly;  daughters, 
Mrs.  Robert  Pettegrew  and  Mrs.  Jerry  John- 
son of  Omaha;  a son,  Jerry,  Omaha;  a 
brother,  Richard  E.  Kelley,  of  Bremerton, 
Washington,  and  sisters,  Mrs.  Coburn  Thom- 
son, Omaha,  and  Mrs.  Lewis  LaMaster  of 
Houston,  Texas. 
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Eye,  ear,  nose  and  throat:  Las  Vegas 

IMore  than  9,000  medical-surgical  special- 
ists in  eye,  ear,  nose,  and  throat  will  as- 
semble in  Las  Vegas,  Nevada,  October  5-9, 
1970,  for  the  75th  Annual  Session  of  the 
American  Academy  of  Ophthalmology'  and 
Otolaryngology. 

Opening  the  meeting  at  the  Convention 
Center  will  be  the  nation’s  top  health  offi- 
cial, Roger  0.  Egeberg,  M.D.,  Assistant  Sec- 
retary for  Health  and  Scientific  Affairs, 
U.S.  Department  of  Health,  Education,  and 
Welfare.  His  address,  on  a topic  of  cur- 
rent importance,  will  be  given  at  1 ;30  p.m., 
Monday,  October  5,  at  the  Joint  Scientific 
Session. 

The  week’s  activities  will  be  filled  with 
ten  scientific  sessions,  and  with  485  instruc- 
tional courses.  In  addition,  the  Noidh  Ex- 
hibit hall  of  the  new  Center  will  be  crammed 
with  scientific  and  commercial  exhibits. 

Ophthalmology  research  reports  to  be 
presented  will  include  those  on  complications 
of  surgery  for  retinal  detachment,  use  of 
lasers  to  diagnose  eye  diseases,  suitability 
of  cadaver  eyes  for  transplants,  acquired 
color  blindness,  the  use  of  soft  contact  lenses 
in  certain  eye  conditions,  and  in  chemical 
treatment  of  melanoma  of  the  eye. 

Otolaryngology'  research  reports  will  in- 
clude those  on  ear  drum  and  ossicle  trans- 
plants, the  dizzydng-and-ear-ringing  dis- 
order known  as  IVIeniere’s  disease,  congeni- 
tal deafness,  facial  paralysis  (Bell’s  palsy), 
a special  form  of  muscular  dystrophy  which 
affects  the  ey^es  and  throat,  and  a one-stage 
operation  for  vocal  rehabilitation  of  the 
patient  whose  voice  box  has  been  removed 
by'  surgery  because  of  cancer. 

A special  sy'mposium  on  Computer  Assist- 
ance in  Health  Service  will  be  featured  on 
Monday,  immediately  after  Doctor  Egeberg’s 
speech. 

The  exhibits  will  include  61  on  the  ey^e 
and  17  on  ear-nose-throat.  Subjects  include 
prevention  of  speech  problems  in  children 
with  cleft  palate,  scanning  electron  micro- 


scope views  of  the  eye’s  canal  of  Schlemm, 
daily  variations  in  eye  pressure,  effects  of 
noise  on  hearing,  chemical  analysis  of  con- 
junctival mucus  and  its  meaning  for  the 
wearing  of  contact  lenses,  nasal  obstruction 
as  a cause  of  sudden  death  in  infants,  use  of 
the  laser  in  eye  refraction,  use  of  com- 
puters in  eye  refraction,  occurrence  of  virus 
retinitis  in  kidney'  transplant  patients,  and 
ultrasonic  measurements  of  the  eye. 

The  least-publicized  but  best-attended  part 
of  each  y-ear’s  AAOO  convention  is  its  in- 
structional program,  where  the  specialists 
learn  the  latest  information  and  techniques 
in  their  fields.  This  year’s  courses  — which 
run  every'  day',  morning  and  afternoon  — 
are  especially  focused  on  the  small:  micro- 
scopic and  electonmicroscopic  pathology,  and 
microsurgery'  — surgery'  on  the  eye  and 
middle  ear  performed  with  the  aid  of  micro- 
scopes. 

President  of  AAOO  is  Jerome  A.  Hilger, 
M.D.,  St.  Paul,  Minn.;  Clair  M.  Kos,  M.D., 
is  executive  secretary-treasurer  at  AAOO 
headquarters  in  Rochester,  Minn.  Francis 
L.  Lederer,  M.D.,  Chicago,  1968  president 
of  AAOO,  is  Chairman  and  Coordinator  of 
the  AAOO  Committee  for  Public  and  Pro- 
fessional Relations. 


Allergy  authority  dies 

Franklin  E.  Roth,  Ph.D.,  associate  direc- 
tor of  biological  research  and  manager  of  the 
pharmacology  department  of  Schering  Cor- 
poration, died  July  9,  1970  at  his  home  in 
Livingston,  N.J. 

During  a distinguished  career.  Dr.  Roth, 
49,  made  major  contributions  to  the  pharma- 
cology of  antihistamines  and  became  widely 
recognized  as  an  authority  on  the  treatment 
of  allergies.  He  was  elected  a Fellow  of  the 
American  Academy  of  Allergy. 


Four  years  of  Medicare 

The  Federal  Government  has  assumed  the 
bulk  of  the  personal  health  care  bill  for  per- 
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sons  aged  65  and  over  since  the  inception 
of  Medicare  four  years  ago. 

In  fiscal  year  1969,  for  example,  the  aver- 
age annual  medical  bill  for  each  aged  per- 
son was  $692,  but  the  average  older  per- 
son’s out-of-pocket  outlay  was  only  $163, 
according  to  Social  Security  Administration 
figures. 

Medicare  is  the  chief  source  of  public 
funds  for  the  care  of  the  aged,  Barbara  S. 
Cooper,  a researcher,  reports  in  the  July 
issue  of  the  Social  Secunty  Bulletin. 

Mrs.  Cooper  says  that  in  fiscal  year  1969, 
Medicare  alone  paid  $6.3  billion  in  benefits 
or  almost  47  percent  of  the  total  health  bill 
of  persons  aged  65  and  over. 

Public  assistance,  primarily  Medicaid,  is 
the  next  largest  public  program  financing 
the  health  care  of  the  aged,  contributing 
about  22  percent  or  $2.1  billion  of  the  1969 
public  costs. 

Direct  out-of-pocket  payments  for  the 
elderly  accounted  for  $3.2  billion. 

Persons  under  65,  meanwhile,  paid  direct- 
ly for  almost  one-half  the  total  costs  of  their 
medical  care  in  fiscal  year  1969,  an  average 
of  about  $98  per  capita.  The  Government 
contributed  less  than  one-fourth  the  total 
cost  for  this  age  group,  with  health  insur- 
ance, industry  and  philanthropy  providing 
the  remainder. 

Hospital  care  constitutes  by  far  the  larg- 
est health  expenditure  item  for  the  aged  — 
approximately  $6.5  billion  in  fiscal  year 
1969.  Medicare  paid  out  $4.3  billion  of 
this  amount. 

Medicare  also  paid  about  72  percent  of 
the  $2.1  billion  spent  for  physicians’  serv- 
ices for  the  elderly. 

All  told.  Medicare  paid  67  percent  of  the 
costs  for  hospital  care  and  for  physicians’ 
services  — the  two  primary  components  of 
the  health  care  bill  for  the  aged.  Other 
public  programs  financed  21  percent  and  the 
private  sector  was  responsible  for  only  12 
percent. 

The  private  sector  still  pays  the  bulk  of 
the  costs  for  personal  health  care  services 
and  supplies  for  the  aged,  such  as  dentists. 


nurses,  therapists,  drugs,  eyeglasses  and 
appliances.  In  1969  private  outlays  con- 
stituted 81  percent  of  the  $2.7  billion  for 
these  services  and  supplies. 

Practical  nurses 

A married  woman  who  is  over  25  years 
old  when  she  enters  a practical  nursing 
school  is  a better  bet  for  remaining  in  the 
health  labor  force  than  the  younger,  un- 
married young  woman,  a study  made  re- 
cently by  the  National  League  for  Nursing, 
New  York,  reveals.  A report  of  the  study, 
“Five  Years  After  Graduation,’’  just  pub- 
lished, traces  the  careers  of  3,014  students 
who  entered  117  practical  nursing  schools 
in  1962. 

Emerging  from  the  report  is  this  com- 
posite picture  of  the  practical  nurse  like- 
ly to  be  the  most  stable  in  the  health  labor 
force:  over  25  years  old  when  she  entered 
nursing  school;  married  to  a semi-skilled  or 
unskilled  worker;  comes  from  a modest  or 
low-income  family,  and  may  or  may  not  be 
a high  school  graduate. 

The  present  report  is  one  of  a series  in 
the  League’s  Nurse  Career  Pattern  Study 
in  which  material  is  being  gathered  on  prac- 
tical and  registered  nursing  students. 

Of  the  students  entering  practical  or  vo- 
cational nursing  schools  in  1962,  almost  all 
(98  percent)  were  female,  approximately 
one-half  were  over  20  years  old,  a third  were 
married,  another  10  percent  had  been  mar- 
ried at  one  time.  Of  those  who  were  mar- 
ried or  had  been  married,  83  percent  had 
children. 

Age  and  marital  status  appear  to  have  a 
direct  bearing  on  the  participants  work  life 
in  nursing,  the  data  from  the  questionnaire 
sent  students  indicate.  In  the  groups  enter- 
ing school  at  age  25  or  over,  69.6  to  73.3 
percent  were  working  full  time  five  years 
after  graduation.  On  the  other  hand,  for 
students  who  had  entered  nursing  under 
the  age  of  25,  the  percentage  working  full 
time  five  years  later  ranged  from  44.8  to 
57.7  percent.  For  all  age  groups  57.6  per- 
cent were  working  full  time  five  years  later 
and  14.4  were  working  part  time. 
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Only  a few  of  the  practical  nurses  went 
on  to  qualify  for  registered  nurse  licensure, 
the  study  points  out.  The  authors  of  the 
study  recommend  that  a plan  for  offering 
financial  assistance  to  practical  nurses  wish- 
ing to  become  registered  nurses  be  developed 
and  tested  to  determine  its  usefulness  in 
bringing  about  more  upward  movement  of 
the  interested  and  qualified. 

The  authors  also  note  that  if  practical 
nurses  can  be  kept  in  the  work  force,  even 
part  time,  they  are  more  likely  to  continue 
to  be  employed  during  the  five  year  period 
than  if  they  withdraw  completely  from  the 
work  force.  Practical  nursing  schools,  in 
cooperation  with  local  employing  agencies, 
might  assess  the  potential  work  contribution 
of  young  graduates  with  a view  of  amending 
work  conditions  to  encourage  part-time  work 
during  marriage  and  motherhood,  and  help 
young  graduates  plan  long-teiTn  careers. 

The  study  is  the  work  of  three  research- 
ers — Lucille  Knopf,  Barbara  L.  Tate,  and 
Sarah  Patrylow. 

The  78-page  booklet,  “Five  Years  After 
Graduation”  is  available  from  the  Publica- 
tions Unit,  National  League  for  Nursing,  10 
Columbus  Circle  for  $3.00. 

Review  copies  are  available  on  request. 


Births  up 

The  3,319,315  births  reported  by  the  na- 
tion’s hospitals  in  1969  represent  the  first 
time  since  1961  that  the  number  of  births 
in  hospitals  have  shown  an  increase,  accord- 
ing to  the  American  Hospital  Association. 

A year  ago  the  hospitals  reported  a total 
of  3,268,431  births.  In  1961  the  nation’s 
hospitals  reported  3,908,121  births. 

IMost  of  the  births  are  reported  by  the  na- 
tion’s 5853  community  hospitals  in  the  an- 
nual Guide  Issue  of  Hospitals,  Journal  of  the 
American  Hospital  Association.  These  hos- 
pitals reported  3,189,697  births  in  1969. 

Pediatrics  conference 

A one  and  one-half  day  postgraduate  con- 
ference on  pediatrics  will  be  held  at  the  Uni- 


versity of  Iowa  Health  Center  Wednesday 
and  Thursday,  September  9-10,  1970. 

Subjects  Wednesday  will  include  future 
directions  in  child  health  care,  post-opera- 
tive and  intensive  care  of  infants,  and  food 
allergj'  in  infants.  Small  group  discussions 
in  the  afternoon  will  include  such  topics  as 
ambulatory  pediatrics,  the  battered  child, 
learning  disorders,  obesity,  and  youth  and 
drugs. 

Sessions  Thursday  will  consider  perni- 
cious gastroesophageal  reflux,  muscular  dys- 
trophy, management  of  status  asthmaticus, 
management  of  bacterial  meningitis,  and 
neonatal  herpes  simplex  infections. 

Write : Director,  Office  of  Medical  Educa- 
tion, 245  Medical  Research  Center,  The  Uni- 
versity of  Iowa,  Iowa  City,  Iowa  52240. 


Blue  Shield 

Membership  in  the  74  Blue  Shield  Plans 
in  the  United  States,  Puerto  Rico  and  Monc- 
ton, New  Brunswick,  increased  by  over  2.6 
million  persons  during  1969.  This  brings 
the  total  enrollment  in  Blue  Shield  member 
Plans  to  63.4  million. 


Medicare : depreciation 

Changes  in  regulations  to  help  assure 
that  Medicare  does  not  base  its  reimburse- 
ment on  inflated  asset  values  resulting  from 
sales  of  health  facilities  in  paying  costs  of 
medical  care  for  the  aged  became  effective 
with  their  publication  in  final  form  in  the 
Federal  Register,  on  August  1. 

The  regulations  deal  with  both  the  valua- 
tion of  depreciable  assets  and  the  rate  of 
depreciation  the  Federal  Government  will 
recognize  in  reimbursing  institutions  for  the 
cost  of  health  care  under  Medicare. 

As  published  on  August  1,  the  final  regu- 
lations take  account  of  comments  received 
following  publication  of  proposed  changes 
published  on  February  5,  1970,  under  the 
Proposed  Federal  Rule-Making  procedure. 

Robert  M.  Ball,  Commissioner  of  Social 
Security,  noted  that  speculative  activity  in 
health  facilities  had  posed  a future  threat 
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that  sales  pihces  might  exceed  normal  fair 
market  values  and  improperly  increase 
Medicare  reimbursement  of  these  facilities. 
Although  every  effort  had  been  made  under 
the  previous  regulations  to  insure  that  valu- 
ations of  depreciable  assets  were  based  on 
fair  market  value  and  not  on  an  inflated 
sale  price,  the  changes  will  give  the  Govern- 
ment a firmer  fix  on  the  amount  to  be  rec- 
ognized. 

Under  the  new  regulations,  an  institution 
will  be  required  to  value  depreciable  prop- 
erties at  the  lowest  of  three  figures:  actual 
cost,  fair  market  value,  or  current  reproduc- 
tion cost  adjusted  for  depreciation.  Fur- 
ther, the  use  of  accelerated  depreciation  will 
be  strictly  limited. 

Under  the  final  regulations  the  use  of 
accelerated  depreciation  will  be  permitted 
for  (1)  assets  currently  being  so  depreciat- 
ed under  Medicare;  (2)  where  construction 
was  initiated,  or  written  financial  commit- 
ments were  made  before  Februaiy  5,  1970, 
the  date  of  publication  of  the  proposed 
changes  in  the  regulations;  or  (3)  where  ac- 
quisition of  new  assets  were  made  under  the 
depreciation  regulations  in  effect  until  the 
publication  of  the  final  regulations.  In  the 
reguations  as  proposed  on  February  5,  exist- 
ing providers  would  have  been  entirely  pro- 
hibited from  taking  accelerated  deprecia- 
tion on  new  assets. 

The  regulations  will  allow  accelerated  de- 
preciation for  new  assets  only  if  the  cash 
flow  from  depreciation  on  the  total  assets 
of  an  institution  is  not  enough  to  meet  the 
principal  amortization  schedules  of  capital 
debts  related  to  the  depreciable  assets  of  the 
institution.  In  this  situation.  Medicare 
would  allow  accelerated  depreciation  on  the 
new  asset  under  a declining  balance  meth- 
od, not  to  exceed  150  percent  of  the  straight 
line  rate.  This  type  of  depreciation  allow- 
ance is  similar  to  that  generally  allowed  in 
certain  cases  under  Federal  income  tax  law. 

These  modifications  take  into  account  the 
position  taken  by  the  Ways  and  Means 
Committee  of  the  House  of  Representatives, 
as  noted  in  the  Committee’s  report  on  the 
Social  Security  Amendments  of  1970,  and 
reflects  other  comments  received  after  pub- 
lication of  the  proposed  regulations. 


The  new  regulations  will  also  tighten  re- 
covery provisions  significantly  where  ac- 
celerated depreciation  was  used  and  the  pro- 
vider terminates  or  decreases  its  participa- 
tion in  the  Medicare  program.  The  Social 
Security  Administration  will  be  required  to 
recover  the  difference  between  the  amount 
allowed  under  accelerated  depreciation  and 
what  depreciation  would  have  been  on  a 
straight  line  basis. 

The  regulations  also  extend  present  pro- 
visions governing  gains  or  losses  on  sales 
of  depreciable  assets  to  apply  to  sales  that 
occur  within  a year  after  the  institution 
ceases  to  participate  in  the  Medicare  pro- 
gram. 

In  addition,  the  new  regulations  tighten 
the  rules  relating  to  the  return  on  equity 
capital  for  profit  making  institutions.  The 
base  for  determining  equity  capital  and  for 
computing  allowable  capital  interest  will 
now  be  limited  to  the  fair  market  value  or 
the  current  replacement  cost,  whichever  is 
less. 

These  regulations  will  also  apply  under 
Medicaid  where  the  Medicare  principles  of 
reimbursement  are  the  basis  for  reimburse- 
ment to  hospitals. 


Critical  Appraisal  of  Vagotomy  and  Pyloro- 
plasty — G.  0.  McDonald  (Univ  of  Illi- 
nois College  of  Medicine,  Chicago)  and  A. 
Abtahi.  Arch  Surg  100:414-420  (April) 
1970. 

In  500  patients  undergoing  treatment  for 
duodenal  ulcer,  indications  for  pyloroplasty 
and  vagotomy  were  intractable  pain,  bleed- 
ing, obstruction,  and  perforation.  The  oper- 
ative mortality  varied  from  24%  in  50  pa- 
tients operated  on  for  uncontrolled  hemor- 
rhage to  0.4%  in  249  patients  operated  on 
for  intractable  pain.  Of  patients  followed 
up  for  two  to  eight  years,  84%  wei’e  free 
from  symptoms  or  had  minimal  symptoms 
not  requiring  medication.  The  incidence  of 
recurring  ulceration  was  2.2%.  No  serious 
complaints  of  postvagotomy  diarrhea,  weight 
loss,  or  dumping  were  encountered. 
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Out  of  the  Btue 


Osteogenesis  imperfecta  may  be  in  the 
good  book.  KJV  and  RSV  say:  break  their 
bones,  and  in  pieces,  but  another  interpre- 
tationi'2  speaks  of  thinning  of  the  bones 
and  of  loss  of  marrow.  We  used  to  call  it 
fragilitas  ossium ; why  is  somebody  always 
making  up  a new  name  just  when  I’ve 
learned  the  old  one?  Genesis  (osteo)  is  in 
Numbers,  of  all  places.® 

There  is  a lady  on  the  funny  part  of  TV, 
the  commercial,  who  says  she  is  often  mis- 
taken for  her  teen-age  daughter.  To  this 
bit  of  intelligence  she  adds,  “We’re  often 
confused.”  I believe  her. 

“Vide  supra”  is  Latin  and  has  nine  let- 
ters; it  means  “see  above,”  which  is  English 
and  has  eight;  same  for  “vide  infra”  and 
“see  below.”  And  the  four  - letter  word 
“vide”  means  the  three-letter  word  “see,” 
which  you  don’t  have  to  look  up.  Moral: 
four-letter  words  aren’t  nice,  even  in  Latin. 

I have  taken  my  culture  at  a gulp:  read 
Ionesco,  Kafka,  and  Hesse  this  week.  Now 
I don’t  have  to  do  that  for  another  biennium. 
Didn’t  enjoy  it,  but  it  was  probably  good  for 
me.  Tried  Montaigne  too;  my  pediatri- 
cian recommended  him.  Montaigne  didn’t 
care  much  for  doctors,  and  had  the  same 


complaints  we  hear  today.  But  he’s  good 
reading. 

One  of  my  earliest  intellectual  shocks  or 
rude  awakenings  was  discovering  that  the 
man  who  sold  coal  in  the  winter  was  the 
same  one  who  delivered  ice  in  the  summer. 
Now  I notice  that  a very  good  journal  has 
an  assistant  to  the  editor  as  well  as  an  edi- 
torial assistant.  And  I have  also  learned 
that  a disordered  personality  is  not  the 
same  as  a personality  disorder. 

The  best  part  of  a book  is  often  the  index. 
And  I have  this  advice  for  authors  of  oph- 
thalmological  texts.  The  word  “eye”  does 
not  belong  in  the  index  of  a book  that  deals 
only  with  the  eye.  The  word  “skin”  should 
not  be  an  index  heading  in  a book  about  the 
skin.  Nor  should  the  word  “anesthesia”  be 
listed  in  the  index  of  a book  in  which  every- 
thing is  about  anesthesia.  All  the  entries 
that  appear  indented  under  the  word  “anes- 
thesia” are  better  presented  as  entries  of 
their  own.  The  whole  book  is  about  anes- 
thesia. 

1.  Brim,  C.  J.:  Medicine  in  the  bible;  Froben 
Press,  New  York,  1936;  p.  88. 

2.  Texas  Med  66:44  (June)  1970. 

3.  24:8. 

— F.C. 


The  Funny  Bone 


The  Patient. 

“I  pay  seven  dollars  a month  for  Blue 
Grass  and  Blue  Shield.” 


Department  Of  Definitions. 

Socialized  medicine  (for  obstetricians) : 
Born  Free. 


How  Much  Do  You  Weigh? 

“I’ve  been  losing.” 

The  Chart. 

“Herpe’s  Simplex.” 

The  Oldest  Medical  Joke. 

At  the  pearly  gates. 

Angel:  “How  did  you  get  here?” 
Patient:  “Flu.” 

Remember? 

Cobwebs  to  stanch  bleeding. 


Slow  Death  Of  The  English  Language. 

“Some  precipitation  in  the  form  of  snow.” 
“Some  snow”  is  what  we  used  to  say,  but 
we’re  learning. 

Pet  Peeve. 

Hair  curlers. 

Hospital  Loud-Speaker. 

“Calling  Doctor  Breech,  Doctor  Frank 
Breech.” 


—F.C. 
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Down  Memory  Lane 


1.  Successful  infant  feeding  at  the  pres- 
ent time  cannot  reasonably  be  called  scien- 
tific. 

2.  The  Roentgen  ray  accompanied  by 
rest,  should  be  tried  in  all  cases  of  thyrotoxi- 
cosis and  should  be  continued  for  a sufficient 
length  of  time  to  destroy  at  least  the  thymus 
before  resorting  to  surgery. 

3.  In  the  cure  of  tuberculosis,  I think  cli- 
mate has  very  little  value. 

4.  The  internist  today  holds  the  vantage 
ground  in  the  medical  world. 

5.  The  Creighton  College  of  Medicine  will 
open  its  thirty-first  (31)  session  September 
20,  1920,  with  the  largest  registration  of 
students  since  the  commencement  of  the 
war. 

6.  Our  1921  Scientific  Program  will  cover 
six  half-day  sessions  during  the  convention. 
That  plan  allows  adequate  time  for  reading 
and  discussing  about  thirty-five  papers. 

7.  The  University  of  Nebraska  was  one 
of  the  very  first  schools  to  require  at  least 
two  years  of  collegiate  preparation  for  the 
study  of  medicine. 

8.  I wish  I knew  of  a good  drug  for  dia- 
betic patients. 

9.  I had  the  surgeon  take  the  blood  from 
the  mother  and  inject  it  into  the  buttocks 
of  this  child. 

10.  There  is  no  question  as  to  whether 
tuberculosis  is  curable.  Practically  every 
case  in  the  early  stages  can  be  cured. 

11.  The  physician  must  inspire  confi- 
dence. 

12.  While  statistics  show  as  has  been 
stated  approximately  one  person  born  deaf 
to  three  thousand  births  in  the  general  popu- 
lation, they  also  show  one  child  born  deaf 
in  every  one  hundred  of  children  of  deaf 
parentage. 

Nebraska  State  Medical  Journal 
September,  1920 


Hospital  Mortality  of  Myocardial  Infarction, 
Before  and  After  Coronary  Care  — B.  L. 

Chapman  (Royal  Newcastle  Hosp,  New- 
castle, Australia).  Med  J Aust  1:833-837 
(April  25)  1970. 

The  effect  of  a coronary  care  unit  on  the 
mortality  rate  from  acute  myocardial  infarc- 
tion in  an  unselected  total  hospital  series, 
matched  for  prognostic  factors,  is  reported. 
In  the  five  years  before  the  establishment  of 
the  unit  the  rate  did  not  vary  significantly 
from  a mean  of  36%.  After  the  introduction 
of  the  unit  there  was  a statistically  signifi- 
cant fall  in  the  hospital  mortality  rate  of 
25%.  Prognosis  was  improved  in  those  pa- 
tients aged  less  than  70  years,  those  with  nei- 
ther previous  cardiac  failure  nor  diabetes, 
those  admitted  within  four  hours  of  infarc- 
tion, and  those  with  reinfarction  or  cardiac 
failure.  The  outcome  was  not  significantly 
altered  in  the  elderly,  the  diabetic,  or  in  those 
with  a past  history  of  cardiac  failure. 

Hypoxemia  During  the  First  12  Hours  After 
Battle  Injury  — R.  V.  Moseley  and  D.  B. 
Doty  (Div  of  Surgery,  Walter  Reed  Army 
Institute  of  Research,  Washington,  DC). 
Surgery  67:765-772  (May)  1970. 

Patients  with  arterial  hypoxemia  in  the 
first  12  hours  after  combat  injury  were 
studied.  Hypoxemia  could  be  attributed  to 
a variety  of  familiar  causes  including  direct 
pulmonary  injury,  aspiration,  fat  embolism, 
overtransfusion,  and  brain  injury,  but  the 
underlying  functional  deficit  was  the  same, 
ie,  failure  of  ventilation  of  perfused  alveoli 
with  resultant  admixture  of  venous  to  ar- 
terial blood.  The  most  effective  treatment 
for  severe  hypoxemia,  regardless  of  the  pri- 
mary deficit,  was  timely  use  of  tracheostomy, 
attention  to  removal  of  fluid  and  secretions 
in  the  airway,  and  positive-pressure  breath- 
ing. This  reduced  the  number  of  nonventilat- 
ed  alveoli  and,  as  a result  of  the  decrease  in 
intrapulmonary  shunting,  produced  im- 
proved blood  oxygen  tensions. 
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Our  Medical  Schools 


Dr.  Steenburg  joins  U of  N 

Dr.  Richard  Wesley  Steenburg  has  joined 
the  faculty  of  the  University  of  Nebraska 
IMedical  Center  as  professor  of  surgery. 

Dr.  Steenburg  has  been  on  the  faculty  of 
Johns  Hopkins  University  since  1958,  an 
associate  professor  since  1965.  He  has  been 
an  associate  professor  of  surgery  at  the  Uni- 
versity of  Maryland  since  1967. 

Dr.  Steenburg  received  his  medical  de- 
gree from  Harvard,  and  took  his  internship 
and  residency  at  Peter  Bent  Brigham  Hos- 
pital. 


Dr.  Matschiner  appointed 

Dr.  John  T.  Matschiner  has  joined  the  fac- 
ulty of  the  University  of  Nebraska  Medical 
Center  as  a professor  of  biochemistry. 

Dr.  Matschiner  has  been  on  the  faculty  of 
St.  Louis  University  since  1958,  advancing 
in  rank  from  an  instructor  to  an  associate 
professor.  He  was  a research  assistant  in 
pharmacology  at  the  University  of  Virginia 
in  1951  and  1952. 

Dr.  Matschiner  received  his  Ph.D.  from 
St.  Louis  University  in  1957  and  his  master’s 
in  1951  from  the  University  of  Portland, 
where  a year  earlier  he  h a d earned  his 
bachelor’s. 

U of  N postgraduate  education 
courses 

The  University  of  Nebraska  Medical  Cen- 
ter will  take  its  postgraduate  education 
courses  into  the  field  this  year,  with  several 
courses  scheduled  for  outstate  Nebraska 
and  South  Dakota. 

The  circuit  courses  will  be  funded  through 
the  Nebraska  - South  Dakota  Regional  Medi- 
cal Program.  There  will  be  no  charge  to 
participants  except  for  lunches.  The  courses 
are  approved  for  six  hours  of  credit  by  the 
American  Academy  of  General  Practice. 


The  first  circuit  course  will  be  conducted 
September  15  at  the  West  Nebraska  General 
Hospital  in  Scottsbluff.  Discussing  throm- 
boembolic phenomena  will  be  University  of 
Nebraska  faculty  members  Drs.  Walter 
Friedlander,  Robert  Messer,  Leo  O’Brien, 
and  Richard  Davis.  They  will  be  joined  by 
Dr.  Richard  Booth  of  Creighton. 

Nurses  as  well  as  physicians  may  attend 
the  course  on  respiratory  problems  at  Pre- 
sentation College  in  Aberdeen,  South  Dakota, 
on  September  27,  1970. 

Diabetes  will  be  the  subject  of  the  course 
October  4,  1970,  at  the  First  National  Bank 
Building  in  Grand  Island,  Nebraska. 

Nurses,  physical  therapists,  and  social 
workers  will  be  invited  to  join  physicians  to 
leam  more  about  cardiovascular  accidents  at 
the  October  7 course  at  Presentation  College 
in  Aberdeen. 

On  October  22,  nurses  will  discuss  their 
role  in  dealing  with  patients  with  emotional 
problems  at  the  West  Nebraska  General 
Hospital  in  Scottsbluff. 

The  circuit  courses  have  been  especially 
designed  by  the  outstate  participants,  ac- 
cording to  Robert  Moutrie,  director  of  con- 
tinuing education. 

Other  courses  on  the  regular  postgradu- 
ate calendar  of  the  University  are  the  annual 
Bryan  Days  and  the  Colorado-Nebraska  Ob- 
stetric-Pediatric conference. 

Diagnosis  and  treatment  of  common  rheu- 
matologic  problems  will  be  considered  at 
Bryan  Days  October  9 and  lO  at  Bryan  Me- 
morial Hospital  in  Lincoln.  A fee  of  $40  will 
be  charged  and  nine  hours  of  AAGP  credit 
will  be  given. 

Guest  faculty  members  will  be  two  con- 
sultants from  the  Mayo  Clinic  in  Rochester, 
Minnesota:  Drs.  Paul  H.  Andreini  from  the 
section  of  internal  medicine  and  rheuma- 
tology, and  Lowell  F.  A.  Peterson  from  the 
department  of  orthopedic  surgery. 
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The  fifth  annual  Colorado-Nebraska  Ob-  the  Universities  of  Colorado  and  Nebraska. 
stetric-Pediatric  conference  will  be  in  Den-  Courses  will  be  held  at  Children’s  Hospital 
ver,  October  30  and  31.  in  Denver.  The  fee  is  $40,  and  the  course 

Speakers  will  include  faculty  from  both  offers  nine  hours  of  AAGP  credit. 

From  the  Editor 


Medicare:  shorten  hospital  stays 

Proposed  amendments  to  Medicare  regula- 
tions would  tend  to  shorten  hospital  stays 
by  providing  payment  for  preadmission  diag- 
nostic testing  procedures. 

Robert  M.  Ball,  Commissioner  of  Social 
Security,  said  proposed  regulations  would 
extend  the  amount  of  time  during  which  di- 
agnostic services  furnished  a beneficiary  on 
an  outpatient  basis  would  be  considered  in- 
patient hospital  services  and  thus  reimburs- 
able under  the  hospital  insurance  part  of 
Medicare. 

The  days  on  which  the  tests  are  made 
would  not,  however,  be  counted  against  the 
number  of  days  of  hospitalization  for  which 
the  beneficiary  is  eligible  for  payment. 

Because  the  tests  would  be  covered  under 
the  hospital  part  of  Medicare,  the  benefi- 
ciary would  also  be  relieved  of  the  20  percent 
coinsurance  expense  which  he  must  now  pay 
for  outpatient  diagnostic  tests.  And  the 
hospital  would  not  be  required  — as  it  is 
now  — to  prepare  separate  billing  forms  for 
inpatient  hospital  services  and  diagnostic 
tests  of  this  type. 

Under  present  regulations,  such  services 
are  reimbursable  only  if  the  beneficiary  is 
admitted  to  the  same  hospital  before  mid- 
night of  the  day  following  the  day  he  re- 
ceived the  services. 

Under  the  proposed  regulations,  the  test- 
ing would  be  considered  inpatient  hospital 
services  if  the  beneficiary  is  admitted  to  the 
same  hospital  within  7 days  after  the  day 
the  last  test  was  given. 

Among  other  requirements,  the  tests  must 
be  given  by  order  of  the  beneficiary’s  physi- 
cian and  must  be  necessary  after  admission 
if  they  had  not  been  given  on  an  outpatient 


basis.  They  must,  in  addition,  be  medical- 
ly valid  at  the  time  of  the  hospital  admis- 
sion. 

Brandt  promoted  at  Barnes-Hind 

Roger  D.  Brandt  has  been  promoted  to  the 
position  of  marketing  assistant  at  Barnes- 
Hind  Pharmaceuticals,  Inc.  Brandt  previ- 
ously served  as  the  firm’s  sales  representa- 
tive in  the  Omaha,  Nebraska,  area. 

AABB  statement  on  hepatitis 
carrier  testing 

The  Board  of  Directors  of  the  American 
Association  of  Blood  Banks  on  July  14,  1^70 
approved  the  enclosed  statement  on  the 
status  of  tests  for  identifying  viral  hepatitis 
carriers.  This  statement  stresses  that  al- 
though testing  for  Australia  antigen  as  a 
donor  screening  test  continues  to  show  excit- 
ing promise,  the  same  problems  w’hich  were 
described  in  the  National  Research  Council 
statement,  released  in  January  of  this  year, 
continue  to  exist.  Therefore,  the  Associa- 
tion maintains  that  such  testing  cannot  rea- 
sonably be  perfoiTned  routinely  yet  and  must 
continue  to  be  regarded  as  experimental  — 
primarily  for  purposes  of  research. 

The  National  Research  Council’s  “State- 
ment on  Laboratory  Screening  Tests  for 
Identifying  Carriers  of  Viral  Hepatitis  in 
Blood-banking  and  Transfusion  Services” 
was  published  in  the  January-February  1970 
issue  of  Transfusion,  official  journal  of  the 
AABB.  It  noted,  in  part:  “.  . . it  is  clear 
that  the  sensitivity  and  specificity  of  the 
test  for  Australia  antigen  vaiy  among  lab- 
oratories, and  there  is  no  agreement  on  the 
establishment  of  a uniform  test  or  tests. 
Such  agreement  would  be  essential  before 
any  test  could  be  brought  into  general  use.” 
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The  AABB  maintains  it  is  still  necessary 
that  a standard  reagent  of  controlled  potency 
be  developed,  that  it  be  approved  by  the  Di- 
vision of  Biologies  Standards,  and  that  it  be 
available  in  adequate  supply.  The  Associa- 
tion encourages  those  blood  banks  which  are 
able  to  perform  such  testing  and  collection 
of  data  to  do  so,  to  hasten  the  development 
of  standard  tests  which  will  be  suitable  for 
general  use.  It  is  emphasized  that  the  day 
of  routine  testing  has  not  yet  arrived. 
i\Iost  blood  banks  are  now  incapable  of  such 
research  efforts,  which  demand  additional 
facilities,  funding,  technical  personnel,  a 
constant  source  of  serum  and  the  capa- 
bility of  producing  consistently  potent  serum 
for  tests.  The  extent  to  which  such  tests 
are  performed  will  depend  both  upon  the 
resources  of  the  blood  bank  and  the  goals 
of  the  project. 

The  Association  statement  points  out  that 
this  screening  test,  at  present,  will  detect 
only  a fraction  of  all  hepatitis  carriers. 
The  size  of  this  fraction  has  varied  from  in- 
vestigator to  investigator.  At  the  present 
time  many  blood  banks  will  find  that  they 
are  unable  to  enter  into  arrangements  to 
routinely  provide  blood  which  has  been  test- 
ed, with  negative  results,  even  though  the 
blood  bank’s  pai-ticular  research  effort  in- 
volves large  scale  testing. 


AABB  nominates  Landsteiner 

The  late  Karl  Landsteiner,  Vienna-bora 
medical  researcher,  has  been  nominated  by 
the  American  Association  of  Blood  Banks 
for  the  Hall  of  Fame  for  Great  Americans 
at  New  York  University. 

Dr.  Enold  H.  Dahlquist,  Jr.,  of  Provi- 
dence, R.I.,  Association  President,  in  letters 
to  Hall  of  Fame  Electors,  said:  “The  Asso- 
ciation is  proposing  Dr.  Landsteiner  because 
his  lifetime  research  laid  the  foundation  for 
modern  blood  transfusion  therapy  and  thus 
has  saved  innumerable  lives  throughout  the 
world. 

“Dr.  Landsteiner  discovered  the  ABO 
blood  factors  in  1901,  creating  the  basis  for 
blood  transfusions  in  man.  His  joint  re- 
search with  Popper,  1908-1909,  was  the  first 
to  show  that  poliomyelitis  could  be  trans- 


mitted to  monkeys,  the  foundation  for  the 
development  of  polio  vaccine  and  the  elim- 
ination of  infantile  paralysis  as  a disease 
entity. 

“From  the  basic  knowledge  of  the  Rh  fac- 
tor, described  by  Dr.  Landsteiner  in  1940 
after  collaborative  research  with  Alexander 
Wiener,  the  extension  of  blood  transfusion 
therapy  saves  the  lives  of  thousands  of  ba- 
bies and  has  provided  even  the  possibility 
of  today’s  organ  transplants. 

“The  Nobel  Prize  was  awarded  Dr.  Land- 
steiner in  1930.  He  remained  an  investi- 
gator in  bacteriologj'  and  virology  until  his 
death  at  the  age  of  75  in  1943  . . . Dr.  Land- 
steiner deserves  the  highest  acclaim;  the 
impact  of  his  contributions  to  the  lives  of 
his  fellow  human  beings  is  beyond  measure.’’ 

Austria  and  Germany  in  1968  marked  the 
centennial  of  Dr.  Landsteiner’s  birth  with 
commemorative  postage  stamps  though  he 
spent  his  last  years  in  the  United  States  and 
was  a naturalized  American  citizen. 

The  annual  meeting  of  the  American  As- 
sociation of  Blood  Banks  that  year  was 
dedicated  to  him ; the  scientist’s  son.  Dr. 
Ernest  Landsteiner,  a Providence,  R.I., 
physician  and  colleague  of  Dr.  Dahlquist  at 
Rhode  Island  Hospital,  was  a guest.  Since 
1954,  the  Association  has  given  an  annual 
Karl  Landsteiner  Memorial  Award  for  blood 
research. 


Expenses  up 

The  nation’s  5853  community  hospitals 
reported  a 17.3  percent  (I  get  16.2)  increase 
in  total  expense  in  1969,  the  American  Hos- 
pital Association  announced  recently. 

The  annual  Guide  Issue  of  Hospitals, 
Journal  of  the  American  Hospital  Associa- 
tion, reports  total  expenses  for  community 
hospitals  at  a peak  of  $16.6  billion  as  com- 
pared to  $14.2  billion  in  1968.  Expense  per 
patient  day  for  the  same  reporting  period 
jumped  from  $61.38  in  1968  to  a high  of 
$70.03  in  the  report  released  August  1. 

Earlier  this  year  the  AHA  reported  the 
results  of  a panel  survey,  a community  hos- 
pital sampling  conducted  monthly,  which 
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showed  a 17.2  percent  increase  in  total  ex- 
penses for  community  hospitals  in  1969. 

Payroll  expense  continues  to  be  the  ma- 
jor factor  in  the  hospital’s  total  expense. 
The  nation’s  community  hospitals  reported 
$9.8  billion  paid  in  wages  and  salaries  in 
1969,  a 16.2  percent  increase  over  the  $8.4 
billion  paid  out  a year  earlier. 

Community  hospitals  reported  a total  of 
1.8  million  employees,  which  amounts  to  280 
employees  per  100  patients.  A year  earlier 
the  hospitals  averaged  272  employees  per 
100  patients. 

All  hospitals  registered  by  the  AHA  in 
the  report  totaled  7144  and  a new  high  of 
2.4  million  employees.  The  total  hospital 
count  includes  all  federal  long-term  hos- 
pitals as  well  as  other  special  institutions 
such  as  psychiatric  hospitals  and  tubercu- 
losis insitutions.  The  community  hospital 
category,  the  largest  in  the  report,  includes 
all  nonfederal  short-term  general  hospitals. 


Ambulatory  care 

Ambulatory  care  continues  to  be  the  fast- 
est growing  service  in  the  nation’s  hospitals, 
the  American  Hospital  Association  reported 
recently. 

In  1969  the  7144  hospitals  registered  by 
AHA  reported  a total  of  163.2  million  out- 
patient visits  and  30.7  million  inpatient  ad- 
missions. This  represents  nearly  six  per- 
sons using  the  outpatient  (ambulatory) 
services  of  the  hospital  for  every  patient  ad- 
mitted as  an  inpatient. 

The  5853  community  hospitals,  the  largest 
category  in  the  AHA  report  recorded  120.8 
million  ambulatory  patients  and  28.2  million 
inpatient  admissions. 

Bing  Crosby  re-appointed  national 
sight-saving  chairman 

Bing  Crosby  will  head  the  annual  Sight- 
Saving  Campaign  of  the  National  Society  for 
the  Prevention  of  Blindness  for  a second 
year,  beginning  in  September,  “Sight-Sav- 
ing Month.”  The  announcement  came  from 
Society  president  Bradford  A.  Warner  at  the 


organization’s  headquarters  in  New  York 
City. 

“In  the  year  Mr.  Crosby  has  been  our 
spokesman,”  Warner  noted,  “media  response 
to  our  prevention  of  blindness  messages  has 
been  greater  than  ever  before  in  the  So- 
ciety’s history.  At  least  half  of  all  blind- 
ness is  preventable,  and  this  increased  at- 
tention from  the  media  means  we’re  reach- 
ing more  and  more  people  across  the  country 
who  may  be  saved  from  the  unnecessary  loss 
of  their  eyesight.  Needless  to  say,  we  are 
immensely  grateful  that  Mr.  Crosby  has 
agreed  to  serve  as  National  Sight-Saving 
Chairman  again,  in  1970.” 

Crosby  commented  on  his  reappointment, 
saying,  “My  concern  for  blindness  preven- 
tion has  increased  greatly  over  the  last  year. 
The  thought  that  half  of  the  more  than 
34,000  Americans  who  go  blind  in  the  next 
twelve  months  will  do  so  needlessly  is  ap- 
palling. It  is  because  the  Society’s  efforts 
to  prevent  this  tragedy  are  so  important  that 
I have  accepted  the  chairmanship  for  an- 
other year.” 

The  highlight  of  the  Society’s  1970  publi- 
city campaign  will  be  a series  of  television 
spots,  featuring  Crosby,  his  wife  Kathryn, 
and  their  daughter  Mary  Frances. 

Although  public  education  activities  con- 
tinue all  year  long,  during  Sight-Saving 
Month  the  National  Society  and  its  state  af- 
filiates step  up  efforts  to  inform  people 
around  the  nation  about  the  prevention  of 
needless  vision  loss.  Founded  in  1908,  the 
Society  is  the  oldest  voluntary  health  agency 
nationally  engaged  in  the  prevention  of 
blindness  through  a comprehensive  program 
of  community  services,  public  and  profes- 
sional education,  and  research. 


Drivers  under  25  were  involved  in  much 
more  than  their  share  of  auto  accidents  in 
1969,  according  to  a report  from  Travelers 
Insurance  Companies.  One  fifth  of  all  driv- 
ers are  under  25.  But,  the  under-25  group 
was  involved  in  one  third  of  last  year’s 
fatal  accidents. 
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Report  of  national  convention, 
woman’s  auxiliary  to  AMA 

The  47th  annual  convention  of  the  Wom- 
an’s Auxiliary  to  the  A.M.A.  was  formally 
opened  at  9 a.m.  on  Monday,  June  22,  1970, 
at  the  Drake  Hotel,  Chicago,  Illinois,  with 
the  President,  Mrs.  John  M.  Chenault  pre- 
siding. 

Total  registration  for  the  convention  was 


899. 

National  officers,  directors 

and  chairmen  53 

State  presidential  delegates  50 

Delegates  297 

Alternate  delegates  52 

Members  330 

Guests  117 


Those  attending  from  Nebraska  were: 

Mrs.  John  Filkins,  President,  Woman’s 
Auxiliary  to  the  Nebraska  State  Medi- 
cal Association 

IMrs.  Frank  Cole,  President-elect 

Mrs.  James  Carlson,  1st  Vice  President 

Mrs.  Robert  Mclntire,  Delegation  Chair- 
man 

IMrs.  Arthur  L.  Smith,  Sr. 

]\Irs.  George  Robertson 

l\Irs.  J.  Whitney  Kelley 

Following  the  invocation,  pledge  of  alle- 
giance to  the  flag  and  Auxiliary  pledge,  the 
House  of  Delegates  was  welcomed  by  the 
president  of  the  Illinois  State  Auxiliary. 
Her  closing  remarks  were  that  love  is  the 
heart  of  the  Auxiliary  and  that  we  as  aux- 
iliary members  should  strive  for  inspiration 
and  fulfillment  of  a job  well  done. 

The  keynote  address,  “Challenge  to  Wom- 
en in  the  70’s,”  was  given  by  Mrs.  Louise 
Bushnell,  Director  of  Woman’s  Activities  for 
the  National  Association  of  Manufacturers. 

Mrs.  Bushnell  said  that  the  loyalty  of  the 
physicians’  wives  makes  them  instantly  sus- 
pect in  the  eyes  of  those  who  would  under- 
mine our  country.  She  stressed  the  impor- 


tance of  the  American  woman  volunteer  in 
her  community  life.  She  went  on  to  say 
that  all  doctors’  wives  should  roll  up  their 
sleeves  and  work  toward  cleaning  out  the 
cerebral  cobwebs.  “Women  are  needed  to 
help  their  own  districts  and  communities  in 
any  way  they  can.  They  should  give  two  to 
five  hours  per  week  of  their  time.”  “If 
you  refuse  to  help,  what  right  do  you  have 
to  criticize?” 

In  her  presidential  report  for  the  past 
year,  Mrs.  Chenault  laughingly  said  that 
it  would  sound  more  like  a travelogue,  but 
she  expressed  deep  appreciation  for  the 
achievements  of  the  State  and  County  Aux- 
iliaries throughout  the  year. 

When  i\Irs.  Chenault  accepted  the  gavel 
one  year  ago,  she  requested  the  Auxiliary 
to  provide  active  leadership  in  Community 
health  with  the  accent  on  Youth,  “and  this 
has  been  done  all  over  the  country  this  past 
year,”  she  said. 

The  local  auxiliaries  selected  various 
projects  to  work  on,  such  as  sex  education, 
drug  abuse,  home  care  seiwice  for  the  aged, 
baby  sitter  training  (Gems),  plus  many 
more. 

“The  auxiliary  has  participated  in  over 
four  hundred  Health  Career  Programs,  and 
more  than  five  hundred  programs  were  giv- 
en to  the  general  public  to  help  young  peo- 
ple,” said  Mrs.  Chenault.  “We  have  tried 
to  meet  the  needs  of  the  community  through 
the  Homemaker  Service  Home  Safety,  Medi- 
cal Self  Help  and  others. 

Mrs.  Chenault  stated  that  the  WA-SAMA 
(Woman’s  Auxiliary,  Student  American 
Medical  Association)  is  closer  to  WA-AMA 
(Woman’s  Auxiliary  AMA)  than  ever  be- 
fore. There  are  four  WA-A1\IA  members 
on  the  national  advisory  council  of  WA- 
SAMA  as  well  as  the  liaison  who  is  a mem- 
ber also  of  our  Auxiliary. 

The  luncheon  on  IMonday  honored  the 
A.M.A.  officers  and  trustees  and  their  wives. 
But  most  important,  it  was  the  time  for  the 
presentation  of  the  Woman’s  Auxiliaiy  con- 
tribution to  AMA-ERF  in  the  amount  of 
$498,950.69.  (Please  note  that  this  is  just 
$1,049.31  short  of  one  half  million  dollars. 
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and  it  is  an  increase  of  $70,000  over  last 
year).  This  contribution  represents  a great 
I deal  of  hard  work  on  the  part  of  every  state 
I and  county  auxiliary  member  in  the  na- 

ition,  because  it  takes  the  teamwork  of  each 
and  every  member  to  accomplish  this  feat. 

Following  the  presentation  of  the  check 
[ by  Mrs.  Chenault,  Dr.  Robert  C.  Long,  presi- 
» dent  of  AMA-ERF  presented  the  state  and 
county  achievement  awards.  It  was  with  a 
I great  deal  of  pleasure  that  this  “reporter” 
was  privileged  to  accept  an  award  for  the 
superior  work  done  by  everyone  in  our  own 
state  of  Nebraska.  It  was  one  of  four  of  the 
highest  awards  presented  and  represented 
the  largest  percent  of  increase  in  the  entire 
North  Central  region.  (An  award  was  giv- 
en to  one  state  in  each  of  the  four  geo- 
I graphical  regions). 

Nebraska  AMA-ERF  contribution  for  the 
year  1968-1969  was  $2,725.94,  and  this  fig- 
ure more  than  doubled  for  the  year  1969- 
1970  with  a total  of  $5,442.42.  (The  award, 
an  original  Japanese  water  color,  will  be  on 
permanent  display  in  the  offices  of  the  Ne- 
braska State  Medical  Association). 

Beginning  Monday  afternoon  and  con- 
tinuing through  Wednesday,  Auxiliary  mem- 
bers were  able  to  visit  the  “Show  and  Tell” 
exhibits.  These  exhibits  demonstrated  out- 
standing projects  of  several  state  and  coun- 
ty auxiliaries.  Nebraska’s  exhibit  was  an 
interesting  portrayal  of  the  “Sons  and 
Daughters”  educational  TV  series,  delight- 
fully illustrated  by  “Snoopy.” 

Monday  afternoon  and  Tuesday  morning, 
the  convention  delegation  listened  attentive- 
ly to  the  “Ideas  Exchange”  of  the  state  presi- 
dents, who  related  the  most  important  de- 
velopment of  their  state  auxiliary  for  the 
past  year.  Mrs.  Robert  Mclntire,  as  imme- 
diate past  president,  used  as  her  topic  — 
“Interested,  Informed,  Involved,  in  Com- 
munity Health,”  which  has  been  the  slogan 
for  the  Nebraska  Auxiliary  for  the  past 
year.  The  ultimate  goal  toward  this  end 
has  been  Community  Health  through  Com- 
munity Education.  Education  not  only  of 
the  young  people  but  of  the  older  generation 
as  well. 


Our  own  Gage  County  Auxiliary  in  Be- 
atrice won  honors  for  Nebraska  too.  Gage 
County  was  one  of  two  counties  in  the  na- 
tion to  be  awarded  a certificate  of  merit 
from  the  National  Safety  Council  for  its 
work  with  “Gems.”  (Good  Emergency  Moth- 
er Substitute). 

Mrs.  Lee  Elliott,  Assistant  Director  of 
Ampac  urged  the  delegation  and  members 
to  aid  in  the  selection  of  a political  candi- 
date. 

Mrs.  Edward  Kappler,  national  president 
of  WA  - SAMA  (Woman’s  Auxiliary  to 
the  Student  Medical  Association)  said  in 
her  report  to  the  delegation:  “Keep  your 
eyes  on  WA-SAMA,  remember  their  mem- 
bers eventually  will  be  your  members.” 

The  main  goal  of  WA-SAMA  is  to  assist 
young  wives  to  find  their  place  in  the  prac- 
ticing profession. 

Explo  70  is  to  be  the  joint  national  service 
project  for  the  Auxiliaries  of  AM  A and 
SAMA  for  the  coming  year.  It  will  con- 
sist of  Tour  and  See  Days  for  high  school 
students  to  visit  hospitals  all  over  the  na- 
tion (with  their  approval,  of  course)  for  the 
purpose  of  recruiting  new  hospital  person- 
nel, and  creating  more  interest  in  Health 
Careers  of  all  kinds. 

At  the  Wednesday  morning  session,  the 
delegation  witnessed  the  installation  of  a 
new  slate  of  officers  for  the  year  1970-1971. 

President  — Mrs.  R.  C.  L.  Robertson, 
Houston,  Texas 

President-Elect  — Mrs.  G.  Prentiss  Lee, 
Portland,  Oregon 

1st  Vice  President  — Mrs.  Willard  Scrive- 
ner, East  St.  Louis,  111. 

Secretary  — Mrs.  Norman  Gardiner,  East 
Hampton,  Conn. 

Treasurer  — Mrs.  Glenn  T.  Scott,  Pona- 
hatoula.  La. 

Mrs.  Robertson,  in  her  inaugural  address, 
said  that,  “Because  ‘Service  in  the  Seventies’ 
should  be  our  goal,  the  focus  of  the  auxiliary 
this  next  year  will  be  on  the  responsible 
adult  in  the  health  picture. 
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“Each  local  auxiliary  member  can  pro- 
mote good  health  through  personal  example 
and  participation  in  programs  and  projects 
in  her  community,”  Mrs.  Robertson  said. 

“As  individuals,  we  must  be  responsible, 
concerned  and  dedicated,”  she  continued. 
“The  National  Auxiliary  can  provide  ma- 
terials ; the  State  Auxiliary  can  provide  guid- 
ance, but  it  is  in  the  local  auxiliary  that  the 
action  takes  place.” 

The  47th  annual  convention  of  the  Wom- 
an’s Auxiliary  to  the  A.M.A.  closed  on  Wed- 
nesday afternoon  following  a conference 
for  state  presidents  and  presidents-elect. 

Irene  H.  Kelley 


Welcome  New  Member 

Robert  F.  Shapiro,  M.D. 

7541  Old  Post  Road,  #2 
Lincoln,  Nebraska  68520 


Source  of  Error  in  Operative  Cholangiogra- 
phy — M.  D.  Custer,  Jr.,  and  J.  Clore,  Jr. 
(4  S Stewart  St,  Winchester,  Va).  Arch 
Surg  100:664-667  (June)  1970. 

Cholangiography  was  performed  in  197 
of  732  biliary  tract  operations.  The  study 
was  altogether  satisfactory  in  129 ; in  the 
remaining  68  cases  technical,  interpretative, 
and  iatrogenic  problems  were  encountered. 
Alteration  in  technique  has  virtually  elimin- 
ated technical  difficulties  with  air  bubbles 
and  positioning;  better  understanding  of 
coning  and  pseudo-obstruction  following  in- 
strumentation of  the  duct  has  helped  con- 
siderably in  matters  of  interpretation.  One 
of  the  most  curious  problems  encountered 
was  a reluctance  on  the  part  of  the  surgeon 
to  believe  evidence  clearly  before  him.  With 
improvements  in  the  three  above  areas,  op- 
erative cholangiography  is  helpful  and  gen- 
erally reliable,  though  not  totally  fool-proof. 
Virtual  routine  use  of  this  procedure  is  rec- 
ommended. 


Craniocerebral  Gunshot  Wounds  in  Civilian 
Practice  — A.  J.  Raimondi  and  G.  H. 
Samuelson  (Children’s  Memorial  H o s p, 
Chicago).  J Neurosurg  32 :647-653  (June) 
1970. 

The  authors  describe  their  experience  with 
patients  with  gunshot  wounds  of  the  cranio- 
cerebrum,  and  discuss  the  ballistics  and  tis- 
sue disruption  of  low-  and  high-velocity  mis- 
siles. There  was  a direct  relationship  be- 
tween overall  mortality  and  time  lapse  be- 
tween injury  and  initial  first  aid  on  one 
hand  and  admission  to  definitive  care  insti- 
tution on  the  other.  It  is  adequate  to  re- 
move metal  fragments  and  foreign  bodies 
which  are  readily  accessible,  and  it  is  not 
necessary  and  at  times  harmful  to  pursue 
metal  fragments  to  the  depths  of  the  brain 
or  from  one  hemisphere  to  another.  Sta- 
tistics justifying  these  observations  are  pre- 
sented. The  primary  problem  in  civilian 
craniocerebral  missile  injuries  is  intra- 
cranial hematoma  and  not  missile  or  bone 
fragments.  Accordingly,  cerebral  angiogra- 
phy is  important  in  the  evaluation  of  the 
patient  with  a gunshot  wound  of  the  head. 

Acute  Pancreatitis  — C.  L.  Cogbill  and  K.  T. 
Song  (4100  W Third  St,  Dayton,  Ohio). 
Arch  Surg  100:673-676  (June)  1970. 

In  a period  of  15  years,  147  patients  had  a 
diagnosis  of  acute  pancreatitis  made  in  a 
VA  hospital.  Clinical  laboratory,  and  x-ray 
findings  are  reviewed,  and  treatment,  com- 
plications, and  deaths  are  discussed.  Tem- 
perature was  rarely  over  101  F (38.3  C), 
and  in  many  patients  was  normal.  In  some 
patients  with  obscure  abdominal  pain  and 
normal  serum  amylase,  elevation  of  the 
serum  lipase  or  urinary  amylase  helped  to 
establish  the  diagnosis  of  acute  pancrea- 
titis. In  53%  of  the  patients  alcoholism  was 
an  important  etiological  factor;  in  22%  no 
etiological  factor  could  be  found,  and  in 
the  remainder  several  associated  etiologic 
factors  were  present.  Anticholinergic  drugs 
appeared  to  reduce  the  complication  rate ; 
antibiotics  caused  no  significant  improve- 
ment in  the  incidence  of  complications.  Mor- 
tality was  23%.  Forty-three  percent  of 
deahts  were  due  to  shock  and  the  remainder 
to  a variety  of  causes. 
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Reports  of  Officers, 
Delegates  and  Committees 

(These  reports  appear  as  originally  submitted. 
For  the  House  of  Delegates’  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports). 

REPORT  OF  BOARD  OF  TRUSTEES 

R.  Russell  Best,  M.D.,  Omaha.  Chairman  ; Carl  Frank.  M.D., 
Scottsbiuff  : Paul  J.  Maxwell,  M.D..  Lincoln  ; Herman  V.  Nuss. 
M.D.,  Sutton  : George  B.  Salter.  M.D.,  Norfolk. 

The  Board  of  Trustees  met  in  December,  1968, 
to  study  the  1969  budget,  had  meetings  in  March, 
April,  October  and  December,  1969,  plus  group 
telephone  conversations  on  several  occasions. 

This  report  concerns  the  period  from  January  1, 
1969,  to  December  31,  1969.  The  total  budget  for 
1969,  including  the  Journal  expense,  was  placed  at 
$118,160.00  and  on  December  31,  1969,  there  was  a 
deficit  of  $5,835.61.  For  the  year  1970  the  com- 
bined budget  is  $122,940.00.  Although  we  now 
refer  to  the  combined  budget,  the  details  of  each 
department  or  operation  are  readily  available. 
Your  Board  continues  to  be  interested  in  the  total 
cost  of  the  operation  of  our  State  Medical  Asso- 
ciation and  if  a deficit  occurs  a study  is  made  of 
that  item  to  see  what  changes  should  be  made  or 
whether  the  additional  expense  can  be  covered  by 
some  other  item  with  a surplus. 

The  Nebraska-South  Dakota  Regional  Medical 
Program,  which  has  just  completed  its  third  year, 
is  involved  both  in  expense  and  income,  but  these 
items  are  not  included  in  our  annual  budget.  The 
1969  budget  amounting  to  $440,375.00  was  divided 
into  five  operating  budgets,  namely  the  University 
of  Nebraska  College  of  Medicine,  Creighton  Univer- 
sity School  of  Medicine,  South  Dakota  School  of 
Medicine,  the  Coronary  Care  and  Audiovisual  activ- 
ities and  the  Association. 

INVESTMENTS 

The  Board  continues  to  closely  watch  our  invest- 
ment account.  As  of  December  31,  1969,  we  had 
a bond  investment  of  $18,537.99  carrying  value  of 
$13,920.00.  The  average  yield  is  about  7.2%  and 
if  you  recall,  this  is  a definite  improvement  over 
our  yield  two  years  ago  before  we  made  some 
changes.  The  market  value  of  the  stock  portfolio 
is  $65,356.50  with  a yield  of  about  3.1%.  This 
results  in  a total  value  of  our  investment  of  $90,- 
120.17.  The  Board  is  not  tiying  to  see  how  large 
an  investment  account  can  be  built,  but  in  these 
days  of  changing  financial  values  we  hope  to  have 
sufficient  reserve  to  meet  an  unusual  issue.  A good 
example  is  the  increased  rent  item  for  1970  which 
will  be  referred  to  later. 

HEADQUARTERS  STAFF 

Our  able  Secretary  made  a careful  study  of  the 
staff  functions,  reported  to  the  Board  and  made  some 
changes  which  have  greatly  increased  the  efficiency 
of  the  headquarters  office.  At  our  budget  meeting 
in  December,  the  necessary  salary  increases  were 
approved  for  all  five  members  of  the  headquar- 
ters staff. 

HEADQUARTERS  SPACE 

At  our  annual  meeting  in  April,  1969,  and  the 
interim  meeting  in  October,  1969,  a report  was 


made  on  the  advisability  of  moving  our  headquar- 
ters to  the  new  First  National  Bank  Building  where 
we  would  have  some  necessary  additional  space 
and  better  arrangements,  a close  contact  with  our 
legal  advisors  and  an  improved  physical  layout  for 
meal  service.  The  new  space  was  occupied  on 
April  6,  1969. 

Concerning  this  move,  there  was  the  problem 
not  only  of  an  increase  in  the  rent  item,  but  also 
paying  rent  on  the  old  space  until  the  end  of  our 
lease.  Fortunately,  the  Regional  Medical  Program 
took  over  our  old  lease,  and  our  old  rent  was 
$8,175.00  as  against  $10,800.00,  an  increase  of 
$2,625.00.  The  Board  feels  sure  that  this  ar- 
rangement will  have  the  approval  of  all  the  mem- 
bership, and  particularly  those  involved  in  com- 
mittee meetings  at  the  headquarters  office. 

EXPENSES  OF  DELEGATES  AND 
ALTERNATE  DELEGATES 

Over  the  years  there  has  been  some  concern 
within  our  Association  among  those  members  who 
had  knowledge  of  the  pattern  of  most  other  states 
as  regards  payment  of  transportation  and  other 
expenses  of  alternate  delegates  to  the  House  of 
Delegates  of  the  A.M.A.  Most  states  feel  that 
the  attendance  of  alternate  delegates  is  most  es- 
sential for  proper  knowledge  of  a greater  number 
of  the  A.M.A.  membership  and  for  observation  and 
training  for  later  advancement  to  a delegate.  After 
much  discussion  the  Board  approved  the  payment 
of  expenses  for  both  Delegates  and  Alternate  Dele- 
gates of  the  Association  although  at  a future  meet- 
ing some  changes  may  be  necessary  with  increasing 
costs  of  traveling,  hotels,  meals  and  incidental  ex- 
penses. There  has  also  been  some  discussion  of 
allowing  $200.00  to  two  students  to  attend  A.M.A. 
House  of  Delegates  meeting,  one  attending  the  an- 
nual meeting  and  one  attending  the  interim  meet- 
ing, the  selection  to  be  made  by  the  two  Deans  of 
our  medical  schools,  i.e.  one  from  each  school. 

NEBRASKA  MEDICAL  FOUNDATION 

Mr.  Neff  and  Mr.  Schellpeper  serve  as  Secre- 
tary and  Assistant  Secretaiy  of  the  Nebraska 
Medical  Foundation  and  spend  time  on  the  ex- 
panded student  loan  program.  The  Board  felt  that 
some  charge  should  be  made  by  the  Nebraska 
State  Medical  Association  for  these  sei-vices  in  view 
of  the  time  spent  on  Foundation  activity.  This  mat- 
ter is  to  be  discussed  with  the  Board  of  Councilors 
at  our  annual  meeting  in  April. 

WOMAN’S  AUXILIARY 

The  Auxiliary  requested  that  our  Association 
provide  their  initial  assessment  of  $100.00  for  mem- 
bership in  the  Inter-Agency  Council  and  that  the 
Auxiliary  would  pay  the  subsequent  yearly  dues 
of  $25.00.  This  was  granted. 

A.M.A.  AFFILIATE  MEMBERSHIP 

Mr.  Neff  was  offered  this  membership  in  the 
A.M.A.  and  the  Board  recommended  that  the  Asso- 
ciation officers  sign  the  application.  There  are 
no  dues  with  this  membership. 

Respectfully  submitted, 

R.  Russell  Best,  M.D., 

Chairman. 


September,  1970 
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BRIEF  REPORT  OX  THE  12TH  NATIONAL 
CONFERENCE  ON  PHYSICIANS 
AND  SCHOOLS 

October  8-11,  1969,  Chicago,  Illinois 

The  theme  for  this  conference  was  “Youth  and 
Today’s  Environment.”  The  purpose  of  the  con- 
ference was: 

1.  To  evaluate  progress  in  the  health  and  fit- 
ness of  youth  in  relation  to  the  National 
Conference  on  Physicians  and  Schools. 

2.  To  discover  effective  methods  of  working 
together  for  the  improvement  of  school  health 
education  and  physical  education  programs. 

3.  To  exploi-e  in  our  present  pattern  of  li\'ing 
the  basic  factors  that  influence  the  total 
health  and  fitness  of  youth. 

4.  To  agree  on  policies  for  joint  action  by 
public  health,  education,  and  medicine  that 
will  lead  to  the  development  of  essential  serv- 
ices for  health  and  fitness. 

5.  To  point  up  and  emphasize  the  fundamental 
responsibility  of  each  family  in  promoting 
the  health  and  fitness  of  youth. 

The  first  general  session  dealt  with  Youth  and 
Today’s  Environment.  Doctor  Graham  Blaine, 
Chief,  Psychiatric  Services  from  Haiward  Univer- 
sity Health  Seiwices,  Cambridge,  Massachusetts, 
was  the  speaker.  He  gave  an  excellent  presentation 
on  the  social  health  problems  in  educational  institu- 
tions. 

The  second  general  session  dealt  with  School 
Health  Problems.  The  problems  discussed  were  con- 
troversial issues  with  emphasis  on  health  education, 
drug  abuse  and  sex  education. 

The  third  general  session  dealt  with  a Roundup 
of  Medical  Societies’  School  Health  Activities.  This 
had  been  suggested  to  Doctor  Hein  by  several 
physicians  that  time  should  be  allowed  for  physi- 
cians from  the  various  state  medical  societies  to 
discuss  project  activities  of  the  state  medical  so- 
cieties. This  session  was  most  helpful  and  indicat- 
ed that  medical  societies  in  a good  number  of  states 
were  very  active  in  the  area  of  health  affairs 
in  education.  The  specific  activities  will  be  shared 
with  the  Health  Education  Committee. 

The  fourth  general  session  dealt  with  Pressing 
Problems  of  Youth.  A project  was  described  fi'om 
the  State  Department  of  Education  in  Haitford, 
Connecticut,  where  an  attempt  was  made  to  analyze 
what  the  health  education  needs  were  in  the  ele- 
mentary and  secondary  grades. 

The  fifth  session  dealt  with  the  Adolescent  and 
His  Skin.  There  was  a brief  review  of  the  kind  of 
skin  problems  that  are  seen  today  with  emphasis 
on  the  effect  of  adolescent  attitudes  on  cutaneous 
health. 

The  chief  value  of  this  conference  is  the  con- 
tacts made  with  physicians  from  other  state  medical 
societies  and  to  learn  first  hand  of  their  suc- 
cesses and  failures  as  far  as  promotion  of  health 
activities  in  education. 

It  is  my  strong  recommendation  that  a half  day 
should  be  devoted  for  physicians  representatives 
from  the  various  state  medical  societies  to  discuss 
cooperative  activities  in  areas  of  mutual  concern. 

Respectfully  submitted, 

S.  I.  Fuenning,  M.D. 


INFORMATIONAL  REPORT  OF  AD-HOC 
COMMITTEE  TO  STUDY  A.M.A. 

(HIMLER  REPORT) 

John  D.  Coe.  M.D..  Omaha.  Chairman  ; C.  J.  Cornelius, 
M.D.,  Sidney ; R.  E.  Garlinghouse,  M.D.,  Lincoln : Thomas  J. 
Gumett,  M.D.,  Omaha  ; Charles  Land^af.  Jr.,  M.D.,  Hasting ; 
NSMA  Policy  Committee ; Delegates  and  Alternates  to  the 
A.M.A. 

The  NSMA  Ad-Hoc  Committee  to  study  the 
A.M.A.  Report  of  the  Committee  on  Planning  and 
Development  (Himler  Report)  has  met  and  after 
considerable  deliberation  proposes  that  the  follow- 
ing changes  be  effected,  and  that  these  changes 
be  made  known  to  the  House  of  Delegates  of  the 
A.M.A.  through  the  Nebraska  Delegates. 

The  recommended  changes  are  as  follows: 

1.  Substitute  the  term  “Medical  Sers'ice”  for 
the  tenn  “Health  Ser\'ice”  wherever  it  ap- 
pears throughout  the  report. 

2.  Page  3,  Lines  50  and  51,  delete  “or  the  source 
of  the  payment.” 

3.  Page  4,  delete  Lines  36  through  45. 

4.  Page  5,  delete  Lines  20  through  27,  and  in 
their  place  insert,  “We  recommend  the 
A.M.A.  encourage  and  participate  in  efforts 
to  develop  improved  methods  of  medical 
services.” 

5.  Page  5,  Line  32,  delete  “among  these”  and 
delete  all  of  Lines  33,  34  and  35.  In  their 
place  insert,  “Among  those  incentives  are 
maximum  professional  independence  and  free- 
dom of  choice  for  both  physicians  and  pa- 
tients.” 

6.  Page  6,  delete  Lines  6,  7 and  8,  and  in  their 
place  insert,  “Health  is  a state  of  complete 
physical  and  mental  well-being.” 

7.  Page  6,  delete  all  of  Lines  10  through  48 
with  the  exception  of  the  sentence  beginning 
on  Line  20  which  will  read,  “The  A.M.A.  to 
concentrate  primarily  on  the  medical  aspects 
of  health  care,  but  to  show  a continuing  inter- 
est in  the  non-medical  components  of  the 
health  seiwices.”  This  sentence  ending  on 
Line  22. 

8.  Page  7,  delete  Lines  3 through  7,  in  their 
place  insert,  “The  A.M.A.  adopt  an  active  in- 
terest in  developing  all  plans  and  programs 
for  medical  care  and  that  it  encourage  and 
assist  state  and  county  medical  societies  to 
do  the  same  at  their  respective  levels.” 

9.  Page  9,  delete  Lines  50  and  51. 

10.  Page  10,  delete  Lines  1 through  25. 

11.  Page  10,  delete  the  sentence  in  Lines  30  and 
31  reading,  “The  thesis  that  every  human  be- 
ing has  a right  to  all  needed  health  sendees 
is  disarmingly  simple  and  is  now  generally 
accepted.” 

12.  Page  14,  delete  Lines  19  through  36. 

13.  Page  16,  the  Committee  noted  the  recommen- 
dations beginning  Line  51  and  continuing 
through  Line  9,  Page  17.  The  Committee 
approved  these  as  written  and  noted  that 
this  had  already  been  done  by  the  A.M.A.  as 
noted  in  the  Februaiy  27,  1970  minutes. 

14.  Page  20,  delete  Lines  3 through  39,  and  in- 
stead adopt  Doctor  Budd’s  recommended 
wording  which  reads,  “That  the  Association 
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seek  as  its  goal  the  highest  quality  of  pa- 
tient care,  the  most  effective  use  and  broad- 
est availability  of  the  science  and  art  of 
medicine,  the  Association  advocates  factual 
investigation  and  objective  experimentation 
in  new  methods  of  delivery  of  health  care, 
while  still  maintaining  faith  and  trust  in 
the  private  practice  of  medicine  and  pride 
in  its  accomplishments.” 

15.  Page  22,  the  Committee  noted  that  organized 
medicine  has  already  endorsed  the  concept  of 
peer  review  as  discussed  in  Lines  28  through 
34. 

16.  Page  23,  delete  Lines  43  through  50,  and 
insert  Doctor  Budd’s  remarks,  “Medical  so- 
cieties have  indeed  rather  severe  jurisdiction 
over  charges  made  by  members  when  exces- 
sive. Peer  review  honestly  used,  is  a potent 
instrument  and  grossly  excessive  fees  may 
be  considered  unethical,  and  thus  the  offend- 
ing member  may  be  subject  to  discipline,  sus- 
pension or  expulsion.” 

17.  Page  25,  the  following  sentence  to  be  added 
to  the  first  recommendation.  To  follow'  Line 
53,  “This  does  not  apply  to  obligatory  studies 
for  the  purpose  of  recertification.” 

18.  Page  26,  delete  Lines  1 through  8. 

19.  Page  27,  the  recommendations  starting  Line 
40  through  51,  and  Lines  1 through  11  on 
Page  28  were  endorsed. 

20.  Page  34,  Line  4,  the  Committee  wishes  to  add, 
“and  the  private  insurance  industry.”  After 
NABSP  and  before  “seek.” 

21.  Page  34,  delete  Lines  24  through  29,  and 
instead  insert,  “That  the  Association  seek  to 
develop  lines  of  communication  with  the 
Department  of  Health,  Education  and  Welfare 
independent  of  NABSP.” 

22.  Pages  34  and  35,  it  w'as  felt  the  priorities 
starting  on  Line  50,  Page  34  and  continuing 
through  Line  28,  Page  35,  w'ere  unrealistic 
and  not  obtainable.  The  Committee  recom- 
mends that  the  AMA  Council  on  Medical  Sei*v- 
ice  should  study  this  for  practicability  and 
attainability. 

23.  Page  35,  change  Line  31  to  read,  “Minimal 
Standards  of  Medical  Care.” 

24.  Page  35,  the  Committee  recognized  that  the 
entire  “Health  Bill  of  Rights”  w'as  being 
studied  by  the  A.M.A.  Council  on  Medical 
Service. 

25.  Page  36,  delete  Lines  1 through  3 and  Lines 
12  and  13. 

26.  Pages  38  and  39,  the  Committee  concurred 
with  the  recommendations  starting  on  Line 
41,  Page  38  through  Line  5,  Page  39. 

27.  Pages  39  and  40.  The  statements  beginning 
on  Line  50,  Page  39,  and  continuing  through 
Line  49,  Page  40,  were  discussed.  The  new 
concept  of  state  medical  societies  providing 
medical  care  is  of  concern.  The  Committee 
doubted  that  a medical  association  is  organ- 
ized to  provide  a medical  service  and  that 
this  is  an  invitation  to  total  control  by  gov- 
ernment. There  is  no  way  this  service  could 
be  provided  by  a medical  organization  and 


still  retain  the  right  of  dissent  as  an  effec- 
tive representative  of  the  medical  profession. 
It  w'as  felt  this  matter  should  be  considered 
by  an  appropriate  committee  of  the  NSMA. 

28.  Page  45,  delete  Lines  40  through  51. 

29.  Page  46,  delete  Lines  1 through  10. 

30.  Page  46,  the  Committee  commends  the  au- 
thors on  this  section  of  the  report  which  re- 
fers to  the  House  of  Delegates,  Line  27,  but 
it  W'as  felt  the  House  should  retain  its  pres- 
ent functions  recognizing  a study  is  needed 
to  consider  the  restructure  of  that  body. 

31.  Page  47,  delete  Lines  38  through  49. 

32.  Page  50,  delete  Line  46  and  insert  “AMA 
Improvements.” 

33.  Page  50,  delete  all  of  last  paragraph.  Page 
50,  except  for  the  first  sentence  and  all  of 
the  first  paragraph.  Page  51,  except  for  the 
last  tw'o  sentences  as  carried  in  Lines  12 
through  18. 

34.  Page  52.  The  Committee  decided  to  withhold 
endorsement  of  the  four  recommendations  be- 
ginning Lines  51  through  52,  through  Line 
22,  Page  53,  and  also  Line  37  through  42,  Page 
53,  until  the  AMA  Board  of  Trustees  com- 
pletes its  curi-ent  study  in  this  regard. 

35.  Page  54.  The  Committee  does  not  support 
the  recommendation  on  Lines  42  through  44 
and  it  feels  that  the  academy  should  not  be 
formed. 

Respectfully  submitted, 

John  D.  Coe.,  M.D., 
Chairman. 

REMARKS  OF  DR.  COE  IN  SUMMATION  OF 
AD-HOC  COMMITTEE  REPORT  ON 
HIMLER  REPORT 

On  January  8,  1970,  President  J.  Whitney  Kelley 
constituted  the  NSMA  Ad  Hoc  Committee  to  Study 
the  AMA  Report  of  the  Committee  on  Planning  and 
Development  (Himler  Report)  and  the  Minority 
Report  of  the  Committee  on  Planning  and  Develop- 
ment (Budd  Report). 

This  committee  w’as  charged  w'ith  the  study 
and  instracted  to  report  their  findings  to  the  NSMA 
House  of  Delegates  at  the  annual  meeting  in  April, 
1970. 

The  committee  has  met  and  further  considerable 
deliberation  proposes  that  the  follow'ing  changes  be 
effected,  and  that  those  changes  be  made  known 
to  the  House  of  Delegates  of  the  AMA  through  the 
Nebraska  Delegates. 

The  Himler  Report  consists  of  60  pages  of 
single  spaced  typewritten  matei’ial  which  in  general 
is  quite  scholarly,  if  somew'hat  controversial.  It 
represents  considerable  thought  about  the  prob- 
lems confronting  the  AMA  and  deserves  our  careful 
attention.  The  committee  in  studying  this  report 
not  only  used  the  talents  of  their  members,  but 
also  obtained  the  advice  of  the  officers  of  the 
NSMA,  the  NSMA  Policy  Committee,  and  the  NSMA 
delegates  to  the  AMA. 

The  committee  very  carefully  considered  each 
sentence,  for  that  matter  each  word  in  the  report 
and  have  tabulated  the  changes  and  commendations 
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in  detail  and  these  have  been  sent  to  you  for  your 
consideration. 

Of  the  125  significant  statements  in  the  report, 
our  committee  agreed  with  75,  disagreed  with  32, 
had  no  opinion  on  8 and  believed  that  10  should 
be  refeiTed  to  the  proper  AMA  committee. 

Of  the  60  recommendations,  we  agreed  with  21, 
disagreed  with  17,  had  no  opinion  on  3 and  be- 
lieved that  19  should  be  referred  to  an  appropriate 
AMA  committee. 

This  numerical  analysis  is  exclusive  of  the  26 
statements  relative  to  the  establishment  of  the  Na- 
tional Academy  of  the  Health  Professions.  We 
disagreed  with  the  author  in  the  promotion  of  this 
concept.  There  was  frequent  reference  to  “health 
services”  which  we  believe  should  read  “medical 
services”  within  the  context  of  the  report. 

Among  the  more  significant  recommendations  we 
were  able  to  agree  with  the  following  as  ex- 
pressed in  general  terms: 

1.  All  individuals  should  have  available  medical 
sei’vices  of  high  quality. 

2.  Better  data  should  be  secured  relative  to  the 
adequacy  of  medical  seiwices  to  certain  seg- 
ments of  our  population. 

3.  Encourage  the  AMA  to  continue  its  efforts 
to  study  and  alleviate  the  medical  manpower 
shortage  at  all  levels  of  its  interests  and  re- 
sponsibilities. 

4.  Reaffirm  that  a physician  is  basically  respon- 
sible for  patient  care  and  continue  to  study 
the  role  of  the  doctor  assistant. 

5.  Maintain  faith  and  trust  in  the  private  prac- 
tice of  medicine  and  pride  in  its  accomplish- 
ments, but  continue  to  advocate  objective  ex- 
perimentation in  new  methods  of  deliveiy  of 
medical  care. 

6.  Continue  to  endorse  the  concept  of  volun- 
tary ethics,  grievance  and  peer  review  com- 
mittees. 

7.  Continue  to  endorse  and  promote  continuing 
educational  programs. 

8.  Gather  data  on  problems  in  the  field  of  physi- 
cian-hospital relations  in  order  to  be  in  a 
better  position  to  solve  difficulties  of  this 
kind. 

9.  Develop  better  lines  of  communication  with 
all  health  insurance  carriers  including  the 
federal  government. 

10.  Make  a study  in  order  to  determine  the  mini- 
mal standards  of  medical  care.  The  commit- 
tee recognized  this  as  a task  with  enormous 
ramifications  and  viewed  it  as  no  simple  task. 

11.  Agreed  that  the  present  structure  of  the  AMA 
be  retained,  but  that  an  in-depth  study  of 
the  operations  of  the  House  of  Delegates  be 
made  without  disturbing  its  present  function. 

Our  committee  disagreed  with  several  important 
recommendations  as  follows: 

1.  There  must  be  no  circumscription  of  the 
freedom  of  the  physician  to  carry  out  his  in- 
dividual responsibility  to  his  patient  in  the 
development  of  any  new  system  of  delivery  of 
medical  service. 

2.  We  rejected  the  WHO  definition  of  health 
on  the  grounds  that  “social  well-being”  is  in- 


definable and  is  not  a basic  responsibility 
of  the  medical  profession. 

3.  We  disagreed  that  the  medical  profession  had 
the  responsibility  to  take  the  initiative  in 
“developing  all  plans  and  programs  for 
health  care”  because  in  this  instance  “health 
care”  is  used  as  an  all-inclusive  term  far  be- 
yond the  expertise  and  responsibility  of  the 
medical  profession. 

4.  We  disagreed  that  “health  seiwices”  is  a 
right  within  the  context  of  the  natural  born 
rights  outlined  by  the  Constitution  of  the 
United  States  — life,  liberty,  and  the  pur- 
suit of  happiness.  We  did  not  believe  that 
the  public  sector  should  pay  for  all  medical 
services  (as  it  must  if  it  were  a right), 
regardless  of  the  individual’s  ability  to  pay. 
We  believe  as  the  profession  has  always  be- 
lieved, that  those  who  need  help  to  obtain 
needed  medical  services  should  receive  such 
assistance. 

5.  We  disagreed  that  a state  medical  society 
should  engage  in  the  practice  of  medicine  as 
recommended  by  the  report.  It  is  the  per- 
ogative  of  any  agency  to  solicit  the  coopera- 
tion of  a doctor  or  groups  of  doctors  to  meet 
the  medical  needs  of  certain  groups  of  citi- 
zens just  as  they  have  in  the  past.  If  a so- 
ciety should  become  operational  in  rendering 
medical  services,  it  would  eventually  lose  its 
ability  to  advise  innovations  or  to  dissent. 

6.  We  disagreed  that  the  medical  profession 
should  abandon  its  public  position  that  private 
practice  or  fee-for-service  is  a highly  desir- 
able method  in  the  delivery  of  medical  serv- 
ices. This  has  not  precluded  physicians  from 
engaging  in  other  methods  of  which  there 
are  at  least  15  or  20  in  the  United  States. 
We  continue  to  endorse  a pluralistic  system 
of  delivery  and  shun  the  possibility  of  a 
monolithic  system. 

7.  We  disapproved  of  any  system  of  monitor- 
ing medical  fees,  but  approved  our  present 
method  of  correcting  abuses.  The  federal 
government  has  been  able  to  document  only 
an  infinitesimal  number  of  fee  abuses. 

8.  We  believe  that  there  is  an  adequate  sys- 
tem of  hospital  audit  of  the  quality  of  medical 
care  and  believe  that  the  audit  of  office  prac- 
tice must  be  left  to  the  medical  conscience  of 
individual  physicians  on  the  basis  of  the  profes- 
sion’s dedication  to  voluntaryism  and  to  its 
code  of  ethics.  Medicine  has  been  in  the  fore- 
front of  the  professions  for  50  years  in  de- 
veloping standards  and  conduct  and  quality 
controls  and  we  believe  that  the  invasion 
into  offices  of  New  York  physicians  by  state 
agents  was  not  the  type  of  evolutionary  de- 
velopment which  has  marked  the  great  prog- 
ress of  American  medicine.  Invasion  of 
privacy  is  a critical  issue. 

9.  We  disagreed  that  the  AMA  reacted  to  the 
Medicare  legislation  in  a reflex  or  emotional 
fashion.  Its  testimony  before  Congress  was 
factual  and  the  costs  of  the  program  bore  out 
every  prediction  expressed  by  the  AMA.  We 
are  now  being  blamed  for  much  of  the  fiscal 
chaos  created  instead  of  placing  the  blame 
squarely  where  it  belongs. 
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The  committee  felt  there  were  two  major  changes 
in  concept  brought  out  by  the  Himler  Report. 
One  is  the  concept  that  the  new  mission  of  medicine 
is  to  be  responsible  for  most  social  and  environ- 
mental conditions  which  may  influence  human  be- 
ings. The  committee  was  of  the  impression  that 
we  have  our  hands  full  caring  for  the  physical  ill- 
nesses of  the  human  race  and  we  are  not  qualified 
by  training  or  experience  to  care  for  all  the  social 
problems. 

Secondly,  an  Academy  of  Medicine  was  suggest- 
ed which  the  proposers  hoped  would  improve  the 
image  of  health  providers,  and  strengthen  our  hand 
in  national  matters  of  health  care.  The  committee 
felt  we  would  do  nothing  but  dilute  our  effectiveness 
by  joining  with  the  many  allied  “health  providers” 
most  of  whom  are  not  of  our  stature  or  responsi- 
bility. 

The  committee  suggested  this  information  be  pre- 
sented to  the  NSMA  House  of  Delegates  for  their 
information  and  that  after  they  have  studied  the 
matter  that  the  Nebraska  AM  A delegates  be  in- 
structed as  to  their  deliberations. 

I should  like  to  thank  all  members  of  the  com- 
mittee for  their  diligence  and  devotion  to  duty, 
and  particularly  to  Doctor  J.  R.  Schenken  for  his 
invaluable  help  in  preparing  this  presentation. 


1970  ANNUAL  REPORT 

NEBRASKA  MEDICAL  FOUNDATION,  INC. 

This  is  an  annual  report  to  the  Directors  of 
the  Nebraska  Medical  Foundation  covering  the 
programs  of  the  Nebraska  Medical  Foundation 
from  January,  1969  to  April,  1970. 

Through  the  first  half  of  1969,  the  Foundation 
carried  on  its  loan  progiam  activities  at  a normal 
rate.  However,  in  June  of  last  year,  the  tight 
money  market  forced  the  Foundation  to  curtail 
all  of  its  loan  activities  for  the  remainder  of  the 
year.  We  were  able  to  resume  the  loan  program  in 
Januaiy,  1970,  and  have  been  making  loans  to  stu- 
dents classified  as  “Nebraska  residents.”  While  we 
would  like  to  return  our  program  to  its  original 
form,  it  would  appear  that  the  modified  program 
now  in  operation  will  not  be  changed  for  some 
time. 


Also  in  the  past  several  months  the  bank  Tmstee 
has  requested  payment  in  full  on  four  loans  from 
students  not  repaying  their  loans  in  accordance  with 
their  pay-out  notes.  These  loans  involved  one  den- 
tist, one  LPN  and  two  medical  students.  These 
loans  are  now  the  property  of  the  Foundation  and 
with  the  assistance  of  legal  counsel  we  are  attempt- 
ing to  make  arrangements  for  repayment  of  these 
debts  directly  with  the  individuals  involved. 


For  the  information  of  the  Board,  we  are  listing 
below  a chart  which  shows  the  activities  of  the 
expanded  loan  program  since  March,  1964. 


No.  of 
Students 

Medical  Students  726 

Dental  Students 137 

Interns  25 

Residents  35 

Nursing  4 

Medical  Technology 4 

Physical  Therapy 7 


793.980.00 

151.550.00 
27,000.00 
32,150.00 

2.300.00 
3,000.00 

4.900.00 


938  $1,014,880.00 


Loans  under  our  old  program  continue  to  be  paid 
in  full  and  as  of  this  report,  there  are  only 
three  loans  currently  outstanding,  amounting  to 
$2,176.00. 

Contributions  from  physicians,  auxiliai-y  and  the 
public  from  January,  1969  to  April,  1970,  amounted 
to  $8,099.99,  and  is  shown  as  follows: 


Physician  Contributions  $6,947.00 

Auxiliary  Contributions  931.99 


Miscellaneous  Public  Contributions  221.00 

The  Foundation  is  currently  reviewing  its  re- 
search funds  in  heart  and  cancer  with  the  thought 
of  establishing  several  scholarships  each  year  for 
medical  students  at  our  two  schools.  We  hope  to 
establish  this  program  in  1971. 

In  conclusion,  the  Foundation  wishes  to  extend 
its  appreciation  for  the  fine  cooperation  it  has  re- 
ceived from  the  First  National  Bank  and  Trust 
Company  in  the  operation  of  the  Student  Loan 
Program.  We  are  also  appreciative  of  the  support 
received  from  the  medical  profession  and  its  Wo- 
man’s Auxiliary.  We  sincerely  hope  we  will  con- 
tinue to  receive  your  support  and  contributions  to 
the  activities  of  the  Nebraska  Medical  Foundation. 

Respectfully  submitted, 

R.  F.  Sievers,  M.D., 
ChaiiTnan. 

REPORT  OF  AD-HOC  COMMITTEE  ON 
REFERRAL  LAB  SERVICES 

Houtz  Steenburg,  M.D.,  Aurora,  Chairman  : George  P.  Charl- 
ton, M.D..  Hastings ; C.  A.  McWhorter,  M.D.,  Omaha : James 
Ramsay,  M.D.,  Atkinson ; Frank  H.  Tanner,  M.D.,  Lincoln. 

This  Committee  met  on  2 April  1970  to  consider 
Resolution  #6  presented  to  the  House  of  Delegates 
at  the  1969  interim  session. 

This  Committee  endorses  the  adopted  A.M.A. 
resolution  which  follows: 

“Resolved: 

1.  That  it  is  preferable  that  the  laboratory,  not 
the  attending  physician,  bill  and  collect  from 
the  patient  or  third  party  payor  for  labora- 
tory services.  Where  circumstances  make 
this  impractical  or  where  increased  costs  to 
the  patient  would  result,  the  bill  submitted 
by  the  attending  physician  to  his  patient 
or  third  party  payor  should  state  the  name 
of  the  laboratoiy  performing  the  services 
for  his  patient  and  the  exact  amount  of  the 
charge  paid  or  to  be  paid  by  the  physician 
to  the  laboratory.  Medical  societies  are 
urged  to  use  all  means  legally  available  to 
them  in  effectuating  the  foregoing. 

2.  The  attending  physician  is  entitled  to  fair 
compensation  for  the  professional  sei"vices  he 
renders.  He  is  not  engaged  in  a commercial 
enterprise,  however,  and  any  mark  up,  com- 
mission, or  profit  on  the  services  rendered 
by  a laboratory  is  exploitation  of  the  pa- 
tient. 

3.  In  billing  patients  for  laboratory  services 
which  attending  physicians  perform  for  their 
own  patients,  the  bill  should  provide  informa- 
tion to  show  where  such  services  were  per- 
formed, as  well  as  an  adequate  description 
of  the  seiwices  provided  and  the  specific 
charges  made.” 
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NOW,  THEREFORE  BE  IT  RESOLVED  that 
the  position  of  the  American  Medical  Associa- 
tion, as  stated  in  the  above  Resolution,  be  here- 
by adopted  as  the  acceptable  position  and 
practice  in  Nebraska;  and  be  it  further 

RESOLVED  that  guidelines  be  established  by 
the  appropriate  committee  to  guide  physicians 
in  determining  what  their  compensation  may  be 
for  professional  sendees  rendered  to  their  pa- 
tients in  connection  with  laboratory  seiwices 
obtained  from  referral  laboratories. 

This  Committee  felt  that  when  a physician  refers 
work  to  a laboratory  he  is  justified  in  submitting 
a charge  for  obtaining,  handling,  preserving  and 
mailing  the  specimen.  It  was  felt  that  the  labora- 
tory can  justifiably  charge  less  when  it  does  not 
provide  these  services.  Any  method  may  be  adopt- 
ed, provided  full  disclosure  of  charges  is  made. 

Respectfully  submitted, 
Houtz  Steenburg,  M.D., 
Chainnan. 

REPORT  OF  ALLIED  PROFESSIONS 
COMMITTEE 

Jerry  X.  Tamisiea.  M.D.,  Omaha.  Chairman  : William  T. 

Griffin,  M.D.,  Lincoln  : Kenneth  C.  Hoffman,  M.D.,  Omaha  ; 
Patrick  C.  Gillespie.  M.D.,  Beatrice;  Otis  Miller,  M.D.,  Ord ; 
Kenneth  R.  Dalton.  M.D.,  Genoa ; John  T.  McGreer.  Ill,  M.D., 
Lincoln  ; Dan  A.  Nye,  M.D.,  Keaimey : Gerard  Kelley.  M.D., 
Omaha  : C.  J.  Cornelius.  M.D.,  Sidney ; Mrs.  Robert  Meintire, 
Hastings  ; Mrs.  John  C.  Filkins,  Omaha. 

Your  Committee  met  March  14,  1970,  and  on 
April  4,  1970. 

Your  Committee  reviewed  the  “Joint  Statements 
on  Guidelines  for  Nursing  Practices,  Series  I and 
II.”  Discussion  was  held  on  two  points: 

1.  Do  the  guidelines  permit  a nurse  to  place  a 
“intracath?”  Review  of  Page  12  of  “Joint 
Statements  on  Guidelines  for  Nursing  Prac- 
tice, Series  II”  indicates  the  “intracath”  place- 
ment is  considered  proper  practice  when  con- 
ditions #1,  2,  3,  and  4 have  been  met. 

2.  Do  the  guidelines  permit  the  administration 
of  oxytocic  drugs  by  intravenous  infusion 
when  the  doctor  is  not  physically  present? 
It  was  the  concensus  of  the  Committee  that 
on  Page  14,  Series  II,  Item  2,  indicates  that 
intravenous  infusion  of  oxytocic  drags  is  per- 
mitted by  the  registered  professional  nurse 
when  such  delegation  of  responsibility  has 
been  accepted  in  writing  by  the  governing 
body  of  the  individual  hospital  or  agency. 

Therefore,  your  Committee  recommends  reap- 
proval of  the  “Joint  Statements  on  Guidelines  for 
Nursing  Practice,  Seides  I and  II.” 

Your  Committee  is  pleased  to  report  that  in  spite 
of  the  fact  that  two  of  the  diploma  schools  of 
nurses  training  in  the  State  of  Nebraska  are  clos- 
ing this  year,  two  new  schools  of  nursing  which 
will  culminate  in  the  associate  degree  will  start 
their  first  classes  in  the  fall  of  1970  at  the  Uni- 
versity of  Nebraska  School  of  Nursing  and  at 
the  St.  Mary’s  — Bishop  Bei'gan  Mercy  Hospital 
program.  Other  diploma  schools  in  the  state  have 
increased  the  number  of  students  that  they  will 
accept  for  enrollment.  The  net  result  is  in  Septem- 
ber, 1970,  there  will  be  253  more  students  enrolled 
in  nurses  training  programs  than  there  were  in 
September,  1968.  A detailed  breakdown  of  these 
training  programs  is  attached  as  Appendix  II. 

Your  Chairman  attended  on  March  19,  1970, 
the  meeting  held  in  Chicago  on  “Physicians’  Sup- 


port Personnel  in  the  70’s:  New  Concepts,”  spon- 
sored by  the  Committee  on  Emerging  Health  Man- 
power, the  Council  of  Health  Manpower,  the  De- 
partment of  Health  Manpower,  and  the  American 
Medical  Association.  Your  Committee  has  discussed 
the  material  presented  at  this  meeting  and  wishes 
to  present  the  following  items  for  your  informa- 
tion. 

1.  The  government  proposes  to  finance  a five- 
year  demonstration  project  in  perhaps  twelve 
or  more  geographic  areas  having  a demon- 
strated need  and  interest  to  train  and  utilize 
50,000  plus  “physician  substitutes”  in  the 
“primary  care”  of  patients.  After  five  years 
the  program  will  be  evaluated  to  determine 
whether  it  should  be  terminated  or  expanded. 

2.  The  “physician  substitute”  (physician  assist- 
ant) is  needed  to  augment  physician  produc- 
tivity by  40-70%. 

3.  If  the  “physician  substitute”  programs  are 
successful,  by  the  end  of  the  1970’s  they 
could  outnumber  the  number  of  physicians 
in  the  U.S. 

4.  The  “physician  assistant”  is  potentially  the 
most  dangerous  of  the  emerging  allied  health 
profession  personnel  because  he  could  become 
a competitor  to  the  physician,  but  if  he  is 
employed  by  the  physician,  and  is  not  sep- 
arately licensed  to  practice  medicine  by  the 
states,  then  the  “physician  assistant”  should 
be  adequately  controlled  even  if  he  functions 
in  “primai-y  care”  in  the  inner-city  or  in  rural 
areas  that  presently  are  without  medical  cov- 
erage. 

5.  The  A.M.A.  defines  “primary  care”  as  the 
first  person  in  the  medical  care  system  that 
sees  the  patient.  That  person  can  either 
handle  the  patient’s  problem  or  can  recog- 
nize that  the  problem  should  be  referred  to 
someone  having  greater  medical  ability. 

6.  Physician  acceptance  of  these  “physician  sub- 
stitutes” is  the  key  that  will  unlock  the  door 
to  allow  the  “physician  assistants”  to  find 
their  proper  place  in  the  health  care  system. 

7.  The  fees  charged  for  the  seiwices  rendered 
by  these  “physician  substitutes”  will  be  the 
same  as  their  physician  employers,  since  the 
public  equates  fee  levels  with  quality. 

8.  Physicians  will  earn  20%  more  income  even 
above  the  increased  expense  of  hiring  a physi- 
cian substitute. 

9.  Major  medical  liability  insurers  will  provide 
coverage  for  these  “physician  assistants”  gen- 
erally at  50%  of  the  rate  of  his  physician 
employer. 

10.  The  Joint  Commission  on  Accreditation  of 
Hospitals  permits  the  use  of  “physician  as- 
sistants” for  specific  medical  functions. 

The  preceding  items  reflect  the  attitudes  present- 
ed at  the  meeting  in  Chicago  and  are  presented  to 
you  for  information  by  your  Committee. 

Your  Committee  believes  that  it  is  important  that 
every  member  of  the  Nebraska  State  Medical  As- 
sociation be  as  fully  informed  about  the  emergence 
of  these  “physician  substitutes”  and  to  consider 
what  their  implementation  will  mean  to  medical 
care  in  the  State  of  Nebraska.  If  these  “physi- 
cian substitutes”  are  to  be  employees  of  physi- 
cians, will  they  be  found  in  the  larger  towns  and 
cities  of  Nebraska  or  will  they  be  utilized  in  the 


572 


Nebraska  S.  M.  J. 


inner-cities  and  rural  settings  where  there  are 
fewer  physicians?  What  medical  functions  in  the 
“primary  care”  of  the  patient  will  be  delegated  to 
these  “physician  substitutes?” 

Respectfully  submitted, 

Jerry  X.  Tamisiea,  M.D. 
ChaiiTnan. 


APPENDIX  II 

NEBRASKA  SCHOOL  OF  NURSING 


Alliance  Vocational  School  of 
Practical  Nursing  — 1-308-762 
2525  (classes  begin  March  and 

1968- 

1969 

1969- 

1970 

1970- 

1971 

Sept.) 

Kearney  Vocational  School  of 
Practical  Nursing  — 1-308-237- 
2739  (classes  begin  March  and 

37 

40 

42 

Sept.) 

Lincoln  Public  School  of  Prac- 
tical Nursing  — 1-489-2877 
(classes  begin  March  and 

52 

55 

60 

Sept.) 

Omaha  Public  School  of  Prac- 
tical Nursing  — 551-9144  — 
Mrs.  McShane  (classes  begin 

64 

64 

66 

March  and  Sept.) 

Bishop  Clarkson  Memorial  Hos- 
pital — 348-3395  — Mrs. 

174 

170 

175 

Jacks,  Secretary 
Bryan  Memorial  Hospital  — 
1-473-3205  — Mrs.  Hoff- 

128 

151 

171 

man.  Secretary  _ __ 

Creighton  Memorial  St.  Joseph’s 
Hospital  — 348-2583  — Mrs. 

199 

196 

221 

Hansen,  Secretary 
Immanuel  Hospital  — ■ 451-8200  — 

215 

226 

230 

Mrs.  Francis,  Secretary 
Lincoln  General  Hospital  — 
1-473-5475  — Mrs. 

116 

120 

125 

Hays,  Registrar 
Mary  Lanning  Memorial  Hos- 
pital — 1-462-2115  — Miss 

148 

147 

161 

Rolls 

57 

55 

70 

Nebraska  Methodist  Hospital 

St.  Francis  Hospital  — 

213 

233 

260 

1-308-382-2780  — Miss  Miller. 
West  Nebraska  General  Hos- 
pital — 1-308-635-3711  — Miss 

73 

76 

85 

Miller 

St.  Mary’s-Bergan  Mercy 
Hospital,  Ass.  Deg.  393-8800, 
Ext.  11,  Sister  Mary  Carol, 

73 

76 

85 

Director 

University  of  Nebraska  — Ass. 
Deg.  — 536-4110  — 

Dean  Boyle  (1971-72  enroll- 

60 

ment  135) 

Creighton  University  — Degree  — 

— 

60 

348-2832  — Miss  Vossen,  Dir.  _ 
Union  College  — Degree  — 

161 

172 

174 

1-488-2331 

University  of  Nebraska  — De- 

92 

111 

126 

gree  — 536-4110  — Dean  Boyle 
St.  Elizabeth  Hospital  — 

151 

200 

210 

Closing 

St.  Catherine’s-Bergan 

98 

43 

— 

Mercy  — Closing  __  

..  77 

33 

— 

2,128 

2,168 

2,381 

ADDENDUM  REPORT 
ALLIED  PROFESSIONS  COMMITTEE 

Notes  from  the  Program  on  Physicians  Support 
Personnel  in  the  ’70’s:  New  Concepts,  Sponsored 
by  the  Committee  on  Emerging  Health  Manpower 
of  the  Council  of  Health  Manpower,  the  Depart- 
ment of  Health  Manpower,  and  the  American  Med- 
ical Association,  Chicago,  March,  1970,  by  J.  X. 
Tamisiea,  M.D. 

Dwight  L.  Wilbur,  M.D.,  Chairman  of  the  Coun- 
cil on  Health  Manpower  stated  that  medicine  need- 
ed to  bring  order  out  of  the  chaos  that  now  existed 
in  the  emerging  allied  health  professions.  The 
demands  for  the  creation  of  these  new  allied 
health  personnel  did  not  originate  from  the  medical 
profession  as  a whole.  In  the  case  of  the  physi- 
cians’ assistants  the  demand  arose  from  ortho- 
pedists, pediatricians,  educators,  armed  forces,  and 
community  colleges  who  wanted  to  train  these  peo- 
ple. The  purpose  of  the  conference  was  to  edu- 
cate physicians  as  to  the  need  for  these  individuals, 
their  responsibility,  and  to  meet  their  educational 
needs. 

Paul  J.  Sanazaro,  M.D.,  Director  of  the  National 
Center  for  Health  Services  Research  and  Develop- 
ment, stated  that  if  there  were  adequate  manpower 
available,  all  could  have  an  appropriate  level  of 
health  cai'e.  Medicine  is  paralyzed  today  because 
(1)  it  is  inadequate,  (2)  the  inadequacy  prevents 
medicine  from  taking  advantage  of  recent  develop- 
ments in  the  field  of  medicine,  (3)  the  proper  eco- 
nomic support  necessary  for  the  patient  to  meet 
his  health  care  needs  has  not  yet  been  developed, 
and  (4)  everyone  who  is  trying  to  work  on  the  prob- 
lem is  competing  for  the  same  dollar  support  from 
grants,  federal  support  dollars,  etc. 

Since  the  number  of  physicians  will  not  improve 
in  the  ’70’s  we  need  to  create  “physician  substi- 
tutes.” It  is  already  a proven  fact  that  they  can 
be  trained  for  specific  tasks.  Their  services  must 
be  organized  on  a community  basis  to  expand  out- 
side of  the  hospital  such  as  in  the  inner-city  and 
rural  areas.  Medicine  has  the  obligation  of  over- 
compensating for  any  deficiencies  that  these  people 
might  have  in  that  they  are  to  be  supervised  and 
guided.  Pluralism  of  approaches  to  solve  the  medi- 
cal shortages  should  match  the  pluralism  of  the 
system.  Medical  organizations  must  lead  in  this 
field.  The  allied  health  support  personnel  will  func- 
tion at  various  levels  with  the  physician.  One 
level  would  be  the  associate;  the  second  level  would 
be  the  assistant,  and  the  third  level  would  be  the 
aide.  What  to  call  this  individual  has  not  yet  been 
definitely  ascertained,  but  MEDEX  is  probably 
the  most  original  name  for  the  physician  assistant. 
The  performance  of  these  allied  health  personnel 
must  be  supeiwised,  monitored,  and  constantly 
evaluated  to  maintain  proper  standards.  Licensure 
must  be  accomplished  to  allow  the  person  to  de- 
velop professional  stature  and  position  as  well  as 
to  protect  the  public  welfare.  Quality  control  will 
be  used  in  training  and  evaluation  of  these  person- 
nel. Complex  and  long-term  training  programs 
can  be  avoided  for  these  personnel  if  the  programs 
are  properly  planned.  These  allied  health  person- 
nel will  definitely  share  the  physician-patient  rela- 
tionship. They  will  function  in  the  emergency 
room,  the  physician’s  office,  the  clinic,  and  inde- 
pendently. They  should  be  involved  in  “primary 
care”  of  the  patient.  But  to  do  this  they  must 
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be  accepted  by  the  patient,  and  they  will  be  if 
they  are  put  in  the  proper  setting.  In  “independ- 
ent primary  care”  they  must  be  carefully  moni- 
tored. These  personnel  will  increase  the  doctors’ 
productivity  and  will  decrease  the  cost  of  medical 
care.  The  government  is  interested  in  financing 
a 5-year  large-scale  demonstration  project  which 
will  prove  or  disprove  that  these  people  are  capable 
of  being  trained  and  well  utilized  to  provide  quality 
medical  care.  If  the  program  is  determined  to  be 
impractical  or  inadequate,  it  can  then  be  dropped 
after  a five  year  period.  Reliance  on  the  physician 
substitute  is  mandatory  for  the  future  if  medicine 
is  to  suiwive.  The  pediatric  substitute  physician 
training  programs  must  be  advanced  so  that  they 
are  graduating  200  a year.  Already  12  have  gradu- 
ated from  the  program.  The  pediatric  nui-se  assist- 
ants pi'ogram  (PNA)  also  would  be  strengthened.  If 
funds  were  made  available,  then  15,000  could  be 
trained  by  1975  and  they  would  then  exist  in  the 
ratio  of  two  for  every  pediatrician. 

The  returning  military  service  medical  corpsmen 
and  the  pediatric  nurse  assistants  are  considered 
to  be  associates  to  the  physician.  Large  scale  dem- 
onstration projects  will  be  instituted  with  apppro- 
priate  quality  control  in  those  states  that  have  a 
demonstrated  need  for  these  personnel  based  on 
medical  inadequacies.  Other  programs  at  the  as- 
sistants or  aide  level  are  not  yet  clearly  defined. 

Chris  N.  Theodore,  Director,  Division  of  Health 
Seiwices  (formerly  from  the  University  of  Illinois) 
stated  that  the  real  problem  was  the  lack  of  avail- 
ability of  seiwices.  The  physician  assistant  will 
solve  the  problem  of  supply  and  demand  and  will 
eliminate  deficiency  in  the  provision  of  medical 
service  wherever  they  are  used.  Physicians’  pro- 
ductivity will  increase  with  their  use.  Such  per- 
sonnel are  not  really  new  but  existed  in  individual 
practices  where  demands  for  medical  ser\dces  dic- 
tated their  utilization.  In  1900  two  out  of  every 
three  persons  in  the  health  professions  were  physi- 
cians. In  1970  only  one  of  ten  people  in  the  health 
professions  are  physicians.  The  people  that  have 
been  added  are  to  be  considered  allied  health  per- 
sonnel. They  perform  new  tests  and  diagnostic 
techniques.  These  personnel  as  well  as  the  doc- 
tor’s aides  in  his  own  office  or  practice  are  indis- 
pensable for  the  production  of  medical  services. 
The  developing  physician  assistant  will  be  a perma- 
nent substitute  for  the  physician  in  specific  in- 
stances. They  are  not  really  substitutes,  but  are 
actually  replacements  who  must  be  under  the  super- 
vision of  physicians.  The  development  of  the  physi- 
cians’ assistant  has  a useful  economic  implication. 
He  will  allow  the  increase  of  services  that  can  be 
proffered  but  either  stabilize  or  decrease  the  cost 
of  all  services.  This  will  be  an  immediate,  short- 
term effect.  In  the  long  run  both  the  physician 
and  patient  will  benefit  from  his  sezwice.  The 
actual  price  for  his  services  will  more  or  less  be 
the  same  as  the  physician.  Will  the  physician  as- 
sistant become  competitive  to  the  physician  or  a 
substitute  ? What  will  the  employment  of  the 
physician  assistant  mean  to  the  physician?  It  will 
mean  more  income,  more  free  time,  or  decrease 
in  the  time  spent  on  services  which  can  properly 
be  done  by  the  physician  assistant.  The  physician 
employer  of  the  physician  assistant  will  incur  in- 
creased costs  as  well  as  the  problem  of  manage- 
ment and  supervision  of  the  person.  In  all  like- 
lihood the  patient  will  be  charged  the  same  service 


whether  seen  by  the  physician  or  his  physician 
assistant  employee.  Perhaps  this  is  important  since 
the  public-at-large  tends  to  equate  the  fee-for- 
service  with  quality.  If  his  services  were  rendered 
at  less  cost  than  the  physician’s,  the  public  may 
think  they  are  offered  decreased  quality.  The 

pricing  for  medical  services  won’t  go  down,  but 
with  the  gradual  inflation  that  is  apparently  con- 
tinuing, the  prices  will  tend  to  stay  at  the  same 
rate  or  raise  more  slowly  than  previously,  which 
will  mean  a real  savings  to  the  consumer  eventu- 
ally. The  physician  who  employs  a physician  as- 
sistant will  be  able  to  increase  his  income  even 
above  the  level  of  his  increased  expenses.  The 

physician  assistant  won’t  solve  all  of  the  prob- 
lems with  the  provision  of  medical  service,  but  he 
will  solve  many  of  them. 

T.  F.  Zimmerman,  Ph.D.,  Director,  Department 
of  Health  Manpower,  stated  that  we  needed  better 
utilization  planned  and  developed  for  the  increas- 
ing number  of  people  that  are  entering  the  allied 
health  px'ofessions.  The  problems  that  exist  are 
(1)  new  technology  that  has  been  developed,  (2) 
inadequate  distribution  of  physicians,  (3)  creation 
of  employment  opportunities  for  the  emerging  al- 
lied health  professions,  and  (4)  the  development 
of  new  categories  of  new  personnel  to  meet  the 
health  needs.  These  new  people  will  alter  the  na- 
ture of  services  that  is  proffered  at  the  present 
time.  There  needs  to  be  project  planning,  develop- 
ment of  areas  of  work,  deliberation  and  determin- 
ation of  tasks  to  be  performed,  development  of  job 
descriptions,  contacting  manpower  or  sources  for 
these  personnel,  develop  staff  for  training  the 
people  (who  are  well-versed  in  the  objectives; 
curriculum  and  instructual  medias  to  be  utilized; 
utilization  of  space  for  training  pui*poses,  with 
internal  inseiwice  training  programs;  and  who  know 
how  to  evaluate  the  efficiency  of  the  training  pro- 
gram). The  issues  that  are  at  stake  are  the  poten- 
tial impact  on  costs,  consumer  acceptance,  medical 
supervision,  quality  control,  and  improved  deliveiy 
of  health  seiwices.  The  doctors  assume  increased 
responsibility  if  the  physician  assistant  is  to  be  an 
employee.  Throughout  all  of  Mr.  Zimmerman’s 
talk  he  referred  to  medicine  as  an  industiy  rather 
than  a profession. 

J.  Warren  Perry,  Ph.D.,  Dean,  School  of  Health 
Related  Professions,  State  University  of  New  York, 
Buffalo;  Past  President,  Association  of  Schools 
of  Allied  Health  Professions.  Community  colleges 
have  already  gotten  into  the  picture  by  establishing 
associate  degree  programs  in  nursing  and  medical 
technology.  They  ai-e  now  interested  in  embarking 
on  new  programs  for  the  physician  assistant  which 
will  culminate  in  the  A.D.  degree.  It  is  a well- 
known  fact  that  the  availability  of  health  man- 
power is  totally  inadequate  at  the  present  time. 
How  many  new  ones  are  needed  is  not  known.  In 
the  long  run  the  patient  will  be  the  judge  of  these 
new  health  personnel.  First  of  all,  there  must 
be  an  adequate  job  description  for  the  physician 
assistant  before  the  proper  curriculum  can  be  de- 
veloped for  their  training.  Second,  it  must  be 
deteiTuined  what  will  be  the  relationship  of  this 
new  job  and  individual  to  the  total  health  care 
delivery  system.  All  interested  groups  need  to 
communicate  concerning  this  problem  so  that  the 
proper  niche  for  this  new  allied  health  person  will 
be  properly  established  in  relationship  to  all  other 
health  personnel.  Third,  it  needs  to  be  determined 


574 


Nebraska  S.  M.  J. 


what  level  of  training  will  be  required  for  the 
physician  assistant.  At  the  present  time  the  train- 
ing programs  vary  from  the  duration  of  eight 
weeks  to  the  associate  degree  programs  and  in  rare 
instances  at  the  baccalaureate  level.  The  objectives 
of  these  personnel  will  determine  what  will  be  the 
level  of  training.  The  job  opportunities  must  be 
determined.  This  individual  will  need  personal 
recognition,  job  advancement,  and  financial  re- 
ward. It  is  understood  that  all  programs  won’t  be 
necessarily  and  can’t  necessarily  be  related  to  medi- 
cal schools,  but  the  programs  must  be  all  oriented 
around  a strong  physician-community.  The  train- 
ing of  these  physician  assistants  cannot  be  done 
in  allied  health  schools  because  some  of  the  schools 
are  not  closely  allied  with  physicians  and  this  in- 
dividual must  be  trained  in  association  with  physi- 
cians. Fourth,  the  development  of  the  curriculum 
will  lead  to  standards  for  evaluation  of  perform- 
ance of  these  new  personnel.  The  requirements 
for  admission,  the  objectives  of  the  program, 
the  needs  of  the  students  — all  must  be  con- 
sidered as  well  as  the  career  opportunities  for 
this  individual.  The  physician  assistant  must  be 
allowed  to  expand  in  a horizontal  as  well  as  a 
vertical  axis.  What  academic  credits  this  person 
will  be  given  for  his  training  as  a physician  as- 
sistant must  be  established  so  that  he  can  have 
vertical  mobility.  Fifth,  these  new  physician  as- 
sistants must  be  effectively  utilized  by  the  doctor, 
and  this  will  be  the  key  which  will  open  the  entire 
door  to  the  development  of  this  field.  The  medi- 
cal school  curricula  must  include  the  utilization  of 
physician  assistants  so  the  medical  students  are 
acquainted  with  them,  their  abilities  and  their 
liabilities.  Their  training  programs  must  be  ade- 
quately funded,  the  teaching  programs  adequate, 
scholarships  must  be  made  available,  the  teaching 
staff  must  be  carefully  selected,  and  the  students 
must  be  selected  from  a panorama  of  the  society. 

Thomas  C.  Points,  M.D.,  Chairman,  Committee 
of  Emerging  Health  Manpower,  AMA,  stated  that 
at  the  present  time  there  are  14  categories  of 
allied  health  personnel  listed  by  the  AMA.  In 
1964  a committee  on  health  manpower  was  estab- 
lished by  the  AMA  which  in  1968  was  changed  to 
the  Council  on  Health  Manpower  of  the  AMA. 
Their  pi’imary  interest  is  how  to  increase  the  out- 
put of  allied  health  personnel. 

They  have  defined  primary  care  to  mean  the 
point  of  contact  of  the  patient  with  personnel  having 
the  necessary  ability  to  handle  the  problem  pre- 
sented to  them.  The  problem  needs  to  be  recog- 
nized and  not  necessarily  handled  by  that  individual 
but  can  be  referred  to  someone  possessing  higher 
qualifications. 

Physicians’  care  can  either  be  handled  by  the 
physician  delegate  or  referred  to  a medical  center 
for  proper  care. 

They  have  considered  whether  or  not  pharmacists 
can  become  a physician  assistant.  Within  our  pres- 
ent nonsystem  of  medical  care  the  answer  is  no, 
but  in  reality,  in  small  towns  the  pharmacist  has 
been  acting  as  a physician  assistant.  At  the  Uni- 
versity of  Michigan  they  have  now  embarked  on  a 
program  of  doctorates  in  pharmacy  with  the  idea 
that  the  graduate  of  such  a program  would  be 
consultant  to  the  doctor  and  the  patient  for  the 
proper  use  of  drugs.  It  is  recognized  that  the 
pharmacist  of  today  is  overtrained  for  his  present 


roles  in  dispensing  pills.  His  role,  therefore,  is 
under  question.  The  pharmacist  may  actually  be 
in  competition  with  the  doctor  in  some  instances. 

Dr.  Rumsey  stated  that  the  discount  houses  have 
taken  over  the  filling  of  prescriptions,  but  they 
refuse  to  answer  any  questions  that  the  patient 
may  have  about  the  drugs  themselves.  The  phar- 
macist may  step  into  the  role  of  interpreting  for 
the  patient  the  role  of  the  drugs  and  may  be  a 
valuable  consultant  in  the  outlining  of  the  therapeu- 
tic regime  to  a patient. 

Maynard  I.  Shapiro,  M.D.,  stated  that  the  five- 
year  plan  may  not  be  a permanent  solution  and 
that  the  physician  assistant  may  not  be  needed 
in  the  future  if  new  delivei-y  systems  are  funded 
or  if  physician  training  is  shortened  or  if  there  is 
an  increased  production  of  the  number  of  physicians 
trained.  Therefore,  the  five-year  plan  may  be 
terminated  after  five  years  rather  than  continued. 

Dr.  Robert  Howard,  M.D.,  Director,  Physicians 
Assistants  Program,  Duke  University,  stated  that 
there  is  such  a shortage  of  nurses,  medical  tech- 
nologists, and  others  that  they  cannot  make  up  for 
the  shortage  of  physicians.  The  physician  assistant 
is  a new  concept  in  providing  for  substitute  physi- 
cians. The  physician  assistant  must  be  career  mo- 
tivated with  adherence  to  doctors’  hours,  they  must 
have  the  same  geographic  mobility  that  physicians 
have,  and  they  must  have  the  same  degree  of  ca- 
reer stability.  Definitely  men  are  needed  as  physi- 
cians’ assistants  in  health  care  and  other  ancillary 
fields.  Military  corpsmen  as  well  as  other  civilians 
are  a source  of  physician  assistants.  Men  in  medi- 
cal technology,  nursing,  and  orderlies  are  potential 
recruits.  At  Duke  University  in  1962,  Dr.  Stead, 
the  Chairman  of  the  Department  of  Medicine,  de- 
veloped a continuing  educational  course  for  physi- 
cians for  the  state.  Physicians  had  indicated  to  him 
that  they  were  markedly  interested  in  the  pro- 
grams. However,  when  the  programs  were  put  on, 
they  were  poorly  attended  and  when  he  surveyed 
the  physicians  that  expressed  interest  in  attending 
the  programs,  he  found  that  they  were  too  busy 
to  come.  He  determined  that  what  they  needed 
more  than  continuing  education  was  extra  arms  so 
that  they  would  have  time  to  attend  continuing 
educational  programs.  He  noted  that  in  the  Duke 
University  Hospital  former  medical  corpsmen  were 
filling  vital  needs  and  providing  services.  In  1965 
a committee  of  the  medical  community  was  organ- 
ized to  define  the  role  of  a physician  assistant.  A 
program  of  nine  months  basic  science  and  15  months 
clinical  training  was  outlined.  A prerequisite  for 
entrance  was  three  years’  experience  in  the  health 
field,  at  least  one  year  of  which  should  be  direct 
patient  contact.  They  receive  1,000  hom-s  of  train- 
ing in  anatomy,  pharmacology,  physiology,  etc. 
For  their  clinical  training,  they  select  one  of  21  areas 
of  specialization.  It  was  found  that  each  doctor 
uses  physician  assistants  differently;  therefore, 
physician  assistants  are  just  given  basic  back- 
ground during  their  training  period.  They  dis- 
covered that  the  patient  acceptance  was  better  if 
the  patient  had  a higher  educational  background. 
In  general,  they  were  well  accepted  by  the  middle 
income  group,  but  the  extremely  wealthy  felt  that 
they  got  cheap  care  and  the  poor  people  felt  that 
they  got  second  class  care.  Physician  productivity 
rose  approximately  70  per  cent  utilizing  physician 
assistants.  At  the  present  time  Duke  has  ar- 
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ranged  for  a transfer  of  credits  for  the  training 
program  for  physician  assistants  with  individual 
local  schools.  The  problem  of  legality  of  the  ac- 
tions of  the  physician  assistant  have  been  investi- 
gated and  they  are  planning  to  introduce  legislation 
that  will  make  it  legal  for  a physician  to  delegate 
medical  functions  to  a physician  assistant.  They 
are  opposed  to  separate  licensure  for  physician  as- 
sistants because  they  feel  it  would  only  tend  to 
fragment  health  care  and  it  has  been  fragmented 
enough  by  licensure  laws  that  now  exist.  The  prob- 
lem of  professional  liability  has  been  discussed 
with  major  carriers  who  hav'e  established  policies 
to  cover  physician  assistant  liability  at  a nominal 
rate  (normally  50%  of  physician  rates).  The  ques- 
tion of  utilization  in  hospitals  has  been  discussed 
with  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals, which  has  accepted  them  in  certain  special- 
ized procedures. 

It  is  well  known  that  potentially  the  physician 
assistant  is  the  most  dangerous  of  all  allied  health 
personnel  to  put  in  an  appearance  in  the  health 
care  system,  but  if  properly  controlled,  he  will  prob- 
ably be  the  most  easily  controlled  and  the  most 
profitable  to  the  physician  and  patient  alike. 

John  Connelly,  M.D.,  Chairman,  Committee  on 
Pediatric  Manpower,  American  Academy  of  Pedi- 
atrics, stated  that  the  pediatric  nurse  assistant 
and  the  pediatric  physician  assistant  programs  are 
already  operational  in  Colorado.  Formerly,  each 
pediatrician  trained  his  own  pediatric  nurse  assist- 
ant in  his  office.  They  have  embarked  on  train- 
ing the  pediatric  nurse  assistant  with  an  A.D.  di- 
ploma or  a baccalaureate  diploma  in  either  nurse 
associate  or  nurse  training  programs.  At  the  pres- 
ent time  they  are  actually  training  these  people  by 
preceptorship.  But  the  pediatric  office  assistant 
who  would  be  at  a lower  level  than  the  pediatric 
nurse  assistant  could  be  a part  of  a community 
college  program.  They  could  be  trained  to  do  his- 
tories, screen  hearing,  etc.  The  pediatric  nurse 
assistant  program  was  started  in  1962  and  they  ai'e 
being  utilized  in  two  general  hospitals.  Physician 
productivity  with  their  use  has  shown  an  increase 
of  40  per  cent.  Where  they  have  been  employed 
by  physicians,  the  physician  has  noted  an  increase 
of  20  percent  of  income  above  the  additional  ex- 
pense of  employment  of  the  individual. 

Joe  Donovan,  Executive  Secretary,  Santa  Clara 
County  Medical  Society,  described  the  program  in 
1968  in  which  they  recruited  discharged  medical 
corpsmen.  They  received  financial  support  from  the 
Department  of  Labor.  They  recruit,  find  prospec- 
tiv'8  employers,  and  help  train  the  person  in  com- 
munity hospitals.  They  get  around  the  licensure 
law  by  having  them  qualified  to  take  the  nurse  ex- 
aminations to  qualify  them  for  licensure  in  Cali- 
fornia. These  people  have  proven  themselves  to  be 
good  general  practitioners  because  in  the  military 
they  did  amputations,  delivered  babies,  etc.  The 
questions  that  have  arisen  are  the  rate  of  pay 
for  these  people  and  their  utilization. 

Joseph  Hamburg,  M.D.,  Dean,  School  of  Allied 
Health  Professions,  University  of  Kentucky,  stated 
that  all  of  these  were  experiments  in  training 
physician  substitutes.  He  pointed  out  that  just 
by  doubling  the  number  of  physicians  that  would 
be  trained  won’t  solve  the  health  care  delivery 
problem  in  the  United  States.  Because,  for  in- 
stance in  Manhattan,  there  is  twice  as  many  doc- 


tors that  are  needed  and  over  in  Harlem  there 
are  not  anywhere  enough  doctors  and  so  Harlem 
suffers.  We  will  never  be  able  to  control  distribu- 
tion. At  Kentucky  they  have  undertaken  the  train- 
ing of  an  individual  that  they  call  a clinical  asso- 
ciate. At  the  present  time  only  one  person  is 
in  training.  He  talked  about  the  problem  of  de- 
fining terms  for  all  of  these  various  levels  of 
health  care  professionals  and  wondered  why  medi- 
cine didn’t  copy  the  academic  standards  that  have 
already  been  established.  In  other  words,  he  pro- 
posed that  there  be  varying  levels  of  education  for 
physicians  with  degrees  being  granted  at  the  as- 
sociate, baccalaureate,  master,  and  doctorate  levels 
in  medicine. 

Richard  A.  Smith,  M.D.,  Director,  MEDEX  Pro- 
gram, Seattle,  Washington,  outlined  the  training 
program  that  they  have  established.  They  started 
with  fourteen  foimier  medical  corpsmen  and  trained 
them  three  months  at  the  University  of  Washing- 
ton and  twelve  months  in  preceptorship  with  a 
physician  on  a one  to  one  basis.  In  their  program 
the  candidates  must  have  had  at  least  one  to  twenty 
years  of  independent  medical  duty  in  the  military. 
The  physicians  who  trained  the  assistant  by  a pre- 
ceptorship actually  select  the  corpsmen  before  he 
enters  the  training  program  and  will  be  his  future 
employer  at  the  completion  of  the  program. 

J.  E.  Steinhaus,  M.D.,  Project  Director,  Anes- 
thesia Assistant  Program,  Emery  University,  stat- 
ed that  they  envision  a technologist  in  anesthesi- 
ology who  has  received  a baccalaureate  degree  as 
a result  of  training  in  premedicine  or  physiology. 
They  would  then  train  them  so  that  they  would  be 
able  to  receive  a masters’  degree  in  anesthesia. 

REPORT  OF  CANCER  COMMITTEE 

Ralph  Moore,  M.D..  Omaha.  Chairman  : Otto  S.  Troester, 
M.D.,  Lincoln;  Max  Raines,  M.D.,  North  Platte:  Daniel  Miller, 
M.D.,  Omaha : William  V.  Glenn.  M.D..  Falls  City ; Robert 
Hillyer.  M.D.,  Lincoln  ; Joseph  C.  Scott,  M.D.,  Omaha  : Dwaine 
Peetz,  M.D.,  Neligh. 

The  Cancer  Committee  met  on  January  14,  1970. 

Doctor  Moore  indicated  that  Doctor  Miller  had 
requested  a meeting  of  the  Committee  to  present  a 
subject  to  them  and  asked  Doctor  Miller  to  pre- 
sent his  comments. 

Doctor  Miller  indicated  that  he  was  of  the  feel- 
ing that  cancer  should  be  made  a reportable  dis- 
ease in  the  State  of  Nebraska.  He  said  if  cancer 
was  made  reportable  it  would  give  the  profession 
in  our  state  a much  better  idea  of  how  we  are  doing 
in  the  treatment  of  this  disease.  He  further  indi- 
cated that  Connecticut  had  had  this  reporting  pro- 
gram instituted  for  a considerable  length  of  time, 
and  also  that  the  Mountain  States  were  doing  such 
reporting.  He  indicated  he  would  like  the  Com- 
mittee’s reaction  on  this  proposal. 

There  was  discussion  in  the  Committee  and  the 
recommendation  that  possibly  the  pathologists  could 
report  his  findings  automatically  as  he  is  usually 
the  one  who  diagnoses  cancer. 

Mr.  Neff  indicated  that  the  Division  of  Com- 
municable Disease  at  the  State  House  has  recently 
developed  n e w communicable  disease  reporting 
forms  and  possibly  a reporting  form  on  cancer 
might  be  adapted  to  these  forms. 

The  Committee  was  of  the  opinion  that  it  would 
take  an  educational  program  in  the  state  to  edu- 
cate the  profession  in  using  such  forms  and  also 
that  it  could  establish  a state-wide  cancer  registry. 
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There  was  some  comment  conceming  the  reluc- 
tance of  pathologists  to  make  such  reports  of  can- 
cer to  the  Communicable  Disease  Division,  and  the 
suggestion  was  made  that  possibly  their  organiza- 
tion should  be  contacted  as  to  a reaction  on  this 
proposal. 

Doctor  Miller  added  that  he  would  get  samples 
of  reporting  forms  from  other  states,  and  Mr. 
Neff  indicated  he  would  be  in  contact  with  the 
Communicable  Disease  Division  concerning  such  a 
reporting  form  and  felt  that  it  would  probably 
have  to  be  a regulation,  and  eventually  a law  in 
Nebraska. 

Following  this  discussion  the  Committee  moved, 
seconded  and  approved  making  a recommendation 
to  the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association  that  cancer  be  made  a report- 
able  disease.  This  report  would  be  made  to  the 
House  session  in  April. 

A letter  from  Doctor  Miller  following  this  meeting 
is  incoi-porated  for  more  definitive  information  on 
this  subject. 

“When  we  had  our  meeting  of  the  Cancer  Com- 
mittee in  January  regarding  making  cancer  a re- 
portable disease  in  Nebraska,  the  Committee  asked 
if  I would  review'  or  research  as  to  what  other 
states  have  this  requirement  and  as  to  how  this 
could  be  carried  out.  I have  reviewed  and  re- 
searched the  Public  Health  Service  Publication  #14, 
last  revised  in  October,  1968,  and  according  to  this 
latest  edition,  cancer  is  reportable  in  21  states 
including  the  District  of  Columbia,  Puerto  Rico  and 
the  Virgin  Islands. 


The  states  in  which  it 
Alabama 

District  of  Columbia 

Idaho 

Kansas 

Kentucky 

Louisiana 

Minnesota 

Montana 

New  Mexico 

New  York 

North  Carolina 


is  reportable  by  law  are: 

North  Dakota 
Ohio 

Oklahoma 
Pennsylvania 
South  Carolina 
Utah 

Wisconsin 
Wyoming 
Puerto  Rico 
Virgin  Islands 


It  is  interesting  to  note  that  in  these  states 
where  cancer  is  a reportable  disease,  they  also 
appear  to  have  large  Federal  grants  for  their  sta- 
tistical, scientific  and  medical  research. 


In  North  Carolina  w'here  cancer  is  reportable  the 
state  requires  all  pathologists  to  report  all  cancer 
directly  to  the  Office  of  Vital  Statistics  of  the 
State  Board  of  Health  or  to  a Central  Registry  of 
Cancer  if  this  is  ever  established. 


In  Wyoming  since  1967  the  law  requires  that 
all  pathologists,  all  hospitals,  and  in  addition,  all 
physicians,  report  all  cancer  cases  to  the  Central 
Registry  in  Salt  Lake  City,  Utah. 


It  is  also  felt  that  if  cancer  is  made  report- 
able,  it  should  be  made  so  that  the  reporting  physi- 
cian or  dentist  would  not  be  liable  for  damages 
and  that  this  specific  material  w'ould  be  used  only 
for  statistical,  scientific  and  medical  research. 


It  is  also  interesting  to  note  that  there  are  a 
number  of  other  states  w'here,  although  cancer  is 
not  reportable,  large  Registrys  have  been  estab- 


lished by  the  State  Board  of  Health  for  cancer  re- 
search. 

If  there  is  any  further  information  you  would 
desire,  I w'ould  be  glad  to  research  same.” 

Respectfully  submitted, 

Ralph  Moore,  M.D., 

Chairman. 

REPORT  OF  INSURANCE  COMMITTEE 

Roger  Mason,  M.D..  McCook,  Chairman  ; Stanley  Truhlsen, 
M.D.,  Omaha ; Paul  Scott,  M.D.,  Auburn  ; E.  M.  Walsh,  M.D., 
Omaha ; Frank  Cole,  M.D.,  Lincoln  ; James  Thayer.  M.D., 
Sidney ; James  Ramsay,  M.D.,  Atkinson  ; A.  L.  Smith,  Jr., 
M.D.,  Lincoln. 

Your  Committee  wishes  to  point  out  that  this  is 
a progress  report  of  the  group’s  activities  in  recent 
months.  It  is  anticipated  that  an  indepth,  con- 
clusive report  providing  specific  recommendations 
for  coverage  will  be  presented  to  the  Fall  Session 
of  the  House  of  Delegates  in  this  Committee’s  an- 
nual report. 

The  basic  concern  of  the  Committee  at  recent 
meetings  has  been  the  feasibility  and  possibility  of 
presenting  a package  of  insurance  coverage  to  the 
House  of  Delgates  for  endorsement  prior  to  its  be- 
ing marketed  to  the  NSMA  membership.  The  seg- 
ment of  the  package  receiving  primary  concern 
and  study  is  that  of  a professional  liability  (mal- 
practice) policy.  The  Insurance  Committee  w'as 
presented  this  subject  following  a joint  meeting 
of  the  NSMA  Policy  Committee,  Medicolegal  Advice 
Committee  and  the  Council  on  Professional  Ethics 
held  in  July  of  1969.  Since  that  time  this  Com- 
mittee has  met  wdth  representatives  of  insurance 
companies  and  insurance  agencies  providing  this 
type  coverage  in  an  effort  to  develop  a mutually 
agreeable  package  of  coverage  w'hich  not  only  pro- 
vides a policy,  but  offers  the  NSMA  members 
some  assurance  that  through  the  continuing  ef- 
forts of  this  Committee,  or  one  to  be  named,  his 
program  of  coverage  will  be  a stable,  adequate  and 
economical  foundation  of  protection  for  him,  his 
family  and  his  medical  practice. 

The  involvement  of  the  NSMA  in  the  program 
is  important  from  the  standpoint  of  the  physician 
and  has  been  labeled  as  being  of  paramount  im- 
portance by  representatives  of  insurance  com- 
panies. The  disposition  of  cases,  the  determination 
of  premiums  and  other  matters  of  importance  rest 
upon  this  facet  of  mutual  cooperation. 

Your  Committee  is  certain  the  House  of  Dele- 
gates is  aware  of  the  radical  changes  taking  place 
in  many  states  regarding  professional  liability  cov- 
erage. Tremendous  increases  in  premium  rates 
based  upon  the  type  of  practice,  cancellation  of  cov- 
erage by  some  companies  in  various  states,  and  the 
inability  to  obtain  alternate  coverage  in  certain 
areas  have  been  brought  to  your  Committee’s  at- 
tention as  sizeable  problems  which  may  be  facing 
Nebraska’s  physicians.  The  Nebraska  physician 
also  experienced,  and  will  continue  to  experience, 
a substantial  increase  in  premium  amount  when 
paying  his  renewal  premium  or  professional  liability 
coverage  during  1970.  It  should  be  explained  that 
a national  bureau  sets  the  rates  for  this  coverage 
and  all  domestic  companies  comply  with  the  levels 
of  premium  rates  established.  There  is  very  little 
differential  then  in  the  premium  rate  between  com- 
panies. Since  these  are  national  rates  to  a certain  de- 
gree, Nebraska  physicians  pay  a portion  of  the  pre- 
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mium  being  assessed  against  physicians  in  other 
parts  of  the  country  working  in  an  atmosphere 
of  many  more  suits  of  considerable  size.  The  pre- 
mium-loss ratios  within  each  insurance  company 
provide  the  basis  for  the  determination  of  all  pre- 
mium rates. 

The  Committee  soon  decided  it  would  be  of  con- 
siderable value  to  study  the  income-loss  ratios 
being  experienced  in  Nebraska.  After  researching 
this  possibility,  it  was  determined  that  the  report- 
ing mechanisms  of  Nebraska  companies  are  varied 
and  the  compilation  available  from  the  State  De- 
partment of  Insurance  is  therefoi-e  of  little  value. 

The  Committee  was  informed  that  some  physi- 
cians were  having  their  professional  liability  cov- 
erage withdrawn  by  the  insuring  company  for  any 
surgical  procedures.  The  state’s  two  largest  coun- 
ty medical  societies  have  undertaken  suiweys  to  de- 
termine the  scope  of  cancellation  of  this  category 
and  the  Committee  will  utilize  the  results  in  its 
deliberations. 

As  has  been  previously  mentioned,  the  Commit- 
tee has  determined  that  in  order  to  provide  a 
valuable  service  to  the  NSMA  member,  a package 
of  total  coverage,  including  professional  liability 
coverage,  life  insurance  coverage,  health  and  ac- 
cident coverage,  loss  of  income  coverage  and  casu- 
alty coverage  should  be  presented  and  made  avail- 
able at  a desirable  rate  which  can  be  obtained 
through  the  total  group  concept. 

As  mentioned  earlier  in  the  report,  your  Commit- 
tee has  intentions  of  discussing  these  matters  fur- 
ther with  various  insurance  companies  and  other 
state  medical  associations  that  have  endorsed  an 
insurance  package  for  the  benefit  of  its  members. 
We  anticipate  an  indepth  report  with  specific  recom- 
mendations will  be  presented  at  the  time  of  the 
House  of  Delegates  Fall  Session. 

At  this  time  the  Committee  asks  approval  to 
continue  studying  and  developing  information  rela- 
tive to  the  feasibility  and  practicability  of  an  in- 
surance package  for  NSMA  members,  and  for 
authority  to  endorse  a package  that  may  be  de- 
veloped. 

Respectfully  submitted, 

Roger  Mason,  M.D., 

Chairman. 

PROGRESS  REPORT 

NEBRASKA-SOUTH  DAKOTA  REGIONAL 
MEDICAL  PROGRAM 

In  September,  I reported  to  the  House  that  the 
Nebraska-South  Dakota  Regional  Medical  Program 
had  achieved  operational  status.  I also  stated 
that  following  an  earlier  directive  that  a report 
should  be  made  to  the  House  after  6 months  of 
operational  status,  that  I would  submit  such  a 
report  at  this  annual  meeting.  At  this  time  I am 
forced  to  beg  the  indulgence  of  the  House  for  not 
submitting  more  than  a brief  report  for  its  in- 
formation. 

Funding  for  operational  purposes  did  not  oc- 
cur until  Febi-uary  1970  and  then  at  a rate  and 
degree  that  precluded  the  implementation  of  all 
4 of  the  approved  projects  that  I reported  to  the 
House.  As  a consequence  of  the  financial  restric- 
tions, the  Regional  Advisory  Group  determined  to 
fund  the  Intensive  Coronary  Care  Training  Project 


and  the  Communications  Facility.  A portion  of 
the  Neoplastic  Disease  Project  relating  to  a Mobile 
Cancer  Detection  Program  for  the  Indian  popula- 
tions of  South  Dakota  and  Nebraska  utilized  the 
remainder  of  the  grant. 

The  Intensive  Coronary  Care  Training  Program 
is  in  operation  with  Bryan  Memorial  Hospital 
starting  its  first  class  on  March  30th,  Creighton 
Memorial  St.  Joseph’s  Hospital  received  its  first 
class  on  April  6th,  and  the  University  of  Nebraska 
and  its  affiliated  hospitals  will  inaugurate  their 
program  on  May  1st.  In  South  Dakota,  St.  John’s 
McNamara  started  April  15th  and  Sioux  Valley 
Hospital  in  Sioux  Falls  will  start  on  May  1st.  The 
mobile  course  to  be  offered  at  the  University  of 
South  Dakota  is  awaiting  some  equipment,  but 
should  be  in  operation  shortly. 

Supplemental  to  these  formalized  didactic  and 
clinical  training  programs  for  coronary  care  nurses, 
the  Nebraska-South  Dakota  Regional  Medical  Pro- 
gram Staff  has  been  engaged  in  an  intensive  study 
and  evaluation  of  a training  program  using  the 
Sutherland  (ROCOM)  Multi-Media  System.  Three 
sets  purchased  by  the  Region  and  three  sets  on 
loan  from  the  ROCOM  Company  have  been  placed 
in  nine  locations  in  our  two  state  Region.  In  six 
locations,  namely  Beatrice,  McCook  and  Scotts- 
bluff  in  Nebraska,  and  Mitchell,  Chamberlain  and 
Mobridge  in  South  Dakota,  the  Sutherland  program 
has  been  augmented  by  supplying  additional  learn- 
ing aids  including  Arrhythmia  Annes  and  the  Tutor 
202.  The  course  in  each  of  these  locations  has 
been  exceptionally  well  received  and  to  the  extent 
that  some  416  nurses  and  LPNs  have  received 
this  type  of  instruction.  These  three  month  learn- 
ing experiences  have  prompted  some  of  the  par- 
ticipants to  enroll  in  the  clinical  courses  offered 
by  the  hospitals  mentioned  above.  An  analysis  of 
the  effectiveness  of  this  method  of  instruction  is 
in  process  at  this  time,  however,  from  a practical 
standpoint,  the  experiences  of  two  nurses  from 
Imperial,  Nebraska,  taking  the  course  offered  in 
McCook  are  perhaps  more  revealing  than  any  sta- 
tistical study  can  ever  be  as  to  the  value  of  a 
planned  educational  program.  In  brief,  these 
nurses  were  able,  through  their  experience  dur- 
ing the  course  given  in  McCook,  to  recognize  an 
acute  cardiac  crisis  in  a patient  admitted  to  their 
hospital  and  to  institute  appropriate  therapy  at 
once.  During  the  times  that  this  patient  was  in 
the  hospital,  her  cardiograms  demonsti’ated  every 
type  of  arrhythmia  that  the  nurses  had  studied. 

The  Communications  Facility  embodying  as  it 
does  three  separate,  but  related  functions,  namely 
Drug  Information  Center,  Media  Instructional  Cen- 
ter and  Dial  Access  Medical  Tapes  is  being  tooled 
up  and  should  be  in  operation  shortly. 

September  is  the  target  date  for  the  inauguration 
of  the  Mobile  Cancer  Detection  Program  to  operate 
in  the  Indian  Reservations  and  rural  areas  of  Ne- 
braska and  South  Dakota. 

At  the  present  time  there  is  pending  before  the 
National  Advisory  Council  the  application  of  the 
South  Dakota  Division  to  form  an  independent 
Region.  This  action  was  taken  because  of  the 
expressed  desire  on  the  part  of  the  Govenior  of 
South  Dakota  to  combine  the  RMP  and  CHP  ac- 
tivities in  that  state.  If  such  a determination 
is  made,  it  would  appear  that  the  cooperative  areas 
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of  our  present  operations  would  not  be  jeopardized. 
It  would  likewise  appear  that  such  a split  off 
could  not  occur  before  the  end  of  the  year.  In  the 
meantime,  we  will  continue  to  operate  as  a 2 
state  Region  with  due  consideration  being  given 
to  our  partner  in  the  Regional  Medical  Program. 

Respectfully  submitted, 

Harold  S.  Morgan,  M.D., 

Program  Coordinator. 

REPORT  OF  SUB  COMMITTEE  ON 
ATHLETIC  INJURIES 

John  G.  Yost.  M.D..  Hastings,  Chairman  ; Stanley  M.  Bach, 
M.D.,  Omaha ; R,  B.  Benthack,  M,D,,  Wayne : Bruce  F,  Claus- 
sen,  M,D„  North  njatte ; S,  I.  Fuenning,  M.D.,  Lincoln  ; Paul 
Goetowski,  M.D,,  Lincoln  : Otis  Miller,  M.D.,  Ord ; L,  R. 
Smith,  M,D.,  Kearney ; George  Sullivan,  R,P.T„  Lincoln  ; 
Wayne  Wagner,  A,T,,  Omaha ; Mr.  Harold  McClure,  Kearney, 

The  Sub-Committee  on  Athletic  Injuries  has  con- 
tinued to  pursue  the  activities  it  has  sponsored  in 
the  past.  The  August  21,  1970,  Seminar  on  the 
Medical  Aspects  of  Competitive  Athletics  is  in  the 
planning  stages  and  it  is  anticipated  that  a pro- 
gram of  interest  to  all  physicians  will  be  developed. 
The  prevention  and  treatment  of  athletic  injuries 
has  remained  a paramount  factor  in  the  Commit- 
tee’s deliberations.  Proper  conditioning  and  train- 
ing of  Nebraska  athletes,  technique  and  equipment, 
have  remained  an  important  area  of  consideration 
by  this  Committee. 

The  Committee’s  interest  in  the  athletic  program 
in  Nebraska  has  prompted  it  to  request  House 
of  Delegates  endorsement  of  the  following  points: 

1.  It  is  recommended  by  the  Sub-Committee  on 
Athletic  Injuries  that  the  House  of  Delegates 
approve  a policy  to  wit,  that  any  and  all 
colleges  and  universities  in  the  state  be  en- 
couraged to  expand,  through  their  Physical 
Education  Departments,  a curriculum  on 
athletic  training.  This  curriculum  should  fol- 
low the  pattern  of  the  program  outlined  by 
the  National  Athletic  Trainers  Association, 
to  qualify  for  a major  or  minor  degree  in 
athletic  training.  This  program  should  also 
be  geared  toward  fulfillment  of  all  require- 
ments to  allow  the  graduate  to  enter  a physi- 
cal therapy  program  upon  graduation  if  he  so 
desires.  Your  Committee  requests  endorse- 
ment of  this  position  of  policy. 

2.  The  Sub-Committee  on  Athletic  Injuries  also 
requests  endorsement  of  a position  statement 
to  the  effect  that  “locker  room”  type  physical 
examinations  no  longer  be  considered  accept- 
able. It  is  felt  that  pre-season  physical  ex- 
aminations for  athletic  participation  should 
be  done  by  the  individual  family  physician, 
in  the  physician’s  office  on  an  individual 
basis. 

3.  The  continuing  importance  and  use  of  the 
“Guidelines  for  Physicians”  developed  to  as- 
sist the  physician  in  determining  whether  or 
not  the  junior  high  or  high  school  student 
should  participate  in  competitive  sports  leads 
the  Committee  to  request  reaffirmation  of 
the  document  as  previously  approved  by  the 
House  of  Delegates  on  February  28,  1965. 
These  Guidelines  will  be  distributed  to  Ne- 
braska physicians  in  August,  1970. 

4.  The  Sub-Committee  on  Athletic  Injuries  has 
gone  on  record  stating  emphatically  that  it 


deplores  dehydration  techniques  used  by  some 
coaches  to  help  their  players  make  weights. 
This  includes  systematic  dehydration  through 
medication,  as  well  as  using  such  things  as 
induced  vomiting  and  multiple  enemas  to  pro- 
duce dehydration  and  thus,  weight  loss  for 
the  participation  of  the  wrestler.  Your  Com- 
mittee requests  House  of  Delegates  endorse- 
ment of  this  position  statement. 

The  Committee  anticipates  its  efforts  in  this  im- 
portant area  will  continue  and  that  periodic  infor- 
mational reports  will  be  presented  to  the  House  of 
Delegates  for  endorsement  on  a regular  basis  as 
in  the  past.  The  interest  of  Nebraska  physicians  in 
the  activities  of  the  Committee  is  continually  in- 
creasing to  the  gratification  of  those  who  seiwe 
as  members  of  this  Committee. 

Respectfully  submitted, 

John  G.  Yost,  M.D., 

Chairman. 

REPORT  OF  THE  POLICY  COMMITTEE 

J.  Whitney  Kelley,  M.D.,  Omaha,  Chairman  ; C.  R.  Brott, 
M.D..  Beatrice ; Frank  H.  Tanner,  M.D.,  Lincoln  ; Robert  J. 
Morgan,  M.D.,  Alliance;  Dan  A.  Nye,  M.D.,  Kearney. 

Recognizing  that  annual  reports  of  the  commit- 
tees of  the  Association  are  presented  to  the  House 
of  Delegates  at  its  Fall  Session,  your  Policy  Com- 
mittee decided  that  a progress  report  would  be 
apropos  at  this  time  as  there  are  numerous  items 
of  an  informational  nature  that  should  be  brought 
to  the  attention  of  the  Association  at  this  time. 

1.  The  Policy  Committee  authorized  the  appoint- 
ment of  an  ad-hoc  committee  of  the  NSMA 
to  study  the  Report  of  the  Committee’*  on 
Planning  and  Development  (Himler  Report) 
and  the  Minority  Report  of  the  Committee 
on  Planning  and  Development  (John  H. 
Budd,  M.D.)  as  presented  to  and  accepted  for 
information  by  the  AMA  House  of  Delegates. 
The  ad-hoc  committee  was  appointed,  it  has 
held  meetings  in  recent  months  and  informa- 
tion on  their  deliberations  is  being  pre- 
sented to  you  at  this  meeting.  It  should  be 
remembered  that  the  efforts  of  these  com- 
mittees at  both  the  national  and  state  level 
will  affect  the  practice  of  medicine  in  this 
country  for  some  years  to  come. 

2.  The  Policy  Committee  met  with  representa- 
tives of  Nebraska  Medical  Service  (Blue 
Shield)  to  discuss  problem  areas  of  mutual 
concern  and  to  exercise  the  responsibility  of 
peer  review  assigned  to  the  Committee  by 
the  House  of  Delegates.  Various  cases  were 
adjudicated  and  as  best  determined  the  re- 
sults were  mutually  satisfactory.  At  the  re- 
quest of  Blue  Shield,  your  Chairman  sent  a 
letter  expressing  the  importance  of  proper 
utilization  review  to  the  chairmen  of  all 
utilization  review  committees  in  the  state. 
The  conscientious  efforts  of  physicians  in 
this  regard  will  be  the  only  assurance  of 
meaningful  results. 

3.  The  Committee  also  met  with  representatives 
of  Mutual  of  Omaha  to  discuss  items  of  con- 
cern facing  that  company  in  its  role  of  car- 
rier for  Part  “B”  of  Medicare.  The  charg- 
ing pattern  and  practices  of  certain  physicians 
were  presented  to  the  Committee  and  follow- 
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ing  the  peer  review  process  each  was  settled 
to  the  apparent  satisfaction  of  all  concerned. 

4.  The  Policy  Committee  sponsored  the  NSMA 
“Think  Conference”  held  in  recent  weeks  at 
Kearney.  The  elected  leadership  of  the  As- 
sociation was  present  and  many  items  of  in- 
terest and  of  importance  to  the  Association 
wei’e  discussed  in  a setting  of  relaxation  and 
informal  deliberation.  Although  no  for- 
mal or  official  actions  were  taken,  the  valu- 
able discussion  will  be  considered  and  remain 
of  importance  to  many  of  the  activities 
of  the  Association,  including  those  of  your 
Policy  Committee.  Those  present  agreed  the 
Conference  was  mutually  beneficial  and  I am 
certain  sponsorship  will  continue  in  the  future. 

5.  You  are  all  aware  of  the  Providers  Agreement 
sent  all  practitioners  by  the  State  Department 
of  Public  Welfare  earlier  this  year.  The 
Committee  considered  the  initial  form  and 
found  it  to  be  unsatisfactory  in  content  and 
its  intent  was  also  seriously  questioned.  The 
Association’s  legal  counsel  reviewed  the  or- 
iginal legislation  along  with  the  1967  amend- 
ments to  the  Social  Security  Act  and  sug- 
gested that  a legal  question  existed  as  to 
whether  or  not  the  physician  was  meant  to  be 
included  in  the  requirement  specified  in  the 
Agreement.  A letter  expressing  this  con- 
cern was  sent  the  State  Department  of  Pub- 
lic Welfare  and  to  date  no  response  or  re- 
action has  been  received.  It  is  the  Commit- 
tee’s understanding  that  the  letter  was  for- 
warded to  the  Kansas  City  office  of  the  Pub- 
lic Health  Service  and  from  there  it  was  for- 
warded to  the  Department  of  Health,  Educa- 
tion and  Welfare  in  Washington,  D.C.  for  con- 
sideration. NSMA  members  will  be  promptly 
informed  of  information  received  in  this  re- 
gard. 

6.  The  apparent  need  for  establishing  guide- 
lines relating  to  a physician  charging  for 
work  carried  out  by  a referral  laboratory  was 
included  in  the  discussions  of  this  Committee. 
As  directed  by  the  House  of  Delegates,  an 
appropriate  committee  was  appointed  to  con- 
sider this  matter,  the  committee  met  and  a 
report  regai’ding  this  matter  is  before  you  at 
this  meeting. 

7.  In  its  role  as  a peer  review  and  adjudication 
body,  the  Committee  has  come  to  recognize 
that  many  potential  problem  areas  could  be 
eliminated  if  physicians  are  cognizant  of  the 
need  for  adequate  patient  recoi’ds.  The  Com- 
mittee has  also  suggested  that  intermediaries 
and  administrators  for  health  care  programs 
obtain  the  needed  clarification  of  data  relat- 
ing to  certain  cases  prior  to  their  presenta- 
tion to  the  Policy  Committee  for  peer  review. 
This  practice  will  also  assist  the  NSMA  Coun- 
cilor should  he  be  contacted  regarding  a spe- 
cific case. 

8.  The  Policy  Committee’s  attention  has  also 
been  drawn  to  the  fact  that  numerous  Associa- 
tion committees  do  not  meet  and  seem  to  be 
of  questionable  value,  while  other  commit- 
tee’s activities  in  some  instances  seem  to 
overlap  because  of  an  apparent  increase  in  the 
particular  committee’s  area  of  concern.  For 


these  reasons,  the  Policy  Committee  would  like 
to  request  authorization  from  the  House  of 
Delegates  to  appoint  an  NS.^IA  Ad-Hoc  Com- 
mittee on  Committees  to  study  the  current 
Association  committee  structure. 

9.  The  Committee  is  continuing  in  its  effort  of 
representing  the  Association  on  various  com- 
mittees of  the  Nebraska-South  Dakota  Re- 
gional Medical  Program.  The  coordinator  of 
the  program  has  presented  a report  to  the 
Policy  Committee  and  has  presented  informa- 
tion to  the  House  of  Delegates  at  this  Ses- 
sion. 

10.  The  Committee  recognizes  you  are  probably 
aware  of  the  news  releases  distributed  to  the 
media  over  the  sponsorship  of  the  officers 
of  our  Association  regarding  stories  and  news 
items  of  concern  to  the  Association.  Releases 
were  distributed  regarding  the  Participation 
Agreement  mentioned  earlier,  in  response  to 
the  nationally  prepared  series  on  the  costs  of 
health  care  earlier  this  year,  and  more  re- 
cently in  an  effort  to  inform  Nebraska’s  citi- 
zens of  various  cost  factors  and  the  medical 
practice  situation  within  this  state.  We  have 
requested  that  certain  caiTiers  within  the 
state  develop  and  provide  current  statistics 
relating  to  the  socio-economic  aspects  of  re- 
muneration for  health  care  in  the  state  of 
Nebraska.  It  is  anticipated  this  information 
will  be  developed,  compiled  in  newsworthy 
form  and  distributed  to  the  media  in  the  near 
future. 

Your  Policy  Committee  stands  ready  to  assume 
the  responsibilities  which  might  be  assigned  to  it 
by  the  House  of  Delegates  at  this  Session.  We 
trust  this  report  will  serve  as  an  indication  of  the 
efforts  exercised  by  the  Committee  in  behalf  of 
the  members  of  the  NSMA. 

Respectfully  submitted, 

J.  Whitney  Kelley,  M.D., 

Chairman. 

REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  G.  Bosley,  M.D.,  Grand  Island,  Chairman  : Hodson 
Hansen,  M.D.,  Lincoln  ; Robert  F.  Getty,  M.D.,  North  Platte : 
William  Rumbolz,  M.D.,  Omaha ; L.  R.  Smith.  M.D.,  Kearney ; 
J.  A.  McMillan,  M,D.,  Hastings. 

The  Maternal  and  Child  Health  Committee  met 
April  1,  1970.  All  Committee  members  were  pres- 
ent, plus  Robert  G.  Osborne,  M.D.,  Acting  Direc- 
tor of  the  State  Department  of  Health  and  Mr. 
Bill  Pack  representing  the  Communicable  Disease 
Division  of  the  State  Department  of  Health. 

Doctor  Bosley  called  the  meeting  to  order  and 
mentioned  that  there  were  three  subjects  he  felt 
the  Committee  should  discuss.  These  were  to  re- 
view the  maternal  mortality  reports  for  1969,  to 
review  the  current  use  of  Rho  Gam,  and  to  con- 
sider the  development  of  a statement  for  the  con- 
sideration of  the  NSMA  House  of  Delegates  con- 
cerning rubella  immunization  programs. 

In  1969  there  were  nine  maternal  deaths  reported 
to  the  Chairman  of  the  Committee  by  the  Bureau 
of  Vital  Statistics.  Report  forms  were  sent  to 
the  reporting  physicians,  and  all  but  two  were  re- 
turned promptly.  Of  the  nine  reported  deaths, 
five  were  not  due  to  pregnancy-related  conditions. 
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These  have  been  reviewed  by  the  Committee  and 
a published  report  will  appear  in  the  Journal  with- 
in the  next  year.  These  reports  have  been  pub- 
lished for  the  last  four  years,  as  the  Committee 
was  directed  to  do  when  this  study  was  initiated 
seven  years  ago.  Again,  the  Committee  is  im- 
pressed with  the  promptness  with  which  most  physi- 
cians answer  these  inquiries  and  with  the  com- 
pleteness of  their  reports. 

The  Committee  discussed  in  great  detail  the 
problem  of  immunization  for  rubella.  There  is  con- 
tinually increasing  pressure  from  several  sides  to 
institute  mass  programs  to  achieve  a high  level 
of  immunity  more  quickly  than  could  probably  be 
achieved  through  physicians’  offices  alone.  Mr. 
Bill  Pack  of  the  United  States  Public  Health  Serv- 
ice, presently  attached  to  the  State  Department  of 
Health,  stated  that  the  Department  of  Health  has 
a grant  to  provide  45,000  doses  of  rubella  vaccine. 
He  estimated  that  there  are  approximately  320,000 
children  in  Nebraska  between  the  ages  of  one  and 
eleven  years,  who  might  be  considered  eligible  for 
immunization.  The  rubella  vaccine  which  would  be 
available  from  this  source  is  packaged  in  50-dose 
ampules,  and  there  is  some  doubt  that  it  could 
be  adapted  other  than  community-wide  programs, 
using  appropriate  injection  devices. 

A serious  question  raised  during  the  discussion 
was  the  possibility  of  communicability  of  the  vac- 
cine virus.  Several  studies  (notably  those  reported 
in  the  American  Journal  of  Disease  of  Children 
for  August  and  September,  1969)  point  out  that  al- 
though the  vaccine  virus  does  appear  in  nasal  se- 
cretions of  vaccinated  individuals,  there  is  no  evi- 
dence that  this  is  communicated  to  susceptible 
(seronegative)  individuals.  Documentation  of  this 
point  is  fairly  extensive.  To  date,  the  Committee 
has  seen  no  documented  work  suggesting  a trans- 
mitted infection  with  the  vaccine  virus.  Members 
of  the  Committee  were  concerned  with  this  be- 
cause of  the  possibility  of  women  in  their  early 
pregnancy  contracting  an  infection  from  their  vac- 
cinated children.  Again,  there  is  no  documentation 
that  such  transmission  does  occur.  The  Committee 
struggled  mightily  with  this  point. 

It  has  seemed  necessary  that  the  House  of  Dele- 
gates consider  the  advisability  or  necessity  of  com- 
munity-wide programs  for  rubella  immunizations. 
The  Legislature  in  Kansas  has  passed  a law  requir- 
ing each  student  entering  school  for  the  first  time 
to  have  rubella  immunizations  and  that  all  children 
under  age  ten  must  show  evidence  of  immunization 
by  January  1,  1971.  Money  was  appropriated  for 
purchase  of  vaccine.  The  Kansas  Medical  Society 
helped  sponsor  this  bill  and  helped  support  it,  but 
admit  now  that  they  do  not  know  what  to  do  with 
it.  In  South  Dakota,  immunizations  against  rubella 
has  been  left  up  to  the  local  physicians  and  the 
local  medical  societies,  and  apparently  the  State 
Association  has  taken  no  official  stand.  In  Utah, 
the  Utah  State  Medical  Association  was  a co-spon- 
sor of  a rubella  immunization  program  and  has 
been  so  named  in  the  publicity  pertaining  to  it. 
The  State  Association  of  Utah  has  endorsed  this 
program,  although  individual  county  societies  could 
make  the  choice  of  participating  or  not.  The  Execu- 
tive Director  indicates  there  was  a “unanimous  re- 
sponse.” In  North  Dakota,  the  State  Medical  As- 
sociation has  not  acted  on  the  question  of  mass  im- 
munization for  rubella.  The  Commission  on  Medical 
Services  has  approved  this  program  which  has  been 


conducted  by  the  State  Health  Department  in  North 
Dakota.  Their  Director  states  there  has  been  good 
cooperation  between  the  State  Health  Officer  and 
the  District  Medical  Societies.  These  points  are 
mentioned  to  tell  the  House  of  Delegates  what  is 
happening  in  states  around  us. 

The  Maternal  and  Child  Health  Committee  does 
not  make  a specific  recommendation  to  the  House 
of  Delegates  on  this  point.  There  are  reasons  for 
and  against  community-wide  programs.  The  Com- 
mittee was  assured  by  the  State  Health  Department 
that  no  program  would  be  carried  out  without  the 
active  participation  of  the  County  Medical  Society. 
Obviously,  there  is  not  sufficient  vaccine  to  im- 
munize every  eligible  child  in  Nebraska,  and  the 
problem  is  how  to  reach  those  in  greatest  need 
of  vaccine  from  this  source,  and  to  apportion  the 
vaccine  fairly  around  the  State.  The  Committee 
wishes  to  pose  this  question  to  the  wider  considera- 
tion possible  in  the  House  of  Delegates,  and  mem- 
bers of  the  Committee  will  be  present  to  participate 
in  discussion  of  Reference  Committees  and  the 
House. 

Respectfully  submitted, 

Warren  G.  Bosley,  M.D., 

Chairman. 

REPORT  OF  GERIATRICS  COMMITTEE 

John  A.  Brown,  III,  M.D.,  Lincoln,  Chairman  ; D.  W.  Kings- 
ley, Sr.,  M.D.,  Hastings ; F.  Faustian,  M.D..  Omaha ; Charles 
Bonniwell,  M.D.,  Omaha ; Vernon  Ward,  M.D.,  Omaha ; Robert 
G.  Osborne.  M.D.,  Lincoln. 

The  members  of  the  Committee  were  polled  by 
letter,  copy  of  which  is  attached.  Replies  were 
received  from  two  members  stating  that  there  was 
no  business  they  were  aware  of.  No  attempt  to 
generate  business  for  any  specific  purpose  was  re- 
ceived. It  is  recommended  to  all  county  medical 
societies  with  recommendations  to  this  Committee 
that  they  be  brought  to  our  attention  without  delay. 
No  meetings  have  been  held  and  at  the  present  time 
none  are  anticipated  from  what  can  be  gained  from 
the  foregoing. 

Respectfully  submitted, 

John  A.  Brown,  III,  M.D., 

Chairman. 

March  25,  1970 

Dear  Doctor: 

The  renamed  Committee  on  Aging  needs  to  take 
up  any  business  related  to  this  activity.  Please 
write  me  what  you  believe  should  be  discussed  at  a 
dinner  meeting.  The  content  of  your  reply  will  be 
used  to  make  up  the  agenda  of  this  meeting.  So 
that  the  Committee  can  have  a better  view  of  any 
problem,  feel  free  to  recommend  any  expert  who 
should  be  invited.  If  you  have  a preference  as  to 
the  evening  of  the  week  a dinner  meeting  should 
take  place,  please  include  this  in  your  reply. 

Please  send  your  reply  directly  to  me  at  1620 
“M”  Street,  Lincoln,  Nebraska. 

REPORT  OF  MENTAL  HEALTH  AND 
MENTAL  RETARDATION  COMMITTEE 

C.  H.  Farrell,  M.D.,  Omaha.  Chairman ; Robert  Fox.  M.D.. 
Spalding : James  Dunlap,  M.D..  Omaha ; Robert  Osborne, 

M.D.,  Lincoln  ; John  Baldwin,  M.D.,  Lincoln : H.  C.  Hender- 
son, M.D.,  Omaha  ; Chas.  Landgraf,  Jr.,  M.D.,  Hastings  ; Henry 
G.  Waters.  M.D.,  Omaha ; Robext  Wigton.  M.D.,  Omaha. 

During  the  year  the  members  of  the  Mental 
Health  and  Mental  Retardation  Committee  had  sev- 
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eral  meetings.  The  topic  of  discussion  was  with 
reference  to  proposed  changes  in  the  sexual  psycho- 
path law. 

There  was  considerable  discussion  and  various 
proposals  and  amendments  were  considered. 

At  the  final  meeting,  April  16,  1970,  an  excel- 
lent draft  of  changes  that  should  be  considered  for 
amending  the  present  sexual  psychopath  law  were 
submitted. 

It  is  the  opinion  of  all  the  members  of  the  com- 
mittee that  the  changes  suggested  would  markedly 
improve  the  functioning  of  the  present  question- 
able laws. 

As  the  matter  stands  at  this  time,  the  legal 
counsel  is  to  advise  us  further. 

Respectfully  submitted, 

C.  H.  Farrell,  M.D., 

Chairman. 

Report  of 

Board  of  Councilors 

April  26,  1970 

The  first  session  of  the  Board  of  Councilors  was 
held  at  the  Hotel  Cornhusker,  Lincoln,  Nebraska, 
on  April  26,  1970. 

The  following  Councilors  were  present:  Drs. 

Thomas  Gurnett,  Charles  Bell,  Robert  Benthack, 
Houtz  Steenburg,  Charles  Ashby,  H.  V.  Smith, 
Chas.  Landgraf,  Bruce  Claussen,  and  A.  J.  Aider- 
man. 

The  meeting  was  called  to  order  by  the  Chairman 
of  the  Board  of  Councilors,  Dr.  Steenburg. 

Dr.  Steenburg  informed  the  Council  that  Dr. 
H.  V.  Hunger,  Medical  Consultant  for  Medicare  in 
Nebraska,  had  asked  to  talk  to  the  Board  of  Coun- 
cilors. Dr.  Hunger  stated  that  it  was  quite  pos- 
sible that  the  Social  Security  Administration  would 
require  three  members  on  each  Utilization  Review 
Committee.  He  suggested  that  the  smaller  towns 
with  only  one  or  two  physicians  should  get  together 
and  form  the  three-member  Utilization  Review  Com- 
mittee; otherwise,  if  the  S.S.A.  did  require  the 
three  members,  there  would  be  a possibility  of  hav- 
ing lay  members  on  this  Committee. 

The  Chairman  called  for  approval  of  the  minutes 
of  the  Fall  Session  which  were  printed  in  the  Janu- 
ary, 1970,  issue  of  the  Nebraska  State  Medical 
Journal,  and  these  were  approved  as  printed. 

The  next  item  of  business  was  the  election  of 
one  member  of  the  Board  of  Trustees,  one  member 
of  the  Medicolegal  Advice  Committee  and  one  mem- 
ber of  the  Council  on  Professional  Ethics. 

It  was  moved  by  Dr.  Smith  that  Dr.  Salter  be 
reelected  to  the  Board  of  Trustees,  and  this  was  ap- 
proved. 

The  motion  was  made  by  Dr.  Gurnett  that  Dr. 
Kostal  be  reelected  to  the  Medicolegal  Advice  Com- 
mittee, and  this  was  approved. 

Dr.  Steenburg  stated  that  he  had  been  informed 
that  Dr.  Bancroft  had  indicated  that  he  did  not  wish 
to  be  reelected  to  the  Council  on  Professional  Ethics. 
The  Chairman  suggested  that  Dr.  Bell  bring  this 


nomination  to  the  Councilors  at  their  third  session 
on  Wednesday,  and  this  was  approved. 

The  requests  for  Life  Membership  were  read,  and 
these  were  approved. 

Dr.  Best,  Chairman  of  the  Board  of  Trustees, 
stated  that  he  had  several  items  he  would  like 
to  discuss.  He  asked  the  Councilors  to  consider 
some  type  of  reimbursement  to  the  Association  from 
the  Nebraska  Medical  Foundation  for  administra- 
tive expenses.  He  stated  that  inasmuch  as  the  Board 
of  Councilors  also  serve  as  the  Board  of  Trustees 
of  the  Foundation,  it  would  have  to  be  their  decision. 

Dr.  Best  also  stated  that  the  Board  of  Trustees 
had  discussed  the  payment  of  expenses  for  the 
A.M.A.  Alternate  Delegates.  The  Board  thought  that 
payment  of  all  expenses  or  per  diem  should  be 
considered.  It  was  the  concensus  of  opinion  of  the 
Board  of  Councilors  that  more  expenses  should  be 
paid  than  travel  expense,  which  is  the  current  policy. 

Dr.  Best  discussed  the  possibility  that  one  student 
from  each  of  the  two  medical  schools  might  have  his 
expenses  paid  to  either  the  state  or  the  A.M.A. 
meetings.  Following  discussion,  the  Chairman  sug- 
gested that  this  be  presented  to  the  House  on  a 
state  basis  first.  There  was  also  discussion  as  to 
whether  this  should  be  a student  from  each  class 
or  for  Juniors  or  Seniors  only. 

Following  the  consideration  of  the  reports  and 
resolutions  in  the  Handbook,  the  Council  was  ad- 
journed until  Monday,  April  27th. 

April  27,  1970 

The  second  session  of  the  Board  of  Councilors 
was  held  on  Monday,  April  27,  1970.  The  meeting 
was  called  to  order  by  the  Chairman,  Dr.  Steenburg. 

Roll  call  showed  the  following  Councilors  pres- 
ent: Drs.  Charles  Bell,  Robert  Benthack,  Houtz 

Steenburg,  Robert  Waters,  H.  V.  Smith,  Chas. 
Landgraf,  Bruce  Claussen,  and  A.  J.  Alderman. 

The  minutes  of  the  first  session  wei’e  approved 
as  printed. 

Dr.  Smith  stated  that  he  thought  that  some  action 
should  be  taken  on  the  matter  of  reimbursement 
to  the  Association  from  the  Nebraska  Medical  Foun- 
dation for  administrative  expenses.  The  motion  was 
made  to  approve  $1,200  per  year  from  the  Founda- 
tion to  the  Association  for  administrative  services. 
This  was  seconded  and  discussion  followed.  Dr. 
Claussen  asked  if  the  money  was  available  in  the 
Foundation  for  this  payment,  and  Mr.  Neff  informed 
the  Councilors  that  this  money  was  available.  This 
was  then  approved  by  the  Board  of  Councilors. 

Mr.  Neff  informed  the  Councilors  that,  in  accord- 
ance with  our  agreement  with  the  First  National 
Bank  and  Trust  Co.  whereby  we  agreed  to  guar- 
antee loans,  there  were  several  loans  which  the 
Foundation  had  been  required  to  pay  off  in  full. 
However,  he  indicated  that  initiation  of  payments 
on  these  loans  to  the  Foundation  were  being  worked 
out  with  each  individual  involved. 

Dr.  Smith  said  that  Dr.  Cornelius  had  told  of 
“neighborhood  dispensaries”  which  had  been  estab- 
lished in  some  states.  Following  discussion  on  this 
subject,  it  was  decided  to  ask  Dr.  Cornelius  and  the 
Deans  of  the  two  medical  schools  to  be  present 
at  the  third  session  on  Wednesday  to  discuss  this 
matter  further. 
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There  being  no  further  business,  the  meeting  was 
adjourned  until  Wednesday,  April  29th. 

April  29,  1970 

The  third  session  of  the  Board  of  Councilors  was 
held  on  Wednesday,  April  29,  1970.  The  meeting 
was  called  to  order  by  Dr.  Steenburg,  Chairman. 

Roll  call  showed  the  following  Councilors  present: 
Drs.  Thomas  Gurnett,  Charles  Bell,  Robert  Benthack, 
H.  D.  Kuper,  Houtz  Steenburg,  Charles  Ashby,  Rob- 
ert Waters,  H.  V.  Smith,  Chas.  Landgraf,  and  A.  J. 
Alderman. 

The  minutes  of  the  second  session  were  approved 
as  printed. 

The  Chairman  called  on  Dr.  Bell  for  the  nomina- 
tion of  the  member  of  the  Council  on  Professional 
Ethics  to  replace  Dr.  Bancroft.  The  name  of  Dr. 
Frank  Tanner  was  submitted,  and  this  was  approved 
by  the  Council. 

Dr.  Gurnett  discussed  the  matter  of  conflict  of 
interest  between  Peer  Review  Committees,  Utiliza- 
tion Review  Committee,  the  Policy  Committee,  etc. 
He  said  that  a motion  had  been  tabled  by  the  House 
of  Delegates  which  stated,  “that  any  member  of  any 
Peer  Review  Committee,  Policy  Committee  or  other 
fee  adjudicating  body  not  be  a member  of  the  Blue 
Shield  Board  of  Directors  and  the  aforementioned 
bodies  simultaneously.”  Dr.  Gurnett  suggested  that 
this  matter  be  referred  to  the  Medicolegal  Advice 
Committee  and  that  they  consult  with  our  legal 
counsel  on  this.  Dr.  Landgraf  moved  that  such  a 
study  be  taken  immediately,  and  this  was  approved 
by  the  Council. 

There  being  no  further  business  the  Board  of 
Councilors  were  adjourned. 

Report  of 

House  of  Delegates 

First  Session 

The  first  session  of  the  House  of  Delegates  was 
held  at  the  Hotel  Cornhusker,  Lincoln,  Nebraska, 
on  April  26,  1970.  The  House  was  called  to  order 
by  the  Speaker,  Dr.  Wm.  Nutzman. 

The  report  of  the  Credentials  Committee  showed 
60  delegates  were  present  and  the  meeting  was 
declared  in  session. 

Dr.  Nutzman  called  for  any  requests  there  might 
be  to  seat  delegates  not  on  the  certified  listing.  Re- 
quests came  from  Omaha-Douglas  County,  Four 
County,  Hall  County,  and  Lancaster  County,  and 
these  were  approved  by  the  House. 

Dr.  Steenburg,  Chairman  of  the  Board  of  Coun- 
cilors, was  asked  to  present  an  oral  report  on 
their  first  session  which  was  held  just  prior  to 
the  meeting  of  the  House. 

Oral  reports  were  given  by  Dr.  Gilligan,  Chair- 
man of  the  Medicolegal  Advice  Committee,  and  by 
Dr.  Gogela,  Secretary-Treasurer  of  the  Nebraska 
MEDPAC. 

Dr.  Egan  was  asked  to  introduce  Mr.  Emmett  J. 
Doerr,  the  representative  of  the  SAMA  Chapter  of 
Creighton  University  School  of  Medicine. 

The  Speaker  called  for  approval  of  the  minutes 


of  the  Fall  Session  of  the  House  of  Delegates,  which 
were  printed  in  the  January,  1970  issue  of  the 
Nebraska  State  Medical  Journal.  These  were  ap- 
proved as  printed. 

Following  a short  recess,  the  following  Nominat- 
ing Committee  was  selected: 

District  # 1 — William  Jensen,  M.D.,  Omaha 
District  # 2 — Paul  Goetowski,  M.D.,  Lincoln 
District  # 3 — Myron  Samuelson,  M.D.,  Wymore 
District  # 4 — James  Carlson,  M.D.,  Verdigre 
District  # 5 — Robert  Sorensen,  M.D.,  Fremont 
District  # 6 — Richard  Pitsch,  M.D.,  Seward 
District  # 7 — V.  F.  Colon,  M.D.,  Friend 
District  # 8 — Frank  Wanek,  M.D.,  Gordon 
District  # 9 — Charles  Hranac,  M.D.,  Cozad 
District  #10 — H.  A.  McConahay,  M.D.,  Holdrege 
District  #11 — D.  L.  Larsen,  M.D.,  North  Platte 
District  #12 — C.  N.  Sorensen,  M.D.,  Scottsbluff 

The  following  requests  for  Life  Membership  were 
read  and  referred  to  Reference  Committee  #1: 

Lancaster  County 

W.  Allen  Campbell,  M.D. 

H.  B.  Morton,  M.D. 

Fritz  Teal,  M.D. 

J.  C.  Thompson,  M.D. 

Omaha-Douglas  County 
E.  A.  Connolly,  M.D. 

James  P.  Donelan,  M.D. 

Harry  R.  Elston,  M.D. 

Arthur  J.  Offerman,  M.D. 

Charles  J.  Shramek,  M.D. 

Pierce-Antelope  County 
W.  I.  Devers,  M.D. 

Southwest  Nebraska  County 
Clarence  Minnick,  M.D. 

Washington  County 

Walter  E.  Goehring,  M.D. 

The  reports  and  resolutions  contained  in  the  Hand- 
book and  also  those  presented  from  the  floor  were 
assigned  to  Reference  Committees  as  follows: 

Reference  Committee  #1 
Financial  Audit 
Allied  Professions  Committee 
Sub-Committee  on  Athletic  Injuries 
Geriatrics  Committee 
Himler  Report 

Resolution  #5  — Cardio-Pulmonary  Resuscita- 
tion in  Hospitals 

Reference  Committee  #2 

12th  National  Conference  on  Physicians  and 
Schools 

Cancer  Committee 
Policy  Committee 

Mental  Health  and  Mental  Retardation  Com- 
mittee 

Resolution  #6  — Opposition  to  Universal  Health 
Insurance 

Resolution  #9  — Compulsory  Membership  in 
A.M.A. 

Resolution  #11  — Sex  Education 
Reference  Committee  #3 
Board  of  Trustees 
Insurance  Committee 
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Life  Memberships 

Letter  from  Welfare  Regarding  Physicians’ 
Agreement 

Resolution  #1  — Participating  Agreement  by 
Nebraska  Department  of  Public  Welfare 
Resolution  #2  — Welfare  Fees 
Resolution  #3  — Opposition  to  Participating 
Agreement  and  Reaffirmation  of  Usual  and 
Customary  Fee 

Resolution  #7  — Medicare-Federal  Control 
Resolution  #10  — Medical  Nomenclature 

Reference  Committee  #4 

Ad-Hoc  Committee  on  Referral  Laboratories 
Maternal  and  Child  Health  Committee 
Regional  Medical  Program 
Nebraska  Medical  Foundation  Report 
Request  for  Drug  Information 
Medical  Identification 

Resolution  #4  — Clarification  of  Payment  Prac- 
tices for  Assistant  at  Surgery 
Resolution  #8  — A.M.A.  Public  Information 

There  being  no  further  business,  the  House  was 
adjourned  until  Monday,  April  27,  1970. 

House  of  Delegates 

Second  Session  — April  27,  1970 

The  second  session  of  the  House  of  Delegates  was 
held  on  Monday,  April  27,  1970.  The  meeting  was 
called  to  order  by  the  Speaker,  Dr.  Nutzman. 

The  report  of  the  Credentials  Committee  showed 
that  59  delegates  were  present  and  the  House 
was  declared  in  session. 

Dr.  Kugel  was  asked  to  introduce  the  President 
of  the  SAM  A Chapter  of  the  University  of  Ne- 
braska College  of  Medicine,  Mr.  Robert  Gingery. 

Dr.  Best,  Chairman  of  the  Board  of  Trustees,  was 
asked  for  an  oral  report.  He  said  that  he  had 
presented  a couple  of  items  to  the  Board  of  Coun- 
cilors at  their  first  session,  and  he  would  now 
like  to  present  these  to  the  House  of  Delegates 
for  their  consideration.  These  were  the  payment 
of  expenses  of  the  Alternate  Delegates  to  the 
A.M.A.,  and  the  payment  of  expenses  of  a student 
from  each  medical  school  to  the  state  or  A.M.A. 
meetings. 

There  was  discussion  on  how  these  students 
should  be  selected,  and  Dr.  Nutzman  called  on  the 
SAMA  representatives  for  their  ideas  as  to  how 
these  might  be  selected.  Mr.  Doen-  from  Creighton 
University  suggested  that  the  SAMA  Chapter 
might  select  the  student  to  represent  the  school. 
Mr.  Gingery  from  the  University  of  Nebraska  sug- 
gested that  this  student  be  chosen  by  the  students 
themselves. 

Dr.  Nutzman  then  asked  the  House  how  they 
wished  to  handle  these  two  matters.  Dr.  Cornelius, 
Chairman  of  Reference  Committee  #3,  stated  that 
this  Committee  would  be  meeting  again  on  Tues- 
day morning  to  make  a final  report  on  the  Report 
of  the  Board  of  Ti-ustees  and  that  the  matter  of 
the  payment  of  expenses  for  the  Alternate  Delegates 
to  the  A.M.A.  could  be  taken  care  of  at  the  same 
time. 

Dr.  Ramsay  moved  that  the  matter  of  student 
representatives  also  be  assigned  to  the  Reference 


Committee  with  the  recommendation  that  they  study 
the  feasibility  of  establishing  a new  form  of  mem- 
bership for  all  medical  students  in  the  State  Medical 
Association.  This  was  approved. 

The  Speaker  called  attention  to  the  minutes  of 
the  first  session  of  the  Board  of  Councilors.  These 
were  approved  by  the  House. 

Oral  reports  from  the  two  medical  schools  were 
called  for  and  these  were  presented  by  Dr.  Robert 
Kugel,  Dean,  University  of  Nebraska  College  of 
Medicine,  and  Dr.  Richard  Egan,  Dean,  Creighton 
University  School  of  Medicine. 

Dr.  Nutzman  called  for  approval  of  the  minutes 
of  the  first  session  of  the  House  of  Delegates, 
which  were  printed  and  in  the  hands  of  all  dele- 
gates. These  were  approved  as  printed. 

The  following  Reference  Committee  Reports  were 
then  presented  to  the  House  of  Delegates: 

Reference  Committee  #1 

Members  of  your  Reference  Committee  #1  were 
Drs.  Gurnett,  Chairman;  Miller  and  Burghart. 

The  Reference  Committee  adopted  the  Financial 
Audit,  the  Report  of  the  Sub-Committee  on  Ath- 
letic Injuries;  and  also  Resolution  #5  as  follows 
introduced  by  the  Omaha-Douglas  County  Medical 
Society : 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  urge  the  medical  staffs  of  Ne- 
braska hospitals  to  appoint  a committee  or  an 
individual  physician  to  be  responsible  for 
cardio-pulmonary  resuscitation  activities  in 
said  hospitals;  and  be  it  further 

RESOLVED,  that  regular  instruction  in  ex- 
ternal cardio-pulmonary  resuscitation  be  given 
to  the  medical  and  nursing  staff  of  Nebraska 
hospitals. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #1  adopted  the  Report 
of  the  Geriatrics  Committee  as  carried  in  the  Hand- 
book and  expresses  the  concern  with  that  Commit- 
tee that  there  is  an  apparent  lack  of  activity  gen- 
erated by  the  absence  of  any  concise  material  for 
the  Committee  to  consider. 

It  is  the  feeling  of  the  Reference  Committee  that 
there  are  a tremendous  number  of  problems  affect- 
ing the  aged  which  could  be  well  handled  by  the 
Geriatrics  Committee  and  would  like  to  bring  to 
the  attention  of  the  House  of  Delegates  that  this 
Committee  is  willing  and  able  to  consider  the  prob- 
lems of  the  geriatric  patient  whenever  these  prob- 
lems are  brought  to  its  attention. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #1  adopted  the  Allied  Pro- 
fessions Committee  Report  as  carried  in  the  Hand- 
book and  we  are  grateful  to  Dr.  Tamisiea,  Chair- 
man of  this  Committee,  for  the  additional  informa- 
tion which  he  has  gathered  and  which  will  be  pub- 
lished in  the  State  Medical  Journal  along  with  the 
Committee  Report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 
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It  is  the  further  recommendation  of  your  Refer- 
ence Committee  that  doctors  of  medicine  continue 
as  the  primary  source  of  paramedical  education. 

It  is  the  further  recommendation  of  your  Com- 
mittee that  the  degree  of  training  required  by  the 
paramedical  personnel  be  judged  solely  by  doc- 
tors of  medicine  and  that  these  paramedical  person- 
nel function  under  their  direct  supervision. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #1  recommends  the  adop- 
tion of  the  Ad-Hoc  Committee’s  revision  of  the 
Himler  Report  as  submitted  by  Dr.  Coe. 

Reference  Committee  #1  also  wholeheartedly  en- 
dorses the  summation  of  this  report  as  delivered 
by  Dr.  Coe  to  the  House  of  Delegates  at  their 
first  session.  The  addendum  comments  follow  the 
report. 

It  is  the  opinion  of  Reference  Committee  #1 
that  because  of  the  importance  of  this  matter  that 
a printed  copy  of  the  remarks  given  by  Dr.  Coe 
in  the  summary  of  the  Ad-Hoc  Committee  Report 
on  the  Himler  Report  be  made  available  to  each 
member  of  the  House  of  Delegates  and  be  given  to 
the  delegates  to  the  A.M.A.  in  sufficient  quantity 
for  distribution  to  the  delegates  of  the  American 
Medical  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #1  AS  A WHOLE.  This  was  approved  by 
the  House. 

Reference  Committee  #2 

Members  of  your  Reference  Committee  #2  were 
Drs.  Mason,  Chairman;  Ebers  and  Graupner. 

Your  Reference  Committee  received  the  report 
of  the  Cancer  Committee  and  there  was  consider- 
able discussion  as  to  the  importance  of  establishing 
cancer  as  a reportable  disease  in  Nebraska.  It 
was  felt  by  most  of  the  members  who  testified 
relative  to  the  Cancer  Committee  Report  that  cancer 
research  in  Nebraska  is  not  being  hindered  by 
the  fact  that  it  is  not  reportable  at  the  present 
time.  It  was  brought  out  that  making  cancer  a 
reportable  disease  would  duplicate  a considerable 
amount  of  work  now  being  performed  at  most  of 
the  hospitals  in  our  metropolitan  cities  and  that 
any  research  efforts  being  made  which  would  re- 
quire additional  statistical  information  could  be 
supplemented  by  adequate  reports  from  the  smaller 
hospitals  records  departments  throughout  Ne- 
braska. It  was  also  brought  out  in  testimony  be- 
fore your  Reference  Committee  that  this  would 
represent  a departure  from  the  classification  of 
present  reportable  diseases  which  are  primarily 
communicable.  Mr.  Speaker,  your  Reference  Com- 
mittee would  like  to  thank  the  Cancer  Committee 
for  the  report,  but  we  recommend  that  cancer 
remain  a non-reportable  disease  in  the  State  of 
Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 


Your  Reference  Committee  also  received  the 
brief  Report  on  the  12th  National  Conference  on 
Physicians  and  Schools.  Again,  we  would  like  to 
thank  Dr.  Fuenning  for  his  efforts  in  our  behalf 
in  making  this  report  and  heartily  endorse  his 
recommendation  that  the  program  committee  of  the 
Nebraska  State  Medical  Association  incorporate  a 
half-day  program  relative  to  learning  problems  at 
its  next  state-wide  meeting.  Your  Reference  Com- 
mittee also  endorses  the  concept  that  this  half-day 
program  should  be  presented  by  both  physicians  and 
educators. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  also  received  the  re- 
port of  the  Policy  Committee  which  is  of  an  interim 
and  informational  nature.  The  report,  however, 
does  contain  the  request  for  authorization  from 
the  House  of  Delegates  to  appoint  an  Ad-Hoc  Com- 
mittee on  Committees  to  study  the  current  Associa- 
tion committee  structure.  Although  the  President 
of  our  state  association  could  appoint  such  an  ad- 
hoc  committee  without  House  endorsement,  we  felt 
that  the  results  of  any  such  ad-hoc  committee 
would  require,  in  all  probability,  some  constitu- 
tional amendments,  and  therefore  are  sympathetic 
with  the  Policy  Committee’s  request  for  House 
endorsement  of  such  a committee.  Mr.  Speaker, 
your  Reference  Committee  recommends  adoption 
of  the  Policy  Committee  Report,  including  author- 
ization from  the  House  of  Delegates  for  the  Policy 
Committee  to  appoint  an  Ad-Hoc  Committee  on 
Committees  to  study  the  current  Association  com- 
mittee structure. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  also  received  a short 
written  report  from  the  Mental  Health  and  Mental 
Retardation  Committee  supplemented  by  an  oral 
report  from  Dr.  Kelley.  The  primary  efforts  of 
this  Committee  have  been  toward  developing  a 
sexual  psychopath  law  which  can  be  introduced 
into  the  next  Legislative  session.  At  the  present 
time  their  efforts  are  termed  successful.  This 
committee  contains  members  representing  most, 
if  not  all,  involved  and  concerned  groups  in  the 
State  of  Nebraska.  Your  Reference  Committee 
felt  that  the  efforts  of  the  Mental  Health  Com- 
mittee should  be  commended  and  encouraged. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
#6,  introduced  by  the  Omaha-Douglas  County  Medi- 
cal Society,  as  follows: 

WHEREAS,  the  Association  of  American 
Medical  Colleges  on  November  3,  1969,  ap- 
proved in  principle  “a  universal  health  insur- 
ance for  all  citizens;”  and 

WHEREAS,  the  Assembly  (policy  body)  of 
the  A.A.M.C.  has  appointed  an  ad  hoc  com- 
mittee to  develop  a detailed  position  statement 
on  a universal  health  insurance  for  all  citi- 
zens; and 

WHEREAS,  the  A.A.M.C.  has  heretofore 
concerned  itself  primarily  with  medical  educa- 
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tion  and  now  states  that  its  principal  objective 
is  “the  best  possible  health  care  for  the  peo- 
ple” thereby  plunging  into  the  problem  of  socio- 
economics of  the  delivery  of  medical  care,  a 
responsibility  traditionally  carried  on  by  the 
A.M.A.  and  numerous  state,  county  and  spe- 
cialty medical  organizations;  therefore  be  it 

RESOLVED,  that  the  Nebraska  State  Medical 
Association  decry  the  entrance  of  A.A.M.C.  in- 
to the  political,  social  and  economic  arena  of 
medical  care;  and  be  it  further 

RESOLVED,  that  the  N.S.M.A.  notify  both 
Nebraska  medical  schools  as  institutional  mem- 
bers of  the  A.A.M.C.  of  disapproval  of  their 
support  of  a universal  health  insurance  pro- 
gram because  by  its  very  nature  such  a program 
is  socialistic  and  compulsory;  and  be  it  further 

RESOLVED,  that  the  N.S.M.A.  delegates  to 
the  A.M.A.  be  instructed  to  prepare  a suitable 
resolution  to  be  introduced  into  the  House  of 
Delegates  of  the  A.M.A.  in  June,  1970,  ex- 
pressing disapproval  of  the  A.A.M.C.’s  entry 
into  an  area  beyond  its  traditional  scope  and 
experience;  and  be  it  further 

RESOLVED,  that  the  N.S.M.A.  reaffirms  and 
re-emphasizes  its  dedication  to  the  practice 
of  private  medicine;  re-endorses  the  concept  of 
fee-for-service  as  the  ideal  method  of  physician 
reimbursement;  defends  the  basic  concept  of 
freedom  of  choice  for  both  physician  and  pa- 
tient; and  rejects  third  party  interference  as 
being  inimical  to  quality  medical  care. 

In  Reference  Committee,  the  second  “RESOLVED” 
was  changed  to  read  as  follows: 

“RESOLVED,  that  the  N.S.M.A.  notify  both 
Nebraska  Schools  as  institutional  members  of 
N.S.M.A.  disapproval  of  an  universal  health  in- 
surance program  because  by  its  veiy  nature 
such  a program  is  socialistic  and  compulsory; 
and  be  it  further” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
#9,  introduced  by  the  Omaha-Douglas  County  Medi- 
cal Society,  as  follows: 

WHEREAS,  the  members  of  the  Omaha- 
Douglas  County  Medical  Society  recognize  the 
importance  of  A.M.A.  support,  particularly  be- 
cause more  than  seventy  per  cent  of  its  budget 
is  used  for  essential  scientific  and  educational 
endeavors  as  a service  to  the  public  and  to  the 
medical  profession;  and 

WHEREAS,  there  are  court  precedents  that 
the  membership  of  a physician  in  one  organiza- 
tion (county  medical  society)  is  not  a valid 
requirement  for  membership  in  another  organ- 
ization (medical  staff  of  a hospital);  and 

WHEREAS,  the  Omaha  - Douglas  County 
Medical  Society  is  opposed  to  compulsion  as  a 
basic  principle  in  membership  enrollment; 

THEREFORE  BE  IT  RESOLVED,  that  the 
compulsory  requirement  of  A.M.A.  membership 
as  a precondition  to  state  medical  society  mem- 
bership be  abolished  as  of  January  1,  1971. 


Mr.  Speaker,  we  recommend  adoption  of  this 
resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  discussion  followed. 

Dr.  Nye  stated  that  he  realized  that  the  physi- 
cians think  the  A.M.A.  is  not  doing  much  for  them, 
but  that  they  should  give  this  matter  some  more  con- 
sideration. Dr.  Nye  then  asked  that  this  resolution 
be  tabled  until  the  1970  Fall  Session  of  the  House. 
Following  more  discussion,  the  House  approved  the 
tabling  of  this  resolution  until  the  Fall  Session. 

Your  Reference  Committee  also  considered  Reso- 
lution #11,  introduced  by  the  Hamilton  County 
Medical  Society,  as  follows: 

WHEREAS,  sex  education  has  been  discussed 
yearly  or  annually  in  the  House  of  Delegates, 
and 

WHEREAS,  ETV  has  produced  several  fine 
educational  films  under  the  auspices  of  the 
medical  auxiliary;  therefore  be  it 

RESOLVED,  that  N.S.M.A.  recommend  these 
films  be  made  available  to  our  school  systems 
in  answer  to  the  continuing  problem  of  sex 
education  in  our  schools. 

The  “RESOLVED”  portion  of  this  resolution 
was  likewise  amended  in  committee.  The  “RE- 
SOLVED” should  read: 

“RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  recommend  to  the  State  Board  of 
Education  that  the  ‘Sons  and  Daughters’  series  of 
sex  education  films  be  made  available  for  show- 
ing in  schools  throughout  the  state;  and  be  it 
further 

“RESOLVED,  that  this  endorsement  of  the 
‘Sons  and  Daughters’  series  carry  the  recom- 
mendation that  the  parents  see  the  film  with 
their  children  as  per  the  guidelines  previously 
passed  by  this  House  of  Delegates  relative 
to  all  sex  education  material.” 

Mr.  Speaker,  your  Reference  Committee  recom- 
mends adoption  of  this  resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #2  AS  AMENDED  AS  A WHOLE.  This 
was  approved  by  the  House. 

Reference  Committee  #3 

Members  of  Reference  Committee  #3  were  Drs. 
Cornelius,  Chairman;  Doering,  and  Truhlsen. 

Reference  Committee  #3  considered  the  report 
of  the  Insurance  Committee  and  recommends  its  ac- 
ceptance. It  is  further  recommended  that  this 
committee  be  commended  for  its  diligent  service 
to  the  membership  and  will  continue  to  receive 
the  support  in  its  continuing  activities.  It  is  fur- 
ther recommended  that  the  Insurance  Committee  be 
asked  to  design  a questionnaire  which  will  be  sent 
to  each  member  of  the  N.S.M.A.  for  the  purpose 
of  obtaining  information  regarding  present  mal- 
practice insurance  coverage,  with  specific  refer- 
ence to  such  points  as  name  of  insurance  carrier, 
whether  the  policy  is  an  individual  policy  or  was 
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purchased  through  a group,  limits  of  liability,  can- 
cellation clauses,  umbrella  coverage,  notification  of 
suit  requirements,  and  other  medical  functions  of 
the  member  such  as  serving  on  a Utilization  Ke- 
view  Committee,  etc.  It  is  further  recommended 
that  the  Board  of  Councilors  and  Executive  Secre- 
taries of  County  Societies,  where  such  are  avail- 
able, be  requested  to  assist  the  Insurance  Commit- 
tee in  compiling  as  complete  a list  as  possible. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #3  then  considered  the  ap- 
plications for  Life  Memberships  and  recommend 
the  approval  of  the  list  as  presented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #3  then  considered  Reso- 
lutions #1  and  #3  together  inasmuch  as  they  both 
referred  to  a provider  agreement  devised  by  the 
State  Department  of  Public  Welfare.  These  resolu- 
tions read  as  follows: 

#1  — Introduced  by  Dodge  County  Medical 
Society 

WHEREAS,  a mandate  has  been  received 
from  the  Department  of  Public  Welfare  of  the 
State  of  Nebraska  for  all  Practitioners  licensed 
by  the  Department  of  Health  to  sign  a “Par- 
ticipating Agreement,”  and 

WHEREAS,  qualifications  for  licensure  for 
the  practice  of  medicine  in  the  State  of  Ne- 
braska by  the  Department  of  Health  do  not 
include  coercive  agreements  of  any  type,  and 

WHEREAS,  Item  #4  of  the  agreement  af- 
forded the  right  of  the  Department  of  Public 
Welfare  to  review  physicians  records,  which 
item  necessitated  legal  counsel  to  reword  this 
infringement  to  state  that  such  records  will  be 
kept  and  furnished  upon  request  by  the  State 
Agency,  the  intent  and  purpose  of  the  Partici- 
pating Agreement  has  not  been  changed,  and 

WHEREAS,  the  House  of  Delegates  of  the 
N.S.M.A.  at  its  annual  session  in  April,  1969, 
resolved  to  eliminate  future  Nebraska  Medical 
Service  insurance  contracts  containing  partici- 
pation designations  thus  maintaining  the  free 
choice  of  physician  concept,  and 

WHEREAS,  if  a physician  does  sign  such  a 
Participating  Agreement  with  Nebraska  Pub- 
lic Welfare  Department,  the  free  choice  of 
physician  on  a fee-for-service  concept  of  medi- 
cal practice  in  this  segment  (indigent)  of  our 
populations  will  be  destroyed,  and 

WHEREAS,  if  Participating  Agreements 
with  administrators  of  the  federally  - funded 
Title  XIX  (Medicaid)  program  are  signed  by 
vendors  of  medical  care,  it  would  logically  fol- 
low that  the  same  type  of  coercive  agreement 
would  also  be  received  from  the  same  govern- 
mental administrators  of  the  same  federally 
funded  Title  XVIII  (Medicare)  program; 

THEREFORE  BE  IT  RESOLVED,  that  all 
members  of  the  Dodge  County  Medical  Society 
have  agreed  to  continue  administering  to  the 
medical  needs  of  Title  XIX  patients  as  here- 


tofore; that  the  free  choice  of  physicians  will 
continue  to  be  offered;  that  the  fee-for-sei’vice 
concept  will  continue  to  be  followed  through  a 
sub-standard  fee  for  the  same  or  similar  serv- 
ice has  historically  been  accepted  from  the  De- 
partment of  Public  Welfare;  however,  be  it 
resolved  that  no  member  of  this  County  Society 
will  sign  a “Participating  Agreement.” 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  of  the  N.A.M.A.  urge  all 
physicians  in  all  counties  of  this  state  to  desist 
from  signing  any  Participating  Agreement  (but 
not  refrain  from  treating  or  charging  a fee  for 
his  service  to  this  group  of  patients^ 

BE  IT  FURTHER  RESOLVED,  that  the 
N.S.M.A.  urge  the  A.M.A.  to  take  a strong 
position  in  those  states  administering  the  Medi- 
caid Program  to  cease  and  desist  such  coercive 
agreements  which  tend  to  split  the  profession 
into  participating  and  non-participating  fac- 
tions. 

#3  — Introduced  by  Saline  County 
Medical  Society 

WHEREAS,  the  State  Welfare  Department 
in  concurrence  with  the  directive  of  the  Depart- 
ment of  HEW  has  recently  sent  out  a contrac- 
tual form  to  providers  of  health  care,  and 

WHEREAS,  that  form  restricts  the  payment 
to  the  provider  at  whatever  level  the  depart- 
ment directs,  and 

WHEREAS,  that  is  a breach  of  the  original 
arrangement  where  “usual  and  customary”  fees 
were  to  be  paid,  and 

WHEREAS,  the  Federal  Government  does  not 
restrict  other  providers  of  services  to  fixed 
levels; 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  go  on  formal  record  aS^ 
opposing  the  restrictions  of  the  contractual 
form  and  instead  reaffii'm  its  wish  to  continue 
remuneration  to  the  provider  at  the  “usual  and 
customary”  fee. 

Reference  Committee  #3  makes  the  following 
recommendations : 

1.  That  the  N.S.M.A.  not  accept  the  ruling  re- 
ceived from  the  Regional  Headquarters  of 
HEW  as  final  word  which  indicated  that  the 
physicians  are  required  to  sign  the  provider 
agreements  under  provisions  of  Section  1902 
A-27,  of  the  Social  Security  Act,  and  that  the 
Policy  Committee  of  the  N.S.M.,  through  its 
legal  counsel,  appeal  directly  to  the  General 
Counsel  of  the  Department  of  HEW  for  fur- 
ther interpretation. 

2.  In  the  event  that  a satisfactory  resolution  of 
the  controversy  is  not  reached  by  the  above 
method,  it  is  further  recommended  that  the 
representatives  of  the  N.S.M.A.  present  this 
problem  to  the  Honorable  Senator  Carl  T. 
Curtis,  a member  of  the  Senate  Finance  Com- 
mittee, requesting  clarification  or  alteration 
of  the  interpretation  of  P.L.  89-97,  Section 
1902  A-27. 

3.  In  view  of  the  uncertainty  that  presently  ex- 
ists regarding  the  necessity  for  signing  pro- 
vider agreements  by  physicians,  that  the 
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N.S.M.A.  make  no  recommendations  to  the 
membership  with  regard  to  signing  such 
agreements  at  this  time. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  some  discussion  followed  regarding  rec- 
ommendation #3.  It  was  moved  and  seconded  that 
the  wording  be  changed  from  “.  . . that  the  N.S.M.A. 
make  no  recommendations  to  the  membership  . . .” 
to  “.  . . that  the  N.S.M.A.  House  of  Delegates  make 
no  recommendations  to  the  membership  . . .”  This 
change  was  approved  by  the  House,  and  this  section 
of  the  report  was  adopted  as  amended. 

Reference  Committee  #3  considered  Resolution  #2, 
introduced  by  the  Four  County  Medical  Society,  as 
follows: 

WHEREAS,  the  setting  of  fees  by  the  State 
Welfare  Department  as  authorized  under  the 
“Vendor  Law”  represents  the  worst  in  fee  set- 
ting and  government  control,  and 

WHEREAS,  we  are  not  allowed  to  bill  a 
welfare  patient  directly  due  to  this  Vendor 
Law;  be  it 

RESOLVED,  that  a committee  be  formed  to 
meet  with  the  appropriate  State  Legislative 
Committee  for  the  purpose  of  repealing  the 
Vendor  Law. 

Your  Reference  Committee  recommends  that  the 
Medical  Sers’ice  Committee  of  the  N.S.M.A.,  with 
the  advice  of  legal  counsel,  consider  the  present 
vendor  law  and  provide  information  and  recommen- 
dations to  the  House  of  Delegates  at  the  1970  Fall 
Session  as  to  the  feasibility  and  advisability  of 
repeal  of  that  section  pertaining  only  to  physicians 
as  opposed  to  repeal  of  the  vendor  law  in  its 
entirety. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #3  then  considered  Resolu- 
tion #7  from  the  Lancaster  County  Medical  So- 
ciety, as  follows: 

WHEREAS,  Section  1801,  P.L.  89-97  states, 
“Nothing  in  this  title  shall  be  construed  to 
authorize  any  Federal  officer  or  employee  to 
exercise  any  supeiwision  or  control  over  the 
practice  of  medicine  of  the  manner  in  which 
medical  services  are  provided,  or  over  the  se- 
lection, tenure,  or  compensation  of  any  officer 
or  employee  of  any  institution,  agency,  or 
person  providing  health  seiwices;  or  to  exercise 
any  supeiwision  or  control  over  the  administra- 
tion or  operation  of  any  such  institution,  agency, 
or  person,”  and 

WHEREAS,  the  rules  and  regulations  prom- 
ulgated under  P.L.  89-97  in  many  areas  HAVE 
exercised  supervision  and  control  over  the  prac- 
tice of  medicine  and  its  practitioners; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association,  through 
its  delegates  to  the  House  of  Delegates,  Amer- 
ican Medical  Association,  petition  that  organ- 
ization to  take  such  court  action  as  it  required 
to  enforce  the  prohibitions  of  P.L.  89-97  against 
Federal  interference  in  the  practice  of  medicine. 

Your  Reference  Committee  recommends  that  the 
House  direct  its  A.M.A.  Delegates  to  petition  the 


A.M.A.  to  confirm  that  violations  of  Section  1801 
of  P.L.  89-97  have  occuiTed  and  stringently  pro- 
test to  the  proper  authority  to  take  such  action  as 
is  necessary  to  eliminate  this  practice. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #3  then  considered  Resolu- 
tion #10  from  the  Omaha-Douglas  County  Medical 
Society,  as  follows: 

WHEREAS,  the  need  for  a uniform  system 
of  coding  and  nomenclature  in  order  to  describe 
accurately  the  great  variety  of  medical  services 
has  never  been  greater,  and 

WHEREAS,  the  American  Medical  Associa- 
tion has  prepared  an  accurate  and  current  sys- 
tem of  coding  and  nomenclature,  and 

WHEREAS,  State  Medical  Associations,  spe- 
cialty societies,  and  others  have  delayed  their 
own  efforts  so  as  to  be  certain  there  would 
be  one  universal  system  of  description  of  pro- 
fessional services;  therefore 

BE  IT  RESOLVED,  that  this  House  support 
the  system  of  coding  and  nomenclature  of  the 
American  Medical  Association,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska State  Medical  Association  House  of 
Delegates  urge  Nebraska  Blue  Shield  (Nebras- 
ka Medical  Service,  Inc.)  to  adopt  the  A.M.A. 
system  of  coding  and  nomenclature  as  the  uni- 
versal system  for  description  of  medical  seiw- 
ices. 

Your  Reference  Committee  recommends  that  the 
N.S.M.A.  defer  action  on  this  resolution  until  the 
1970  Fall  Session  at  which  time  copies  of  the 
A.M.A.’s  coding  and  nomenclature  publication  is 
available  for  inspection  and  after  the  A.M.A.’s 
House  of  Delegates  has  acted  upon  the  resolutions 
before  it  regarding  this  five  digit  system. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  also  considered  the  report 
of  the  Board  of  Trustees  but  has  deferred  action 
on  this  report  pending  clarification  of  several  ques- 
tions which  arose  regarding  same.  Action  on  this 
report  will  be  concluded  at  the  next  session  of 
Reference  Committee  #3. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #3  REPORT 
AS  AMENDED  AS  A WHOLE.  This  was  approved 
by  the  House. 

Reference  Committee  #4 

Members  of  your  Reference  Committee  #4  were 
Drs.  Charles  Landgraf,  Jr.,  Chairman;  and  James 
Ramsay,  member. 

Your  Reference  Committee  first  considered  Reso- 
lution #4  introduced  by  the  Omaha-Douglas  County 
Medical  Society,  as  follows: 

WHEREAS,  the  1965  Relative  Value  Study 
states,  “Surgical  Assistance  — Assistant  at 
surgery,  20%  of  listed  unit  value  of  surgical 
procedure  — Minimum  allowance  7.0  units,” 
and 
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WHEREAS,  it  is  the  understanding  that, 
whenever  possible,  the  attending  physician 
should  assist  in  the  procedure,  and 

WHEREAS,  the  present  Blue  Shield  Manual 
states,  “Benefits  are  payable  for  assistance  of 
a physician  who  actively  assists  the  operating 
physician  in  a covered  major  surgical  procedure 
on  an  inpatient  basis.  The  surgeon  in  charge 
of  the  case  shall  certify,  upon  request,  that 
the  services  of  interns,  residents,  house  officers 
or  physician  employees  of  the  hospital  were  not 
available  at  the  time  of  service.  In  such  cases. 
Blue  Shield  will  make  the  final  determination 
of  the  availability  of  benefits.” 

WHEREAS,  this  mechanism  arbitrarily 
usurps  the  attending  physicians  determination 
of  proper  medical  management  of  his  patient 
and  interposes  an  agent  of  an  institution  or  fa- 
cility without  necessarily  exercising  sound 
medical  judgment. 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  go  on  rec- 
ord as  opposed  to  the  second  and  third  sent- 
ences of  these  provisions,  and  recommend  to  Blue 
Cross-Blue  Shield  changes  in  these  provisions 
so  that  payment  for  the  services  of  the  at- 
tending physicians  are  allowed  regardless  of 
the  availability  of  interns,  residents,  house 
physicians  or  other  physician  employees  of  the 
hospital. 

Reference:  Blue  Shield  Manual  — Assistance 

at  Surgery  Section  — General  Provisions  #2 

The  concensus  of  the  numerous  discussants  was 
one  of  support  of  the  resolution  and  explicit  en- 
dorsement of  the  principle  that  the  decision  as 
to  employment  of  an  assistant  is  entirely  that  of 
the  surgeon.  It  was  pointed  out  that  commer- 
cial carriers  generally  do  not  pay  assistant’s  fees 
and  the  Reference  Committee  recommends  referral 
of  this  matter  to  the  Prepayment  Medical  Care  Com- 
mittee. Your  Reference  Committee  recommends  the 
approval  of  Resolution  #4  introduced  by  Omaha- 
Douglas  County  Medical  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #4  next  considered  the  mat- 
ter of  emergency  medical  identification  cards,  a 
tentative  project  of  the  N.S.M.A.  Auxiliary.  Presi- 
dent-Elect Brott  appeared  before  the  committee  and 
discussed  the  matter  in  detail  and  pointed  out  that 
the  Medic  Alert  Program  supported  by  the  insur- 
ance companies  and  the  AAGP  are  already  active 
in  this  area.  Under  the  circumstances,  the  Refer- 
ence Committee  recommends  that  the  House  of 
Delegates  advise  the  ladies  that  it  is  desirable 
that  the  Auxiliary  support  the  two  above  mentioned 
programs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #4  next  considered  the 
report  of  the  Maternal  and  Child  Health  Committee 
and  there  was  considerable  discussion  about  this 
report.  In  summary,  community-wide  immuniza- 
tion programs,  while  having  some  defects,  are  be- 
lieved to  be  worthwhile.  Problems  of  course  vary 


with  communities,  and  the  concensus  is  that  com- 
munity - wide  immunization  programs  should  occur 
on  a local  basis  in  cooperation  with  and  under  the 
supervision  of  County  Medical  Societies.  In  addi- 
tion, it  was  suggested  by  a number  of  discus- 
sants that  the  Maternal  and  Child  Health  Commit- 
tee should  intensify  its  efforts  to  publically  ex- 
plain the  facts  about  immunization  programs  in- 
cluding, where  appropriate,  facts  about  specific  vac- 
cines. The  Reference  Committee  commends  the  Ma- 
ternal and  Child  Health  Committee  for  its  con- 
tinuing highly  worthwhile  activities.  Your  Refer- 
ence Committee  recommends  the  approval  of  the 
report  of  the  Maternal  and  Child  Health  Commit- 
tee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded  and  there  was  much  discussion  relative  to 
how  records  should  be  kept,  and  also  the  possibility 
of  transmitting  infection  with  the  vaccine  virus. 
Following  this  discussion,  this  section  of  the  report 
was  adopted. 

Reference  Committee  #4  next  considered  the  re- 
port of  the  Regional  Medical  Program  and  once 
again  there  was  considerable  discussion  about  this 
report  and  the  Regional  Medical  Program  in  general. 

There  are  two  examples  of  the  highly  worthwhile 
aspects  of  this  Program  among  many  others:  For 
example,  in  the  Nebraska-South  Dakota  Regional 
Medical  Program,  417  nurses  have  participated 
in  the  ROCOM  program  and  there  has  been  mini- 
mal dropout;  secondly,  specifically  with  regard  to 
cardiac  emergencies,  many  people  are  now  alive  as 
a result  of  efforts  in  cardiac  resuscitation  education 
programs  and  the  creation  of  cardiac  resuscitation 
facilities. 

A number  of  bills  are  now  before  Congress  con- 
cerning Regional  Medical  Programs  and  Compre- 
hensive Health  Planning  and  among  them  specific- 
ally mentioned  was  the  so-called  Javits  Bill  which 
among  other  features,  places  responsibility  for 
delegation  of  money  in  the  hands  of  Governors  of 
the  several  states.  It  was  pointed  out  by  many  dis- 
cussants that  N.S.M.A.  would  be  in  an  untenable 
position  if  this  bill  passed  and  it  was  recommended 
that  N.S.M.A.  indicate  its  opposition  to  this  bill. 

Lastly,  we  were  reminded  by  Chairman  Harold 
Morgan  that  a report  of  the  financing  in  detail 
of  the  Nebraska  - South  Dakota  Regional  Medical 
Program  will  occur  at  the  Fall  Session  of  the  House 
of  Delegates. 

Reference  Committee  #4  recommends  that  the 
House  of  Delegates  commend  highly  Chairman  Har- 
old Morgan  and  his  Executive  Committee.  Your 
Reference  Committee  recommends  approval  of  the 
report  of  the  Regional  Medical  Program. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded  and  there  was  considerable  discussion 
relative  to  the  combining  of  the  Regional  Medical 
Program  and  the  Comprehensive  Health  Planning. 
Dr.  Nye  stated  that  R.M.P.  and  C.H.P.  are  two 
different  programs  and  that  they  should  remain 
that  way. 

A motion  was  then  made  by  Dr.  Ramsay  that 
the  House  of  Delegates,  through  the  Policy  Com- 
mittee, inform  our  representatives  in  Congress  that 
the  N.S.M.A.  views  with  alarm  any  items  that 
would  change  the  present  direction,  funding  and 
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organization  of  the  Regional  Medical  Programs 
in  the  United  States.  This  was  seconded  and  ap- 
proved by  the  House. 

This  section  of  the  Reference  Committee  report 
was  adopted  by  the  House. 

Reference  Committee  #4  next  considered  the  re- 
port of  the  Ad-Hoc  Committee  on  Referral  Lab 
Services.  The  question  was  asked  whether  insur- 
ance companies  would  cover  handling  charges  and 
after  considerable  discussion,  particularly  concern- 
ing billing  procedures,  it  was  pointed  out  that  this 
is  a problem  to  be  worked  out  between  the  refer- 
ring physicians  and  the  pathologists,  and  it  was 
clear  that  the  recommendations  of  the  Ad-Hoc  Com- 
mittee apply  to  all  physicians  and  not  to  any  par- 
ticular group  of  physicians.  Your  Reference  Com- 
mittee recommends  approval  of  the  Ad-Hoc  Com- 
mittee on  Referral  Lab  Services. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

Your  Reference  Committee  next  considered  Reso- 
lution #8  introduced  by  the  Omaha-Douglas  County 
Medical  Society,  which  reads  as  follows: 

WHEREAS,  the  contents  of  the  CBS  tele- 
vision programs  on  April  20  and  21,  1970,  in- 
dicted the  medical  profession  for  social,  eco- 
nomic, political,  racial,  and  educational  prob- 
lems which  are  outside  the  profession’s  basic 
responsibility;  and 

WHEREAS,  the  conclusions  reached  by  the 
CBS  producers  were  biased  and  unjustly  con- 
demned the  medical  profession  for  numerous 
and  diverse  physical  and  social  ills  not  pri- 
marily the  responsibility  of  physicians, 

WHEREAS,  the  A.M.A.  has  no  on-going,  ef- 
fective continuing  public  infonnation  program 
to  refute  attacks  such  as  those  made  by  CBS; 
and 

WHEREAS,  the  CBS  attack  is  merely  one  of 
many  which  has  been  made  over  the  past  ten 
to  fifteen  years  in  order  to  destroy  individual 
responsibility  as  an  American  principle  and 
substitute  a ruinous  socialistic  state  in  this 
nation;  therefore  be  it 

RESOLVED,  that  the  Nebraska  State  Medi- 
cal Association  House  of  Delegates  instruct 
its  A.M.A.  delegates  to  prepare  a suitable 
resolution  directing  the  A.M.A.  to  employ  a 
competent  national  public  information  firm  to 
tell  the  American  people  the  tnie  story  of  the 
role  which  the  American  medical  profession 
has  played  in  the  striking  improvement  of  the 
nation’s  health  during  the  last  one-half  century. 

This  matter  generated  the  most  interested  and 
intense  discussion  and  there  were  many  discussants. 
President  Kelley  explained  the  apparent  distor- 
tions of  the  CBS  interview  of  A.M.A.  President 
Dorman;  and  it  was  agreed  by  all  that  A.M.A., 
and  the  N.S.M.A.  without  waiting  for  results  from 
the  A.M.A.  should  get  involved  in  a public  relations 
and  public  education  program  and  assume  a posi- 
tion of  offense  of  positive  nature  rather  than  one 
of  defense. 

The  specific  matter  of  employing  additional  pub- 
lic relations  help  was  discussed  and  it  was  pointed 


out  that  employing  full  time  a professional  public 
relations  person  would  be  extremely  expensive. 
It  was  suggested  that  employing  a public  relations 
firm  on  a consulting  basis  would  be  more  realistic 
and  all  those  at  the  Reference  Committee  hearing 
agreed  and  believe  that  time  is  of  the  essence  and 
is  running  out  for  us.  It  was  suggested  also  that 
a telegram  endorsing  this  position  as  represented 
both  by  the  Omaha-Douglas  County  Medical  So- 
ciety Resolution  #8  and  by  the  opinions  of  the 
discussants  before  the  Reference  Committee  be  sent 
to  the  A.M.A.  Board  of  Trustees  which  is  meeting 
concerning  this  very  subject  this  weekend. 

Your  Reference  Committee  recommends  approval 
of  Resolution  #8  as  submitted  by  the  Omaha-Doug- 
las County  Medical  Society. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  next  considered  the 
report  of  the  Nebraska  Medical  Foundation  and 
recommends  that  approval  of  the  report  of  the 
Foundation  and  high  commendation  of  the  Foun- 
dation for  its  efforts  in  this  field. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Reference  Committee  #4  last  considered  the  mat- 
ter of  education  concerning  drug  abuse  and  the 
specific  suggestion  that  such  education  take  place 
in  the  primary  grades  even  to  include  kindergai'ten 
through  twelfth  grade,  rather  than  only  the  higher 
grades. 

The  committee  was  informed  that  the  Health 
Education  Committee  of  the  N.S.M.A.  shortly  will 
become  active  in  this  respect  and  further  that  the 
Public  Relations  and  Maternal  and  Child  Health 
Committees  probably  will  become  involved  also. 
Reference  Committee  #4  recommends  commenda- 
tion of  these  committees  for  these  efforts. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE  #4, 
AS  A WHOLE.  This  was  approved  by  the  House. 

Dr.  Nutzman  stated  that  this  concluded  the  re- 
ports of  Reference  Committees,  and  he  called  for 
any  unfinished  business.  Dr.  Westbrook,  Four 
County  Medical  Society,  read  Resolution  #12  — 
Comprehensive  Health  Planning,  and  Resolution 
#13  — Regional  Medical  Programs.  These  resolu- 
tions were  referred  to  Reference  Committee  #3. 

Dr.  Cornelius  indicated  that  Dr.  Tnihlsen  would 
be  unable  to  seiwe  on  his  Reference  Committee  on 
Tuesday  and  asked  that  another  member  be  as- 
signed to  this  committee.  Dr.  Tamisiea  was  se- 
lected to  serve  in  this  capacity. 

The  Speaker  read  the  suggested  list  for  nom- 
inations to  the  Board  of  Directors  of  the  Nebraska 
Medical  Service,  as  submitted  by  the  President, 
Dr.  Kelley. 

There  being  no  further  business,  the  House  was 
adjourned  until  Wednesday  morning. 
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House  of  Delegates 

Third  Session  — April  29,  1970 

The  third  session  of  the  House  of  Delegates  was 
held  on  Wednesday,  April  29,  1970.  The  meeting 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Mc- 
Fadden. 

The  report  of  the  Credentials  Committee  showed 
that  54  delegates  were  present  and  the  House  was 
declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  minutes 
of  the  second  session  which  were  printed  and  in 
the  hands  of  all  delegates.  These  were  approved 
as  printed. 

The  report  of  the  Second  Session  of  Reference 
Committee  #3  was  called  for,  and  the  following 
report  was  given: 

Reference  Committee  #3 

Members  of  your  Reference  Committee  #3  were 
Drs.  Cornelius,  Chairman;  Doering  and  Tamisiea. 

Your  Reference  Committee  received  the  report 
of  the  Board  of  Trustees  as  carried  in  the  Hand- 
book and  approved  the  report. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

Your  Reference  Committee  recommends  the 
N.S.M.A.  pay  air  coach  transportation  and  a per 
diem  not  to  exceed  $50  per  day  for  the  Alternate 
A.M.A.  Delegates  to  both  the  Annual  and  the 
Interim  Sessions  of  the  A.M.A.  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  that  the 
N.S.M.A.  pay  the  expenses  of  the  SAMA  President 
and  of  an  elected  representative  of  the  Junior  Class 
from  the  Creighton  University  School  of  Medicine 
and  the  University  of  Nebraska  College  of  Medicine 
to  both  the  Annual  and  Fall  Sessions  of  the 
N.S.M.A.  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded 
and  discussion  followed  as  to  how  these  repi’esenta- 
tives  would  be  selected  and  whether  or  not  their 
expenses  should  be  limited  in  any  way.  This  sec- 
tion of  the  Reference  Committee  report  was  then 
approved. 

Your  Reference  Committee  recommends  that  the 
Policy  Committee  consider  the  extension  of  the 
Associate  Membership  of  the  N.S.M.A.  to  include 
the  medical  students  of  the  Creighton  University 
and  the  University  of  Nebraska,  and  to  report 
their  recommendation  to  the  1970  Fall  Meeting 
of  the  House  of  Delegates  of  the  N.S.M.A. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

Your  Reference  Committee  considered  Resolution 
#12  introduced  by  the  Four  County  Medical  as  fol- 
lows: 

WHEREAS,  comprehensive  health  planning 
has  become  an  appealing  catch-phrase  mas- 
querading in  the  guise  of  “voluntarism,”  but 


already  proposed  in  the  Maryland  Legislature 
as  compulsory;  and 

WHEREAS,  this  comprehensive  health  plan- 
ning has  the  objective  qualities  noted  in  the 
wording  of  the  legislation  proposed  by  the 
State  of  Maryland  which  reads  as  follows: 
“After  July  1,  1971,  no  licenses  shall  be  issued 
or  renewed  for  the  operation  of  any  hospital 
or  related  institution  unless  it  is  operated  in 
accordance  with  its  license  specifying  the  seiw- 
ices  and  facilities  provided  . . . Such  services 
and  facilities  specifications  shall  be  directed 
only  after  review  and  advice  received  from  an 
areawide  comprehensive  health  planning  agen- 
cy ...  As  a condition  precedent  to  licensure, 
the  planning  agency  is  required  to  determine 
if  such  hospital  is  rendering  effective  serv- 
ices at  a reasonable  cost  to  the  public  . . . 
The  planning  agency  shall  examine  any  and 
all  records  of  any  hospital,  compel  their  pro- 
duction by  subponea,  and  shall  make  such  rec- 
ords available  to  the  public  during  normal 
working  hours.” 

THEREFORE,  BE  IT  RESOLVED,  that  the 
N.S.M.A.  through  its  public  relations  commit- 
tee, make  known  to  the  public  that  each  and 
every  practicing  physician  is  already  providing 
comprehensive  health  care  and  providing  such 
care  without  any  taxation;  and  that  therefore 
in  order  to  prevent  any  further  burden  on  our 
already  overburdened  taxation,  we  suggest  elim- 
ination of  our  state  comprehensive  health  plan- 
ning which  now  only  duplicates  at  a tax  cost 
that  which  is  already  being  done  at  no  cost. 

Your  Reference  Committee  participated  in 
lengthy  discussion.  The  legislation  that  has  been 
introduced  into  the  Maryland  Legislative  body  would 
use  Comprehensive  Health  Planning  as  a vehicle 
for  coercion  and  regulation  of  hospitals  in  the 
delivery  of  health  care  and  make  a distinct  de- 
parture from  the  original  concept  of  voluntary  par- 
ticipation and  education  in  the  development  and 
delivery  of  health  services. 

Your  Committee  recommends  that  the  N.S.M.A., 
through  its  public  relations  department,  inform 
physicians  and  the  public  in  Nebraska  of  the  ob- 
vious dangers  of  this  type  of  activity. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

Your  Reference  Committee  considered  Resolution 
#13  introduced  by  the  Four  County  Medical  Society 
which  reads  as  follows: 

WHEREAS,  the  House  of  Delegates  of  the 
N.S.M.A.  approved  and  adopted  the  resolution 
dealing  with  the  Nebraska-South  Dakota  Re- 
gional Medical  Program  (Resolution  #4), 
February  18,  1968,  and  again  in  April,  1969, 
and  again  in  October,  1969,  and 

WHEREAS,  the  resolution  read,  “The  Ne- 
braska-South Dakota  Regional  Medical  Program 
states  its  purpose  to  be  ‘to  assist  our  medical 
institutions  and  professions  in  capitalizing  on 
the  rapid  advance  of  scientific  medicine,  the 
prevention,  treatment,  and  rehabilitation  of  pa- 
tients afflicted  with  heart  disease,  cancer,  or 
stroke;’  and  that  the  program  is  defined 
as,  ‘a  research  program  in  how  to  best  apply 
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what  we  already  know  about  these  diseases 
without  interfering  with  the  patterns  or  meth- 
ods of  financing  patient  care,  professional  prac- 
tice, or  hospital  administrations;’  and 

WHEREAS,  it  was  resolved  by  the  N.S.M.A. 
that  either  the  Nebraska-South  Dakota  Regional 
Medical  Program  adhere  to  the  avowed  intent 
and  purpose  of  the  law  or  the  N.S.M.A.  with- 
draw from  its  position  as  a grantee  under 
P.L.  89-239. 

BE  IT  RESOLVED,  that  the  N.S.M.A.  op- 
pose the  new  RMP  legislation  to  be  introduced 
in  the  91st  Congress  which  proposes  to  modify 
P.L.  89-239  by  decategorization  of  RMP’s  from 
the  original  heart-cancer-stroke  concept  and  ex- 
pansion into  other  major  diseases,  specific  dis- 
eases, primary  care,  optimum  utilization  of 
manpower  and  closer  ties  between  RMP’s  and 
comprehensive  health  planning  at  both  regional 
and  national  levels  as  stated  in  the  April,  1970 
Nebraska-South  Dakota  RMP  Bulletin,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
N.S.M.A.  make  known  to  our  Congressmen  and 
Senators  and  Nebraska-South  Dakota  Regional 
Medical  Program  that  we  will  be  bound  by 
previous  resolution  to  withdraw  as  grantee  if 
such  legislation  is  adopted. 

Your  Reference  Committee  considers  that  the 
basic  intent  of  this  resolution  was  cai-ried  out  in 
the  House  of  Delegates  at  their  second  session  on 
April  27,  1970,  by  approving  a motion  stating, 
“.  . . that  the  House  of  Delegates,  through  the 
Policy  Committee,  inform  our  Representatives  in 
Congress  that  the  N.S.M.A.  views  with  alarm  any 
items  that  would  change  the  present  direction,  fund- 
ing and  organization  of  the  Regional  Medical  Pro- 
grams in  the  United  States.” 

We  would  like  to  remind  the  House  of  Dele- 
gates of  their  previous  actions  regarding  the  posi- 
tion of  the  N.S.M.A.  as  the  grantee  of  the  Ne- 
braska - South  Dakota  Regional  Medical  Program 
taken  February  18,  1968,  as  follows: 

“THEREFORE,  BE  IT  RESOLVED:  That 
either  the  Nebraska  South  Dakota  Regional 
Medical  Program  adhere  to  the  avowed  intent 
and  purposes  of  the  law  or  the  N.S.M.A.  with- 
draw from  its  position  as  grantee  under  P.L. 
89-239.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  REFERENCE  COMMITTEE  #3 
AS  A WHOLE.  This  was  approved  by  the  House. 

The  Vice  Speaker  called  attention  to  the  minutes 
of  the  Second  Session  of  the  Board  of  Councilors, 
and  these  were  approved. 

Mrs.  Robert  Mclntire,  Immediate  Past  President 
of  the  Woman’s  Auxiliary  was  asked  to  present 
an  oral  report  on  the  activities  of  the  Auxiliary 
during  the  past  year. 

Dr.  Coe  requested  that  Dr.  Latenser  be  seated 
as  the  Alternate  Delegate  for  Dr.  McWhorter  and 
then  asked  permission  of  the  floor  for  Dr.  Latenser. 
This  request  was  approved  by  tbe  House. 

Dr.  Latenser  called  attention  to  the  fact  that 
Refei'ence  Committee  #2  had  endorsed  the  concept 


that  at  the  next  state  meeting,  a portion  of  the 
program  be  devoted  to  the  joint  educator-physi- 
cian problems.  He  discussed  the  inability  of  some 
children  to  learn,  and  said  that  regardless  of  the 
income  level,  IQ,  etc.,  15%  of  the  children  have 
learning  disabilities  and  that  physicians  can  enter 
in  and  aid  in  the  care  of,  in  about  75%  or  85% 
of  this  group.  He  stated  that  he  hoped  that  a 
section  of  next  year’s  program  would  be  devoted 
to  this  subject. 

Dr.  Benthack  was  asked  for  a report  on  the  pro- 
gram which  had  been  developed  to  replace  the 
Junior-Senior  Medical  Day  Program.  Dr.  Ben- 
thack said  that  a meeting  had  been  set  up  with  the 
medical  students  of  the  two  medical  schools  and 
representatives  from  communities  in  Nebraska 
looking  for  a physician.  On  May  7th,  the  com- 
munity representatives  would  visit  with  students 
from  the  Creighton  University,  and  on  May  8th, 
they  would  meet  with  students  from  the  University 
of  Nebraska. 

Dr.  McFadden  said  that  at  the  last  session  of 
the  House  of  Delegates,  there  was  some  discussion 
of  the  physician’s  assistant  program,  and  that  the 
Speaker  of  the  House  of  Delegates  had  requested 
some  comment  from  the  medical  schools.  He  asked 
for  comments  from  the  University  of  Nebraska, 
and  Dr.  Kugel  presented  the  following: 

“I  am  pleased  to  tell  you  a little  bit  about  what 
we  are  attempting  to  do  in  the  area  of  the  physi- 
cian’s assistant.  I’ve  also  been  asked  to  make 
some  comments  concerning  the  matter  of  neigh- 
borhood dispensaries.  I would  like  to  preface  my 
remarks  on  both  these  issues  with  some  general 
statements. 

“I  think  we  have  an  unusual  opportunity  in 
this  state  to  bring  together  at  this  time  the  very 
best  that  our  combined  efforts  can.  I would  like 
to  underscore  these  remarks  by  saying  that  I 
would  like  to  work  in  closest  cooperation  with  the 
physicians  of  this  state  and  those  others  who  are 
very  much  interested  in  health  problems.  This  is 
an  opportunity  which  is  always  present,  which  I 
hope  we  can  exercise  increasingly. 

“At  the  University  of  Nebraska,  about  90% 
of  our  graduates  will  go  into  the  practice  of  medi- 
cine. They  will  select  for  themselves  a variety 
of  experiences.  But  the  fact  that  they  do  enter 
into  practice,  makes  it  most  important  that  we 
continue  to  have  as  close  a liaison  with  people  who 
are  in  practice  as  we  can  possibly  have.  I invite 
your  continued  interest  in  this  regard. 

“Now  to  be  specific  about  these  two  items.  Last 
fall  at  the  Interim  Session  of  the  House  of  Dele- 
gates, you  will  recall  that  a resolution  was  passed 
to  the  effect  that  the  State  Medical  Association 
wished  to  be  a part  of  any  subsequent  planning 
that  might  take  place  so  far  as  the  physician’s  as- 
sistant is  concerned.  Mindful  of  this,  I asked  Dr. 
Kelley  as  President,  if  he  would  recommend  three 
members  of  this  Association  to  work  with  me  in 
the  subsequent  planning  of  this  program.  Dr. 
Kelley  did  recommend  three  individuals:  Dr.  Ram- 
say, Dr.  Retelsdorf,  and  Dr.  Benthack,  all  of  whom 
have  agreed  to  serve  with  me  and  others  in  the 
planning  for  the  physician’s  assistant. 

“You  are  all  aware  that  this  is  probably  one 
of  the  hottest  issues  going  in  health  circles  at  the 
present  time.  In  our  pluralistic  society,  as  has 
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been  mentioned  time  and  again,  there  is  no  unani- 
mity of  agreement  as  to  how  this  is  to  be  planned 
or  how  it  is  to  be  done.  There  are  several  pro- 
grams already  started.  Colorado  has  one,  the  Duke 
Medical  Center  has  another,  still  another  has  devel- 
oped at  the  University  of  Washington  at  Seattle, 
and  another  is  developing  in  San  Francisco.  Many 
more  will  be  developed  in  the  future. 

“I  think  that  one  of  the  important  things  that 
I would  want  to  do,  again  in  concert  with  this 
House  of  Delegates,  is  to  understand  to  what 
extent  you  feel  there  is  a need  for  the  physician’s 
assistant.  Right  at  this  point.  I’m  probably  indi- 
cating something  that  might  be  bias.  I have  said 
physician’s  assistant.  I think  it  is  veiy  important 
that  this  not  be  construed  as  a substitute  or  a sur- 
rogate physician,  but  rather  physician’s  assist- 
ant. Now,  I think  we  need  to  ascertain  to  what 
extent  others  among  you  concur  in  this  particular 
sentiment. 

“I  think  that  we  probably  should  embark  upon 
a program  which  will  ultimately  establish  this  in- 
dividual with  a Bachelor’s  Degree  level  of  function. 
I am  mindful  of  the  fact  that  many  are  concerned 
about  using  nurses  in  this  regard  which  to  me  does 
not  seem  like  the  best  way  to  proceed,  at  least  ini- 
tially. We  have  long  had  a close  association  with 
nursing  and  of  course  will  continue  to  do  so;  but 
it  seems  unwise  at  this  point  to  merely  rob  Peter 
to  pay  Paul.  So  I would  propose  that  we  develop 
something  from  high  school  on  and  a four-year  pro- 
gram. Now,  how  this  will  look,  how  it  should  be 
done,  is  something  we  would  try  to  plan  during  the 
course  of  this  next  year.  I have  said  to  some 
that  it  might  be  possible,  if  we  are  very  skilled  in 
planning,  to  inaugurate  the  beginning  program  in 
September,  1971.  This  may  be  too  fast,  it  may  take 
longer  to  plan,  to  develop,  and  to  finance  if  we 
are  to  move  in  this  direction. 

“I  think  that  whatever  it  is  we  do,  we  want 
to  be  sure  we  are  on  very  sound  ground  as  we  don’t 
wish  to  rush  headlong  into  this  particular  program. 
I have  been  urged,  as  have  others  at  the  Medical 
Center,  to  proceed  with  all  possible  haste  because 
of  the  mounting  need  for  health  professionals.  This 
is  a difficult  assignment,  if  taken  seriously.  We 
have  just  inaugurated  a program  in  another  area, 
that  of  physical  therapy,  where  the  guidelines  are 
much  clearer  than  they  are  in  the  physician’s 
assistant.  It  takes  at  least  a year  to  develop  such 
a program  as  physical  therapy.  So,  I am  not  sure 
whether  it  would  be  possible,  even  under  the  most 
optimal  circumstances,  to  have  something  that 
would  begin  a year  hence.  But  let  me  underscore 
again  the  importance  I feel  of  trying  to  be  in  close 
communication  with  all  of  you.  I have  asked  Dr. 
Perry  Tollman,  who  many  of  you  know  as  a per- 
son long  experienced  in  matters  of  this  sort,  to 
particularly  assist  me  at  the  University  of  Ne- 
braska Medical  Center  in  the  development  of  this 
program. 

“Let  me  turn  briefly  to  the  question  of  neigh- 
borhood dispensaries.  I am  not  sure  exactly  what 
is  meant  by  this.  I do  know  that  in  Omaha,  both 
Dr.  Egan  and  I have  been  approached  on  many  oc- 
casions by  various  people  from  low  income  sections 
of  the  city  who  are  concerned  about  health  seiwices. 
There  have  been  some  surveys  made  to  indicate 
something  of  a need  for  more  extensive  services. 
Recently,  Dr.  Egan,  Dr.  Speers,  the  present  Director 


of  the  Omaha-Douglas  County  Health  Department, 
and  I met  to  consider  what  we  might  do  further  as 
far  as  the  area  of  greatest  need,  namely  on  the 
North  Side  in  Omaha. 

“Let  me  digress  briefly  to  tell  some  of  you, 
who  are  not  aware,  of  our  efforts  at  the  Univer- 
sity of  Nebraska  to  develop  a satellite  program  in 
South  Omaha.  It  was  about  two  years  ago  that  we 
started  planning  for  a very  small  pilot  project 
which  subsequently  became  known  as  the  “W  Street 
Clinic,”  located  at  30th  and  W in  South  Omaha. 
Our  experiences  in  working  with  both  the  physicians 
in  the  area  as  well  as  the  consumers  have  been 
very  useful  to  us  as  we  think  about  the  more  com- 
plex situation  in  North  Omaha.  What  we  have 
learned  is  again  an  important  reminder  to  all  of 
us  that  we  must  work  very  closely  and  very  col- 
laboratively. 

“As  a result  of  the  meeting  which  Dr.  Speers, 
Dr.  Egan  and  I had,  we  agreed  that  the  first  order 
of  business  would  be  to  approach  the  Omaha-Doug- 
las  County  Medical  Society  about  what  we  could 
do  together  again  in  trying  to  develop  something 
on  the  North  Side.  We  at  the  medical  schools 
are  exceedingly  mindful  of  the  pressures  which 
have  been  placed  on  us  increasingly  to  develop 
more  services.  It  is  not  our  wish,  in  any  sense 
of  the  word,  to  take  on  functions  which  are  being 
carried  on  veiy  well  by  the  private  sector  of  medi- 
cine. On  the  other  hand,  I think  it  is  also  im- 
portant that  all  of  us  realize  that  the  concerns 
in  a city  like  Omaha  seem  to  be  growing  every 
day,  and  we  are  asked  to  do  more  in  a definitive 
way  to  assist  the  low  Income  people.  But  I see  this 
as  a venture  that  must  be  worked  out  in  a co- 
operative fashion;  it  must  be  carefully  thought 
through,  not  the  least  of  it  of  course  represents 
the  expense,  how  all  of  it  would  be  accomplished. 

“This  would  conclude  my  remarks.  I think  that 
in  trying  to  tell  you  a little  about  these  two  ef- 
forts, I know  enough  about  Dr.  Egan’s  concerns 
to  know  that  he  very  much  would  second  these 
remarks.” 

Dr.  Egan  of  the  Creighton  University  School  of 
Medicine,  was  unable  to  attend  this  third  session 
of  the  House  of  Delegates.  However,  he  had  sub- 
mitted a written  report  to  the  House  which  was 
read  by  Dr.  McFadden,  as  follows: 

“Creighton  University’s  long  range  planning  for 
development  of  its  programs  in  the  health  sciences 
has  taken  cognizance  of  the  apparent  need  for 
greater  numbers  of  nurses  and  allied  health  per- 
sonnel. 

“A  portion  of  the  University’s  Planning  and  Co- 
ordinating Group’s  preliminary  report  to  the  Presi- 
dent indicates  that  the  group  ‘.  . . regards  as  in- 
evitable the  development  of  an  as  yet  unnamed 
allied  health  occupation  generically  described  as 
a physician’s  assistant.  The  assumption  is  that 
a well  qualified  and  trained  individual  can  relieve 
the  practicing  physician  of  many  of  the  onerous, 
routine,  duties  he  is  now  called  upon  to  perfonn, 
and,  working  under  the  direct  supeiwision  of  a 
physician,  could  leave  the  physician  more  free  to 
perform  those  functions  requiring  the  high  degree 
of  skill  and  tiaining  possessed  by  the  medical  grad- 
uate of  today.’ 

“No  commitment  has  been  made  by  Creighton 
University  to  the  implementation  of  such  a program. 
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On  the  other  hand,  we  are  committed  to  studying 
the  feasibility  of  doing  so. 

“In  addition  to  assessing  the  resources  of  the 
University  that  would  be  required  to  embark  on 
such  a course,  the  nature  of  the  need  for  such  a 
health  occupation  must  be  determined  (i.e.,  general- 
ist or  specialist);  his  role  in  the  health  care  system 
must  be  defined,  and  the  constraints  of  licensing 
authorities  must  be  considered. 

“I  can  say  that  our  preliminary  studies  sug- 
gest recruitment  of  personnel  to  fill  this  role  should 
be  from  outside  the  field  of  Nursing  in  order  that 
we  do  not  compound  the  critical  manpower  short- 
age in  this  important  profession. 

“A  program  for  training  persons  in  this  inno- 
vative new  health  occupation  will  evolve  at  Creigh- 
ton only  after  careful  consideration  of  the  factors 
enumerated  above  and  with  the  advice  and  counsel 
of  the  Nebraska  State  Medical  Association.” 

The  report  of  the  Nominating  Committee  was 
called  for,  and  Dr.  Goetowski,  Chairman,  present- 
ed the  following  slate  of  officers: 

President-Elect  — Roger  D.  Mason,  M.D., 

McCook 

Delegate  to  A.M.A.  — John  R.  Schenken,  M.D., 

Omaha 

Alternate  Delegate  to  A.M.A.  — R.  F.  Sievers, 
M.D.,  Blair 

Delegate,  North  Central  Conference  — Paul  J. 

Maxwell,  M.D.,  Lincoln 

Councilors: 

5th  District  — Robert  Sorensen,  M.D.,  Fre- 
mont 

6th  District  — H o u t z Steenburg,  M.D., 
Aurora 

7th  District  — Lyle  Nelson,  M.D.,  Crete 

8th  District  — ■ Robert  Waters,  M.D.,  O’Neill 

Board  of  Directors,  Nebraska  Medical  Service: 

1.  Wm.  J.  Chleborad,  M.D.,  Fremont 

2.  R.  E.  Garlinghouse,  M.D.,  Lincoln 

3.  Harry  Henderson,  M.D.,  Omaha 

4.  Paul  J.  Maxwell,  M.D.,  Lincoln 

5.  Dan  A.  Nye,  M.D.,  Kearney 

6.  Harlan  Papenfuss,  M.D.,  Lincoln 

There  being  no  further  nominations  from  the 
floor,  the  House  gave  unanimous  approval  to  the 
slate  of  officers  presented  by  the  Nominating  Com- 
mittee. 

Dr.  Tamisiea  was  granted  permission  of  the 
floor  and  moved  that  the  Nebraska  State  Medical 
Association  submit  to  its  legal  counsel  for  review, 
the  propriety  of  requiring  A.M.A.  membership  as  a 
prerequisite  for  N.S.M.A.  membership,  and  to  sub- 
mit counsel’s  opinion  to  the  House  of  Delegates 
for  their  information  at  the  1970  Fall  Meeting.  This 
was  approved  by  the  House. 

Dr.  Jensen  was  granted  permission  of  the  floor 
and  said  that  at  the  request  of  the  Nominating 
Committee,  he  would  like  to  bring  up  the  follow- 
ing motion  for  the  purpose  of  discussion:  That 

any  member  of  any  Peer  Review  Committee,  Policy 
Committee  or  other  fee  adjudicating  body  not  be  a 
member  of  the  Blue  Shield  Board  of  Directors  and 
the  aforementioned  bodies  simultaneously.  This  was 


seconded  and  following  discussion,  it  was  moved  by 
Dr.  Landgraf  that  this  motion  be  tabled  and  taken 
up  at  the  Fall  Session.  The  motion  to  table  was 
approved  by  the  House. 

Dr.  Westbrook  was  granted  permission  of  the 
floor  and  stated  that  due  to  an  understandable  mis- 
understanding which  occasionally  occurs  between 
the  news  media  and  subsequently  the  public,  he 
would  move  that  this  House  request  of  the  news 
media  to  make  the  distinction  between  comprehen- 
sive health  care  which  is  a broad  all-encompassing 
area  involving  housing,  etc.,  which  is  not  germane 
to  the  practice  of  medicine,  and  comprehensive 
medical  care  which  is  being  practiced  every  day 
by  the  physicians  of  Nebraska,  and  that  this  com- 
prehensive medical  care  is  being  provided  by  the 
practicing  physicians  in  the  private  practice  of 
medicine  without  any  taxation,  and  it  is  a physician 
cost  which  has  decreased  over  the  past  year.  This 
mo' ion  was  seconded;  however.  Dr.  Landgraf  moved 
that  this  be  tabled  and  this  was  approved  by  the 
House. 

The  House  approved  the  usual  letters  of  thanks 
to  be  written  to  the  host  County  Medical  Society, 
the  Chamber  of  Commerce  and  the  Hotel. 

There  being  no  fmther  business,  the  House  was 
adjourned. 


Identification  of  Parathyroid  Glands  by  To- 
luidine  Blue  Staining  — A.  0.  Singleton, 
Jr.,  and  J.  Allums  (Univ  of  Texas  Medical 
Branch,  Galveston).  Arch  Surg  100:372- 
375  (April)  1970. 

Toluidine  blue  0 was  administered  preop- 
eratively  by  intravenous  infusion  in  500  cc 
of  saline  over  a three-hour  period  in  19  pa- 
tients undergoing  surgery  for  hyperparathy- 
roidism and  goiter.  Simultaneous  monitor- 
ing was  carried  out  with  the  oscilloscope. 
There  was  no  evidence  of  toxicity  except  in 
two  patients  where  the  solution  was  injected 
in  excess  of  the  prescribed  rate.  One  case  of 
hemolytic  anemia  occurred  postoperatively 
but  laboratory  studies  did  not  implicate  the 
dye  as  the  causative  agent.  Good  staining 
of  the  parathyroids  was  obtained  in  doses  of 
7 mg/kg  as  long  as  six  hours  after  infusion, 
but  was  absent  24  hours  later.  Prolonged 
intravenous  infusion  would  seem  to  be  an 
easier  and  better  procedure  than  arterial  in- 
jection. 
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AMA  boosts  family  practice 

William  R.  Willard,  M.D.,  Vice  President 
for  the  Medical  Center  of  the  University  of 
Kentucky,  and  immediate  past-chairman  of 
the  A1\IA  Council  on  Medical  Education, 
gave  enthusiastic  support  to  legislation  au- 
thorizing a 5-year  program  to  assist  medical 
schools  and  hospitals  to  establish  and  expand 
programs  in  family  medicine.  Doctor  Wil- 
lard cited  the  present  critical  need  for  fam- 
ily practice  doctors,  concluding  his  state- 
ment to  the  Senate  Subcommittee  on  Health 
with  the  prophecy  that  if  enacted  into  law, 
S.  3418  would  “make  a meaningful  contribu- 
tion to  present  efforts  to  increase  the  num- 
ber of  physicians  practicing  in  the  field  of 
family  medicine”  . . . The  AMA  witness 
asked  for  certain  changes  in  the  bill  such  as 
the  deletion  of  the  requirement  of  a sep- 
arate department,  of  equal  standing,  in  fam- 
ily practice.  He  said  the  term  “equal  stand- 
ing” could  cause  problems  since  all  medical 
school  departments  varied  by  budget,  per- 
sonnel, facilities,  etc.  . . The  witness  also 
urged  that  the  training  of  param.edical  per- 
sonnel be  the  subject  of  separate  legislation, 
and  that  S.  3418  be  directed  solely  to  the 
training  of  physicians. 

The  hearings  opened  with  testimony  of 
HEW’s  Doctor  John  Zapp,  Acting  Deputy 
Assistant  Secretary  for  Health  Manpower, 
accompanied  by  Doctor  Kenneth  Endicott 
and  Doctor  Robert  Bucher  of  the  NIH  Bu- 
reau of  Health  Professions  Education  and 
Manpower  Training.  They  recommended 
that  the  bill  not  be  enacted  stating  that 
programs  already  in  existence  are  sufficient 
to  accomplish  the  aims  of  the  legislation  . . . 
The  President  of  the  American  Academv 
of  General  Practice,  Edward  Kowalewski, 
M.D.,  of  Akron,  Pennsylvania,  was  the  first 
public  witness.  He  cited  the  Academy’s 
enthusiastic  support  of  the  legislation,  cit- 
ing that  85^  of  the  conditions  treated  by 
physicians  are  within  the  competence  of  the 
family  medicine  practitioner  . . . The  final 
witness  Wednesday  was  Miss  Marjorie  A. 
Costa,  Assistant  Director  of  the  Continua- 
tion Education  Program  of  the  School  of 


Public  Health  of  Columbia  University  in 
New  York.  Miss  Costa  recommended  sup- 
port of  the  bill  . . . The  Subcommittee  hear- 
ings concluded  with  the  testimony  of  repre- 
sentatives of  the  Student  American  Medical 
Association,  Association  of  American  Medi- 
cal Colleges,  and  Johns  Hopkins  School  of 
IMedicine. 


“Committee  of  100”  proposal  aired 

Representatives  of  the  Committee  for 
National  Health  Insurance  (commonly  called 
the  Committee  of  100)  which  was  estab- 
lished by  the  late  Walter  Reuther  held  a 
press  conference  in  Washington  to  announce 
their  proposed  system  of  compulsory  nation- 
al health  insurance.  Titled  the  “Health  Se- 
curity Program,”  the  plan  would  provide; 
Coverage  for  all  necessary  doctor  services; 
hospital  services  and  nursing  home  care  for 
up  to  120  days;  home  health  services;  men- 
tal health  services  with  some  limitations  on 
psychiatric  consultations  and  hospital  care; 
dental  care  for  children  up  to  15  years  of 
age;  certain  drugs,  with  emphasis  on  drugs 
and  medicines  for  in-patients  and  those  en- 
rolled in  medical  group  practice  plans;  and 
some  therapeutic  devices,  equipment,  and 
appliances  such  as  eye  glasses  . . . Speaking 
for  the  Committee,  Leonard  Woodcock, 
President  of  the  United  Auto  Workers, 
said  that  “Health  Security  would  try  to  as- 
sure protection  for  every  American  family 
against  the  health  service  cos's  of  serious, 
prolonged,  or  expensive  illness  or  disability.” 
. . . The  program  would  be  financed  through 
a “health  security  trust  fund”  which  would 
be  raised  from  Federal  general  tax  revenues 
and  an  employer-employee  payroll  tax. 
Committee  members  claim  that  in  fiscal  year 
1969,  their  program  would  have  cost  only 
$6  billion  more  in  new  Federal  expenditures 
for  personal  health  services  than  is  present- 
ly being  spent  . . . Taking  part  in  the  press 
conference  were  Senator  Kennedy  (D) 
Mass.;  Senator  John  Cooper  (R)  Ky. ; Doc- 
tor Michael  DeBakey;  Mrs.  Albert  D.  Las- 
ker, and  Whitney  Young,  Jr.,  Executive  Di- 
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rector  of  the  National  Urban  League.  Sen- 
ator Kennedy  commented  that  they  plan  on 
introducing  the  bill  next  month  and  to  hold 
public  hearings  on  it  later  this  fall. 


Peer  review  proposed 

Just  prior  to  the  recess  for  the  4th  of 
July  observance,  Senator  Bennett  (D)  Fla., 
in  a speech  before  the  Senate,  announced  his 
intention  to  introduce  a bill  tentatively 
named  “Professional  Standards  Review  Or- 
ganization Act  of  1970”  which  will  be  of- 
fered as  an  amendment  to  the  House-passed 
Social  Security  bill,  H.R.  17550  now  pend- 
ing before  the  Senate  Finance  Committee. 
Sen.  Bennett  stated  “It  seems  to  me  that 
the  American  people  are  entitled  to  know 
that  medicine  shares  their  concern  over  the 
tremendous  cost  of  health  care  and  more 
importantly,  proposes  to  do  something  sub- 
stantial about  it  through  means  of  profes- 
sional standards  review  organizations.”  In 
describing  his  bill,  he  said  that  it  will  com- 
bine the  AMA  “Peer  Review  Organization” 
(PRO)  draft  bill  and  modifications  of  the 
Finance  Committee  staff  . . . The  bill  will 
authorize  the  creation  of  a professional 
standards  review  group,  made  up  of  physi- 
cians, which  will  have  the  responsibility  for 
reviewing  the  totality  of  care,  including  in- 
stitutional care,  provided  to  patients.  The 
basic  responsibility  for  the  creation  of  this 
review  group  will  be  placed  whenever  pos- 
sible and  feasible  at  the  local  community 
level  with  priority  given  to  local  medical 
societies  if  they  are  of  suitable  size  and  are 
willing  to  and  capable  of  undertaking  com- 
prehensive professional  standards  review. 
Sen.  Bennett  said  that  the  Secretary  of 
HEW  could  also  arrange  with  state  medical 
societies  to  undertake  this  standards  review 
function  ...  As  seen  by  the  Senator,  the 
review  organization  would  make  the  deter- 
mination that  only  medically  necessary 
services  are  provided  by  physicians,  hos- 
pitals, nursing  homes,  phannacies,  and  other 
providers  of  care,  and  that  this  “care  and 
services  meet,  within  reasonable  limits  of 
professional  limitations  of  professional  dis- 
cretion, proper  professional  standards.” 
The  organization  would  encourage  physi- 
cians to  employ,  where  medically  appropri- 


ate, less  costly  alternative  modes  and  sites 
of  treatment  other  than  hospitals. 

Environmental  reorganization 
ordered 

President  Nixon  sent  to  the  Congress  “Re- 
organization Plan  Number  3,”  his  environ- 
mental protection  recommendations  in  which 
he  proposes  a reorganization  and  consolida- 
tion of  federal  environmental  progi’ams,  plac- 
ing them  under  the  administx'ation  of  an  en- 
vironmental protection  agency  ...  In  setting 
out  his  recommendations,  Mr.  Nixon  said 
that  the  government’s  environmentally-re- 
lated activities  “.  . . have  grown  up  ‘piece- 
meal’ over  the  years  and  that  the  time  has 
come  to  reorganize  them  rationally  and  sys- 
tematically.” . . . The  principal  role  of 
the  President’s  environmental  protection 
agency  will  be:  (1)  the  establishment  and 
enforcement  of  environmental  protection 
standards  consistent  with  national  and  en- 
vironmental goals;  (2)  the  conduct  of  re- 
search on  the  adverse  effects  of  pollution 
and  on  methods  and  equipment  for  controll- 
ing it;  (3)  assisting  public  and  private 
groups  and  organizations,  through  grants, 
technical  assistance,  and  other  means,  in 
their  efforts  to  control  and  abate  pollution; 
and  (4)  assist  the  Council  on  Environmental 
Quality  in  developing  and  recommending  to 
the  President  new  policies  for  the  protection 
of  the  environment  . . The  Presidential  re- 
organization plan  will  go  into  effect  in  60 
days  unless  the  Congress  raises  specific  ob- 
jections. 


Allied  health  extension  approved 

The  Senate  passed  S.  3586,  the  Health 
Training  Improvement  Act  of  1970  which 
provides  a 5-year  extension  of  the  Allied 
Health  Professions  Assistance  Act,  authoriz- 
ing appropriations  of  almost  $592  million. 
These  funds  are  to  be  allocated  to  5 basic 
programs:  (1)  construction  of  facilities  for 
training  of  allied  health  personnel;  (2)  basic 
improvement  grants  for  the  improvement  of 
allied  health  curricula;  (3)  special  improve- 
ment grants;  (4)  advanced  traineeships  to 
train  teachers  for  the  allied  health  pro- 
fessions; and  (5)  developmental  gi'ants  for 
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the  development  and  evaluation  of  new 
types  of  health  personnel  . . . The  Senate 
bill  also  adds  two  new  sections  to  the  pres- 
ent Allied  Health  bill.  The  first  provides 
special  formula  grants  for  new  allied  health 
schools;  and  second  authorizes  a $100  mil- 
lion in  emergency  assistance  to  medical  and 
dental  schools,  and  affiliate  institutions 
which  are  in  financial  distress  . . . The 
bill  now  goes  to  the  House. 


Senate  acts  on  family  planning 

The  Senate  passed  S.  2108,  the  Family 
Planning  and  Research  Act.  Carrying  a 
price  tag  of  almost  $1  billion  to  be  used 
over  a 5-year  period,  the  bill  creates  the 
post  of  Deputy  Assistant  Secretary  of  HEW 
for  Population  Affairs  with  the  responsi- 
bility of  administering  all  Federal  pro- 
grams on  family  planning  services  and  re- 
search . . . S.  2108  is  aimed  at  making  vol- 
untary family  planning  sei-vices  available 
to  all  Americans,  although  it  is  primarily 
directed  to  the  Nation’s  estimated  5 million 
indigent  women  of  child  bearing  age  for 
whom  unwanted  children  are  considered  a 
particular  hardship.  The  bill  also  provides 
for  the  expansion  of  research  in  reproduc- 
tion, and  the  development  of  new,  safe,  and 
effective  contraceptive  methods,  as  well  as 
grants  for  the  training  of  manpower  to  con- 
duct family  planning  programs  ...  It  cleared 
the  Senate  by  a unanimous  vote,  and  was 
sent  to  the  House  for  action. 

HEW  testifies  on  social 
security  bill 

The  Senate  Finance  Committee  held  two 
days  of  hearings  on  H.R.  17550,  the  House- 
passed  Social  Security  Amendments  of  1970. 
Appearing  on  behalf  of  the  Administration 
was  the  new  Secretary  of  HEW,  Elliott  Lee 
Richardson  who  presented  a 26-page  state- 
ment in  general  support  of  this  legislation. 
. . . In  discussing  the  proposed  changes  in 
Medicaid  and  Medicare,  the  Secretary  em- 
phasized the  advantages  of  Health  Mainten- 
ance Organizations  as  a means  for  cutting 
costs  and  for  providing  new  choices  to  in- 
dividuals and  families,  and  providing  new 
ways  of  delivering  care.  The  Secretary  also 


commented  on  a provision  in  H.R.  17550 
that  would  have  payments  for  physician 
services  to  Medicare  be  kept  in  line  with 
cost  of  living  increases,  making  the  obseiw- 
ation  that,  over  the  long  run,  physician  fees 
have  not  risen  quite  as  fast  as  earnings 
generally,  and  if  this  trend  continued,  the 
proposed  amendment  ordinarily  would  not 
have  any  effect.  The  Secretary  also  dis- 
cussed the  approach  outlined  by  Senator 
Bennett  (ROUNDUP  July  10,  1970)  which 
incorporates  much  of  the  AMA’s  Peer  Re- 
view Organization  proposal,  commenting 
that  “it  represents  a possibility  that  might 
be  most  helpful.”  The  Secretary  concluded 
that,  “The  Senator’s  proposal  warrants  care- 
ful consideration,”  and  the  Department  of 
HEW  is  eager  to  collaborate  with  the  Com- 
mittee in  developing  a sound  and  effective 
system  of  professional  peer  review  . . . The 
Committee  is  expected  to  resume  its  hear- 
ings on  the  Social  Security  bill  in  Septem- 
ber with  public  witnesses. 


Medicredit  introduced 

Congressmen  Richard  H.  Fulton  (D) 
Tenn.  and  Joel  Broyhill  (R)  Va.  have  in- 
troduced H.R.  18567,  the  Health  Insurance 
Assistance  Act  of  1970,  AMA’s  Medicredit 
proposal,  which  provides  tax  credits  for  the 
purchase  of  voluntary  health  insurance.  The 
Fulton-Broyhill  bill  would  furnish  vouch- 
ers to  the  indigent  so  that  they  might  ob- 
tain voluntary  health  insurance  coverage  for 
their  medical  care  and  provide  tax  credits 
to  assist  others  in  the  purchase  of  health 
insurance.  The  bill  also  calls  for  the  cre- 
ation of  a Peer  Review  Organization  (PRO) 
in  each  state,  county,  or  other  political  sub- 
division, for  the  purpose  of  establishing  a 
formal  system  of  review  of  utilization, 
charges,  and  quality  of  health  services. 

As  proposed  in  the  bill,  the  Secretary  of 
HEW  would  enter  into  agreements  with 
state  medical  societies  for  the  establish- 
ment of  PRO  groups.  The  medical  society 
would  appoint  a 5-member  commission  and 
a 9-member  advisory  council.  The  com- 
mission would  be  composed  of  physicians, 
with  the  advisory  council  having  consumer, 
provider,  and  carrier  representation  . . . Tax 
credits  for  the  purchase  of  voluntary  health 
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insurance  would  be  granted  on  a sliding 
scale  to  taxpayers  based  upon  their  tax 
liability  with  the  greatest  assistance  to  low- 
income  individuals,  and  a voucher  would  be 
issued  to  the  indigent  for  the  premium  . . . 
In  order  to  be  eligible  for  a tax  credit  on 
the  premium  costs,  an  insurance  plan  would 
have  to  meet  the  program’s  minimum  basic 
benefits  which  would  include  in-patient, 
out-patient,  extended  care,  and  emergency 
services,  as  well  as  medical  services  provided 
by  physicians.  In  addition,  the  coverage 
could  include  one  or  more  of  the  following: 
prescription  drugs  not  otherwise  covered; 
additional  days  of  in-patient  and  extended 
care  services;  and  other  diagnostic,  thera- 
peutic and  personal  health  services.  An  in- 
surance carrier  could  also  offer  a “catas- 
trophic coverage”  policy  to  individuals  car- 
rying the  basic  coverage. 

Congressmen  John  Jarman  (D)  Okla. 
and  Omar  Burleson  (D)  Tex.  introduced  an 
identical  bill,  H.R.  18587.  Congressmen 
Fulton,  Broyhill,  and  Burleson  are  members 
of  the  House  Ways  and  Means  Committee, 
to  which  both  bills  were  referred,  and  Con- 
gressman Jarman  is  Chairman  of  the  Sub- 
committee on  Public  Health  and  Welfare  of 
the  House  Interstate  and  Foreign  Commerce 
Committee. 


AMA  on  drug  abuse  amendments 

Amendments  to  the  narcotic  and  drug 
laws  regulating  controlled  dangerous  sub- 
stances were  the  subject  of  hearings  before 
the  House  Ways  and  Means  Committee.  Ap- 
pearing was  Doctor  Henry  Brill,  Chairman 
of  the  Committee  on  Alcoholism  and  Drug 
Dependence  of  the  Association’s  Council  on 
Mental  Health.  Under  consideration  by  the 
Committee  was  H.R.  13742  and  H.R.  17463, 
both  concerned  with  narcotics  and  danger- 
ous drugs.  Doctor  Brill  opened  the  AMA 
statement  acknowledging  drug  abuse  “as 
a major  problem  which  requires  effective 
measures  of  prevention,  treatment  and  re- 
habilitation. Implicit  in  this  view  is  recog- 
nition of  the  need  for  vigorous  and  enlight- 
ened enforcement  on  the  one  hand,  and  re- 
sourceful and  imaginative  programs  of  edu- 
cation, research  and  medical  management 
on  the  other.”  . . . While  acknowledging  that 


law  enforcement  has  a necessary  and  legiti- 
mate role  to  play  in  the  control  of  substances 
which  have  an  abuse  potential.  Doctor  Brill 
stated  that  “it  is  also  important  that  in  our 
concern  for  the  enactment  of  control,  we 
do  not  precipitate  measures  which  would 
interfere  with  the  legitimate  use  of  such 
drugs  and  the  practice  of  medicine.”  . . . 
The  hearings  opened  with  Attorney  General, 
John  M.  Mitchell  and  John  E.  Ingersoll,  Di- 
rector of  the  Bureau  of  Narcotics  and  Dan- 
gerous Drugs,  who  presented  the  Justice  de- 
partment’s views  and  recommendations  con- 
cerning drug  abuse  and  narcotic  law  enforce- 
ment. Also  testifying  from  the  Administra- 
tion were  Secretary  of  the  Treasury,  David 
M.  Kennedy,  and  Roger  0.  Egeberg,  Assist- 
ant Secretary  of  HEW  for  Health  and  Scien- 
tific Affairs. 

In  a related  development,  the  Public 
Health  and  Welfare  Subcommittee  of  the 
House  Interstate  and  Foreign  Commerce 
Committee  introduced  in  the  house,  and  re- 
ported to  the  full  Committee,  H.R.  18583, 
its  drug  control  bill.  It  is  understood  that 
under  the  bill  the  Department  of  HEW 
would  make  the  final  determination  as  to 
the  medical  and  scientific  aspects  of  drug 
classification,  and  require  those  engaged  in 
the  handling  of  drugs,  including  manufac- 
turers, distributors,  and  physicians,  would 
have  to  register  with  the  Attorney  General. 
The  Committee  bill  also  provides  for  an 
expansion  of  the  community  mental  health 
centers  program  to  include  authority  for  the 
establishment  of  special  facilities  to  rehabil- 
itate drug  dependent  persons. 

Hearings  on  addict  rehabilitation 

Herbert  A.  Raskin,  M.D.,  of  Detroit,  Mich- 
igan, member  of  the  AMA  Committee  on 
Alcoholism  and  Drug  Dependence,  pre- 
sented Association’s  views  on  H.R.  17269, 
the  Narcotic  Addict  Rehabilitation  Act  of 
1970  before  Subcommittee  No.  4 of  the 
House  Judiciary  Committee.  Doctor  Ras- 
kin said  that  the  bill,  which  expands  pro- 
visions for  civil  commitment  of  narcotic  ad- 
dicts, “.  . . will  make  it  possible  to  extend 
treatment  to  a larger  number  of  drug  de- 
pendent persons  and  we  support  the  intent 
of  this  legislation.”  He  went  on  to  com- 
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ment,  however,  that  shortages  in  funding 
and  manpower  may  restrict  the  additional 
number  who  actually  can  be  helped  by  the 
program.  The  witness  then  went  on  to  out- 
line factors  present  in  the  treatment  of 
drug  dependent  persons,  relating  them  to 
specific  provisions  in  the  bill.  Doctor  Ras- 
kin emphasized  that  the  type  of  treatment 
given  narcotics  addicts  should  be  based 
strictly  on  medical  decisions. 


Limit  on  amphetamines  called  for 

Rep.  Rogers  (D)  Fla.  called  for  Food  and 
Drug  Administration  Commissioner  Charles 
Edwards,  M.D.,  to  “.  . . lay  the  foundation 
for  eliminating  amphetamines  by  conducting 
studies  to  show  that  they  are  necessary  and 
effective  in  only  very  limited  medical  situa- 
tions.” Rogers  went  on  to  say  that  if  we 
can  control  the  abuse  of  amphetamines,  we 
could  reduce  the  drug  problem  by  as  much 
as  20%.  One  of  the  main  abuses  is  their 
use  as  diet  pills,  and  he  recommended  that 
the  FDA  conduct  studies  to  demonstrate  that 
amphetamines  are  not  effective  in  obesity 
cases.  As  yet,  legislation  has  not  been  intro- 
duced to  implement  l\Ir.  Rogers’  recommen- 
dations. 


Physician  redistribution  sought 

Congressman  Galifianakis  (D)  N.C.  in- 
troduced H.R.  18689,  the  Community  Health 
Act  of  1970,  which  seeks  to  relieve  the 
shortage  of  physicians,  dentists  and  other 
health  personnel  in  small  communities  and 
other  “medically  deprived”  areas  . . . The 
proposal  authorizes  the  government  to  repay 
in  full  the  educational  debt  of  any  physician, 
dentist,  or  optometrist,  or  other  critically 
needed  health  specialist,  who  signs  an  agree- 
ment to  practice  for  three  years  in  a medic- 
ally deprived  area.  It  also  authorizes  the 
Secretary  of  HEW  to  add  new  categories  of 
health  professionals  to  the  original  listing 
if  critical  shortages  occur.  In  explaining 
his  bill.  Congressman  Galifianakis  stated 
that  conditions  in  the  United  States  “.  . . do 
not  merely  reflect  a doctor  shoiTage,  but 
they  also  reflect  a misallocation  of  the  physi- 
cians and  health  personnel  which  we  already 
have.”  Admitting  that  his  bill  is  not  the 


final  answer  to  the  shortage  of  medical  per- 
sonnel, he  said  it  would  provide  an  incen- 
tive to  young  physicians  to  begin  reversing 
the  present  misallocation  of  physicians.  He 
told  the  House  that  if  every  student  who 
graduated  in  1969  from  medical,  dental,  or 
optometry  schools  had  enrolled  in  the  pro- 
gram, and  if  each  owed  the  entire  cost  of 
his  education,  the  cost  of  the  program  would 
not  exceed  $130  million  per  year;  and,  if 
only  one  of  every  ten  graduating  doctors 
signs  a contract  to  serve  for  the  three  years, 
then  the  cost  would  be  about  $10  million 
each  year  . . . The  bill  was  referred  to  the 
House  Interstate  and  Foreign  Commerce 
Committee. 


House  clears  allied  health  bill 

The  House  passed  S.  3586,  the  Health 
Training  Improvement  Act  of  1970,  after 
amending  it  to  conform  to  the  language  of 
H.R.  13100,  the  House  version  of  the  legis- 
lation. As  cleared  by  the  House,  the  bill 
extends  for  three  years:  The  program  of 
grants  for  the  construction  of  facilities  for 
training  centers  for  the  allied  health  profes- 
sions; the  program  of  basic  improvement 
grants  for  allied  health  training  centers; 
and  the  program  of  special  improvement 
grants  authorizing  funds  to  be  used  to  as- 
sist allied  health  training  centers  in  estab- 
lishing new  and  modified  programs,  expand 
training  facilities,  improve  curricula,  and 
establish  special  programs  to  reach  such 
groups  as  the  economically  and  culturally 
deprived,  returning  veterans,  and  persons 
reentering  the  allied  health  fields.  The  pro- 
gram of  grants  to  cover  the  cost  of  trainee- 
ships  for  the  training  of  allied  health  pro- 
fessions’ teachers,  administrators,  and  su- 
pervisors, and  the  program  of  grants  to 
public  or  nonprofit  organizations  for  proj- 
ects to  develop,  demonstrate,  and  evaluate 
curricula  and  methods  in  training  health 
technologists  are  also  extended  ...  In  a let- 
ter to  the  Chairman  of  the  Subcommittee 
on  Public  Health  and  Welfare  of  the  House 
Interstate  and  Foreign  Commerce  Commit- 
tee last  June,  the  AM  A offered  its  support 
of  this  program  and  urged  favorable  action 
on  it  by  the  Congress  . . . The  Senate  has 
asked  for  a conference  with  the  House  to 
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resolve  differences  between  the  House- 
passed  and  Senate-passed  versions  of  S. 
3586. 

Family  practice  training  bill  reported 

The  Senate  Labor  and  Public  Welfare 
Committee  has  reported  out  S.  3418,  the 
Training  in  the  Field  of  Family  Practice  Act. 
Introduced  by  Sen.  Yarborough  (D)  Tex., 
the  bill  amends  the  Public  Health  Service 

Announcements 

Cardwell  receives  award 

Charles  P.  Cardwell,  Jr.,  of  Richmond, 
Va.,  has  been  named  recipient  of  the  Amer- 
ican Hospital  Association’s  highest  honor, 
the  Distinguished  Service  Award,  it  has 
been  announced  by  Edwin  L.  Crosby,  M.D., 
executive  vice  president  and  director  of 
AHA. 

Berlin  medical  congress  offers  papers 

More  than  20,000  physicians  from  Germany 
and  other  countries  have  just  departed  from 
Berlin  after  attending  the  Gennan  Congress 
on  Post-Graduate  Medical  Education  which 
was  held  there.  The  event  was  part  of  the 
International  Exhibit  of  Pharmaceutical 
Products  and  Medical  Technological  Equip- 
ment which,  according  to  its  organizers,  was 
the  largest  exhibit  of  its  kind  in  the  world. 

Major  papers  presented  at  the  Congress 
covered  such  topics  as  endocrinology,  aller- 
gies, the  early  detection  of  malignant  tu- 
mors, minor  surgery  outside  the  hos- 
pital, laboratory  diagnoses,  electrocardio- 
gram courses.  Other  topics  dealt  with  the 
problems  of  elderly  patients,  rehabilitation, 
electronic  data  processing  for  clinical  diag- 
noses. The  Congi-ess  agenda  also  included 
a seminar  on  pulmonary  diseases,  and  panel 
discussions  were  held  on  contraception,  kid- 
ney transplantations,  as  well  as  the  effects 
and  safety  of  chemo-therapies. 

Dr.  Gotthard  Schettler,  head  of  the  de- 
partment for  internal  medicine  at  Heidel- 
berg University,  presided  over  the  Congress. 
Professor  Schettler  announced  that  texts  of 


Act  to  authorize  grants  to  medical  schools 
and  hospitals  to  assist  them  in  establishing 
special  departments  and  programs  in  the 
field  of  family  practice.  This  five-year  pro- 
gram was  supported  by  the  AMA  last 
month  during  hearings  before  the  Subcom- 
mittee on  Health  of  the  Labor  and  Public 
Welfare  Committee  with  the  Association 
urging  its  passage  . . . The  Senate  has  not 
yet  scheduled  debate  on  the  bill. 


papers  would  be  made  available  upon  re- 
quest. 

Editors  and  doctors  may  contact  the  Pub- 
licity Department  at  Young  & Rubicam,  285 
Madison  Ave.,  New  York,  N.Y.,  10017,  for 
copies  of  the  papers. 

Urology  conference 

A urology’  postgraduate  conference  will 
be  held  at  the  University  of  Iowa  Health 
Center  Monday  through  Wednesday,  Sep- 
tember 14-16,  1970. 

A pre-meeting  reception  will  be  held  at 
the  University  Athletic  Club  Monday  eve- 
ning. The  conference  will  open  at  8 a.m. 
Tuesday.  Drs.  Rubin  H.  Flocks,  Raymond 
G.  Bunge,  and  David  A.  Culp,  all  of  the 
U of  I Department  of  Urology,  will  moder- 
ate sessions. 

Among  the  topics  for  discussion  Tuesday 
will  be  vasectomy  repair,  operative  manage- 
ment of  intersexuality,  renal  trauma,  and 
ideal  conduit  — complications  and  results. 

Subjects  Wednesday  will  include  septic 
shock,  the  evolution  of  periurethral  fibrosis, 
the  relationship  of  plasma  testosterone  to 
human  seminal  fructose,  and  clinical  patho- 
logical study  of  primary  ureteral  carcinoma. 

Eleven  distinguished  urologists  from  nine 
states  will  serve  as  guest  faculty  at  the  con- 
ference. 

Write : Director,  Office  of  Medical  Educa- 
tion, 245  Medical  Research  Center,  The  Uni- 
versity of  Iowa,  Iowa  City,  Iowa  52240. 
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Shumway  and  Kountz  at  AABB 
meeting 

Advances  in  tissue  matching  and  other 
phases  of  human  organ  transplantation  will 
be  the  subject  of  a seminar  and  several  pa- 
pers at  the  23rd  annual  meeting  of  the 
American  Association  of  Blood  Banks  Oct. 
27-30,  1970  at  the  San  Francisco  Hilton. 
Immediately  preceding  the  meeting,  Oct.  26, 
the  Association  will  conduct  two  simul- 
taneous technical  workshops:  a laboratory 
workshop  entitled  “Quality  Control  in  Blood 
Banking”  and  a seminar  workshop,  “Prob- 
lems Related  to  Transfusion.” 

Dr.  Norman  E.  Shumway  of  the  Stanford 
University  Medical  School  and  Dr.  Samuel 
L.  Kountz  of  the  University  of  California 
San  Francisco  Medical  Center  will  discuss 
heart  and  kidney  transplantation  and  the 
requirement  for  immunosuppression  at  a 
special  luncheon  on  Oct.  27. 

A pioneer  of  the  surgical  technics  involved. 
Dr.  Shumway  has  performed  25  heart  trans- 
plants at  Stanford.  Ten  of  the  recipients 
were  alive  and  well  including  four  who  have 
survived  more  than  a year.  Dr.  Kountz 
transplanted  80  kidneys  last  year. 

Postgrad  courses  in  internal  medicine 
and  obstetrics  and  gynecology 

Two  Postgraduate  Courses  of  one  week 
each  in  Internal  Medicine  and  Obstetrics 
and  Gynecology  have  been  announced  by  the 
Chicago  Medical  Society.  The  course  on  In- 
ternal Medicine  will  run  from  November  9- 
13,  and  Obstetrics  and  Gynecologj’  from  No- 
vember 16-20,  1970.  Both  courses  will  be 
conducted  at  the  Knickerbocker  Hotel  in 
Chicago. 

Chairman  of  the  Internal  Medicine  is  Dr. 
Peter  J.  Talso,  Professor  of  Medicine,  Loyola 
University  Stritch  School  of  Medicine.  The 
opening  sessions  will  be  devoted  to  diabetes 
mellitus  followed  by  courses  in  diagnosis 
and  treatment  of  coronary  heart  disease,  hy- 
pertension and  the  clinical  aspects  of  envir- 
onmental pollution.  Full  day  courses  will  be 
devoted  to  cancer  chemotherapy  and  infectus 
diseases.  Special  lectures  will  cover  the  use 
of  L-Dopa,  computerized  histories,  multi- 


phasic  screening  and  sexual  problems  in 
adolescents  and  adults. 

The  Obstetrics  and  Gynecology’  course  is 
headed  by  Dr.  Charles  P.  McCartney,  Pro- 
fessor of  Obstetrics  and  Gynecology’,  Pritz- 
ker  School  of  Medicine,  University  of  Chi- 
cago. Course  content  is  devoted  to  topics 
ranging  from  the  latest  information  avail- 
able on  the  pill  to  husbands  in  the  delivery 
room.  Topics  covered  include  the  addict 
mother,  the  use  of  antibiotics  in  obstetrics 
and  gynecology’,  the  present  status  of  Mid 
Forceps  delivery  and  electronic  monitoring 
of  the  fetus  during  labor. 

Each  course  carries  321/9  hours  of  credit 
approved  by  the  Academy^  of  General  Prac- 
tice. 

An  outstanding  faculty-  has  been  obtained 
for  both  courses,  and  is  comprised  of  authori- 
ties from  the  Chicago  medical  schools  and 
other  outstanding  medical  centei’s.  Regis- 
tration for  each  course  is  $150.  Complete 
details  may"  be  obtained  from : Chicago  Med- 
ical Society,  310  South  Michigan,  Chicago, 
Illinois  60604. 


Preoperative  Screening  for  Potential  T&A 
Bleeding  — G.  K.  Thomas  (50  N Medical 
Dr,  Salt  Lake  City)  and  R.  A.  Arbon. 
Arch  Otolaryng  91:453-456  (May)  1970. 

Prior  to  tonsillectomy  and  adenoidectomy 
206  patients  were  screened,  utilizing  the  par- 
tial thromboplastin  test  (PTT).  No  bleeding 
abnormalities  were  detected.  The  PTT  has 
been  shown  to  be  a valuable  presurgical 
screening  test ; it  is  the  most  precise  and  re- 
producible single  test  which  will  detect  90% 
or  more  of  the  latent  or  unsuspected  poten- 
tial bleeders.  The  test  must  be  carefully 
done  but  is  easily  performed,  is  commercial- 
ly available,  and  can  be  done  in  the  smallest 
laboratory.  Since  unsuspected  bleeders  who 
previously  would  not  have  been  detected 
with  a bleeding,  and  coagulation  time  can 
now  be  discovered  by  the  PTT,  and  because 
they  are  not  rare,  routine  preoperative 
screening  is  advocated. 
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The  Letter  Box 

To  the  Editor: 

Recent  information  has  been  appearing 
in  scientific  journals  reporting  apparent 
interference  with  the  operation  of  implanted 
cardiac  pacemakers  due  to  high  frequency 
radiation  emanating  from  microwave  ovens. 
Patients  with  an  implanted  sensory  pace- 
maker who  come  within  range  have  experi- 
enced blockage  of  impulse.  Physicians 
should  alert  patients  with  sensory  pace- 
makers to  the  potential  hazard  of  entering 
a microwave  radiation  field  such  as  are  be- 
ing encountered  with  increasing  frequency 
in  many  public  eating  places  and  private 
homes.  Hospitals  should  make  areas  where 
microwave  ovens  are  located  off-limits  for 
patients  with  cardiac  pacemakers. 

Henry  D.  Smith,  M.D.,  M.P.H., 
Acting  Director  of  Health 
H.  Ellis  Simmons,  Director, 
Radiological  Health 


To  the  Editor: 

Would  you  be  kind  enough  to  announce  the 
following  on  behalf  of  the  American  Board 
of  Family  Practice: 

The  American  Board  of  Family  Practice 
announces  that  it  will  give  its  second  exam- 
ination for  certification  in  various  centers 
throughout  the  United  States.  The  exam- 
ination will  be  over  a two-day  period  on 
February  27-28,  1971.  Information  regard- 
ing the  examination  and  eligibility  for  the 
examination  can  be  obtained  by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Sec-Treas. 
American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

Please  Note:  Deadline  for  receiving  com- 
pleted applications  in  the  Board  office  is 
November  1,  1970. 

Thank  you  for  your  cooperation. 

Nicholas  J.  Pisacano,  M.D., 
Secretary-Treasurer 


To  the  Editor: 

The  University  of  Nebraska  Medical  Cen- 
ter has  for  some  time  been  desirous  of  estab- 
lishing an  area  devoted  to  collecting  and  dis- 
playing materials  related  to  the  history  and 
practice  of  medicine  in  Nebraska  and  the 
Great  Plains  area. 

With  the  construction  of  the  new  library 
facility  such  an  area  has  been  provided,  and 
the  Medical  Center  is  establishing  a depart- 
ment of  Archives.  If  anyone  has  any  old 
books  related  to  medicine,  any  doctors’ 
ledgers,  doctor  bills,  letters,  photographs,  or 
diplomas;  or  if  there  are  letters  related  to 
illness,  medical  care,  or  medical  lore,  the 
Library  of  Medicine  of  the  Medical  Center 
would  be  happy  to  receive  them,  to  acknowl- 
edge their  receipt,  to  catalogue  them  prop- 
erly, and  to  add  them  to  the  archives  collec- 
tion. 

Address  all  communications  and  send  all 
articles  to  the  Library  of  Medicine,  History 
of  Medicine  Section,  University  of  Nebraska 
Medical  Center,  42nd  and  Dewey  Ave.,  Oma- 
ha, Nebraska  68105. 

Leon  S.  McGoogan,  M.D. 


To  the  Editor: 

We  would  very  much  appreciate  your  con- 
sideration of  announcing  the  following  pro- 
gram in  your  journal : 

Congenital  and  Acquired  Heart  Disease  in 
Infants  and  Children,  a Pediatric  Cardiology 
Postgraduate  Course  presented  by  the  Amer- 
ican Academy  of  Pediatrics  and  the  Depart- 
ment of  Pediatrics  of  the  University  of  Flor- 
ida College  of  Medicine,  December  9-12, 
1970,  at  the  Happy  Dolphin  Inn,  St.  Peters- 
burg Beach,  Florida.  Inquiries  and  re- 
quests for  registration  forms  should  be  di- 
rected to  Dr.  Gerald  Hughes,  Secretary  for 
Educational  Affairs,  American  Academy 
of  Pediatrics,  P.  0.  Box  1034,  Evanston,  Illi- 
nois 60024. 

Thank  you  for  your  assistance. 

Sincerely  yours, 

Thomas  D.  Bartley,  M.D. 

Assistant  Dean 

Division  of  Postgraduate  Ed. 
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Books 


Authorities  in  the  investigational  area  of  shock 
discuss  recent  developments  in  the  important  dis- 
ciplines of  this  critical  field  in  Corticosteroids  in 
the  Treatment  of  Shock  (University  of  Illinois 
Press),  edited  by  William  Schumer  and  Lloyd  M. 
Xyhus.  William  Schumer,  M.D.,  is  Professor  of 
Surgery  at  the  University  of  Illinois  College  of 
Medicine.  Lloyd  M.  Xyhus,  M.D.,  is  Professor  and 
Head  of  the  Department  of  Surgery  at  the  same 
institution. 

This  book  contains  papers  presented  at  a sym- 
posium at  the  University  of  Illinois  College  of  Medi- 
cine which  emphasized  the  fusion  of  basic  and 
clinical  sciences  in  the  complex  study  of  shock. 

The  first  two  papers  cover  the  effect  of  corti- 
coids  on  the  pathophysiologic  factors  in  shock,  spe- 
cifically hemodynamic  changes.  Discussion  of  the 
pathologic  findings  in  shock  is  supported  by  elec- 
tron-microscopic studies.  Next,  the  metabolic  as- 
pect is  thoroughly  reviewed,  and  the  clinical  appli- 
cation of  multidiscipliiie  basic  sciences  is  present- 
ed. The  proceedings  of  the  symposium  — expand- 
ing on  the  papers  presented  — supplement  the 
actual  symposium. 

Contributors  are:  Drs.  Denis  Cavanaugh,  Clarence 
D.  Davis,  Gordon  Watkins  Douglas,  William  Druck- 
er,  Jacob  Fine,  Rolf  M.  Gunnar,  Richard  C.  Lillehei, 
James  C.  Melby,  William  F.  Mengert,  Lloyd  M. 
Xyhus,  William  Schumer,  William  C.  Shoemaker, 
Wesley  W.  Spink,  and  Max  Harry  Weil. 


Send  For  It 

Varicose  veins 

The  Association’s  booklet  for  physician 
distribution  to  patients  with  varicose  veins 
has  been  updated  and  completely  redesigned. 
Entitled  “Varicose  Veins,”  the  12-page  il- 
lustrated publication  explains  the  nature  and 
principal  methods  of  treating  the  condition. 
Copies  may  be  obtained  from  local  Heart  As- 
sociations or  the  AHA  Central  Office,  44 
E.  23rd  St.,  New  York,  N.Y.  10010. 


Safety  film  catalog,  free 

The  bi-annual  1970  motion  picture  cata- 
log, the  largest  in  the  world  dedicated  to 
safety,  can  now  be  obtained  gratis  by  busi- 
ness, industry,  associations  and  clubs.  It 


will  be  mailed,  upon  request,  to  those  anxious 
to  curtail  tragic  accidents  in  factories,  on 
highways,  in  offices  or  homes,  and  any- 
where they  may  happen.  This  year  the  cata- 
log has  a gi-eatly  augmented  supplement, 
listing  a large  consignment  of  newly  ac- 
quired subjects,  featuring  supeiwisor  train- 
ing, on  and  off-the-job  safety,  Spanish  lan- 
guage films,  office  and  fire  safety. 

Concerned  executives  in  major  industries 
and  organizations  have  become  increasingly 
aware  of  the  vital  need  to  anticipate  costly 
accidents  to  employees,  equipment,  or  both. 
They  know  visual  education,  through  films, 
provides  a forewarning.  Both  catalog  and 
supplement  are  free  upon  application  to  the 
Greater  Los  Angeles  Chapter-National  Safe- 
ty Council,  3388  West  8th  Street,  Los  An- 
geles, California  90005. 


“Heart  attack”  leaflet 

All  illustrated  publication  intended  to  re- 
inforce the  physician’s  explanations  and  ad- 
vice to  heart  attack  patients  has  been  re- 
vised by  the  Association.  It  is  available 
for  office  distribution  to  patients  through 
local  heart  groups  or  the  AHA  Central  Of- 
fice, 44  E.  23rd  St.,  New  York,  N.Y.  10010. 

Originallj'  printed  in  1956,  the  “Heart 
Attack”  leaflet  lists  possible  causes  of  coro- 
nary thrombosis,  tells  in  simple  terms  what 
the  condition  is  and  discusses  angina  pec- 
toris. Line  drawings  show  the  coronaiy 
arteries  and  indicate  what  occurs  during  re- 
covery from  a heart  attack.  A section  is 
devoted  to  instructions  for  helping  a heart 
attack  victim. 


Film : endoscopy 

A new  film  available  from  Wyeth  Lab- 
oratories, “Endoscopic  Techniques  in  Gyne- 
cologj'  and  Infertility,”  outlines  the  use  of 
culdoscopy  and  laparoscopy  procedures  in 
diagnosing  and  treating  gjmecological  con- 
ditions. 

In  the  film,  the  applications  of  culdo- 
scopy and  laparoscopy  are  contrasted  and 
demonstrated  in  detail,  using  case-study  nar- 
rations to  explain  the  photographic  se- 
quences made  through  the  scope.  Accord- 
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ing  to  Jack  Rothstein,  manager  of  medical 
promotion  at  Wyeth,  these  unusual  scenes 
provide  excellent  aids  to  augment  discussion 
of  these  two  procedures. 

“Endoscopic  Techniques  in  Gynecology 
and  Infertility”  was  filmed  under  the  super- 
vision of  Maxwell  Roland,  M.D.,  Department 
of  Obstetrics  and  Gynecology,  Booth  Me- 
morial Hospital,  Flushing,  N.Y.,  and  Kurt 
Semm,  M.D.,  University  of  Munich,  Ger- 
many. 

The  film  is  recommended  for  showing  to 
gynecologists  and  obstetricians,  general 
practitioners,  and  ob-gyn  residents  and  in- 
terns. 

“Endoscopic  Techniques”  is  available 
through  Wyeth  sales  representatives  for 
showing  to  physicians  in  private  practice 
and  hospitals  and  at  medical  society  meet- 
ings. The  film  runs  27  minutes,  is  16-mm, 
full  color  with  optical  sound,  one  reel.  Prints 
can  also  be  obtained  on  loan  from  the  Wyeth 
Film  Library,  Box  8299,  Philadelphia,  Pa. 
19101. 


Simplifying  the  Clinical  Problem  of  Glyco- 
suria in  Pregnancy  — H.  W.  Sutherland 
(Univ  of  Aberdeen  Medical  School,  Aber- 
deen, Scotland),  J.  M.  Stowers,  and  C.  Mc- 
Kenzie. Lancet  1:1069-1070  (May  23) 
1970. 

The  complex  problem  of  glycosuria  in  preg- 
nancy was  studied  by  defining  a subgroup 
with  glycosuria  to  testing  with  Clinistix  in 
a second  fasting  morning  urine  specimen. 
This  group  was  compared  with  a random 
glycosuria  group  composed  of  women  with 
postprandial,  but  not  fasting  glycosuria  to 
Clinistix.  A significant  correlation  was 
found  between  second  fasting  morning  gly- 
cosuria and  chemical  diabetes,  but  there  was 
no  such  correlation  with  random  glycosuria. 
The  finding  of  random  glycosuria  did  not 
contribute  to  the  incidence  of  chemical  dia- 
betes in  women  with  obesity  or  a family  his- 
tory of  diabetes  in  the  first-degree  rela- 
tives. On  the  other  hand,  second  fasting 


morning  glycosuria  was  associated  with  an 
increased  incidence  of  chemical  diabetes  in 
these  categories  of  women.  The  possible 
importance  of  these  findings  is  that  many 
fewer  women  with  glycosuria  in  pregnancy 
need  to  be  tested  for  diabetes  since  it  ap- 
pears that  it  is  only  the  second  fasting 
morning  glycosuric  group  (8/1,000  ante- 
natal women)  that  is  significantly  at  risk. 

Incident  of  Familial  Cancer  — L.  I.  Epstein 
(Indiana  Univ  Medical  Center,  Indian- 
apolis), D.  Bixler,  and  J.  E.  Bennett.  Can- 
cer 25 :889-891  (April)  1970. 

Familial  cancer  is  manifested  by  the  early 
development  of  histologically  different  mal- 
ignancies in  multiple  members  of  a family 
at  different  anatomical  sites.  Two  or  more 
generations  must  be  involved.  A family 
is  presented  in  which  six  of  15  members, 
over  three  generations,  developed  seven 
malignancies,  of  which  five  were  distinctly 
different.  Osteogenic  sarcomas  appeared  in 
successive  generations.  The  explanation  for 
this  phenomenon  may  lie  in  hereditary  sus- 
ceptibility to  living  or  nonliving  carcinogens. 
An  awareness  of  this  entity  will  aid  in  early 
detection  of  malignancy  in  those  affected 
and  continued  close  observation  of  all  mem- 
bers of  a cancer  family. 

Prognosis  in  Patients  With  Carcinoma  of 
the  Prostate  — J.  N.  Corriere,  Jr.  (Hosp 
of  the  Univ  of  Pennsylvania,  Philadel- 
phia), J.  L.  Cornog,  and  J.  J.  Murphy. 
Cancer  25:911-918  (April)  1970. 

Records  of  patients  with  carcinoma  of  the 
prostate  admitted  to  hospital  over  a ten- 
year  period  were  reviewed.  Most  patients 
were  treated  with  early  hormonal  therapy. 
Histologic  type,  stage,  and  age  of  presenta- 
tion seemed  to  be  important  in  prognosis, 
while  acid  phosphatase  level,  race,  and 
length  of  symptoms  before  diagnosis,  except 
for  localized  lesions,  were  not.  Patients  with 
previous  cardiovascular  disease  died  more 
often  of  cardiovascular  disease  than  those 
without  previous  cardiovascular  disease,  but 
did  not  exhibit  a higher  overall  mortality 
than  the  latter. 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
cedingr  date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following:  its  first  appearance  unless 
otherwise  . instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1902  First  National 
Bank  Building:,  Lincoln,  Nebraska  68508. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


NOTICE  — A general  medical  practice 
available  in  a prosperous  rural  area.  38  bed 
modern  hospital,  50  bed  new  nursing  home. 
Our  73  year  old  doctor  wants  to  retire,  will 
cooperate  fully  as  desired.  Medical  clinic 
community  - owned.  We  offer  a healthy  en- 
vironment free  of  traffic  congestion,  smog, 
riots,  water  pollution  and  racial  unrest.  In- 
terest free  money  available.  More  detailed  in- 
formation on  request.  Contact  W.  E.  Wright, 
M.D.,  or  Kenneth  Eyer,  Mayor,  Creighton,  Ne- 
braska 68729. 
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Bundle  Branch  Block  in  Acute  Myocardial 
Infarction  — R.  M.  Norris  and  M.  S.  Crox- 
son  (Green  Lane  Hosp,  Auckland,  New 
Zealand).  Amer  Heart  J 79:728-733 
(June)  1970. 

The  incidence  of  bundle  branch  block  in 
565  patients  admitted  to  a coronary  care 
unit  was  examined.  Right  bundle  branch 
block  (RBBB)  was  present  in  7%  of  pa- 
tients, with  a mortality  rate  of  61%,  and 
left  bundle  branch  block  (LBBB)  in  4%  of 
patients,  with  a mortality  rate  of  48%. 
RBBB  was  associated  with  a significantly 
higher  incidence  of  asystole  than  LBBB. 
This  usually  occurred  during  the  course  of 
complete  heart  block  and  was  not  a terminal 
manifestation  of  shock  or  cardiac  failure. 
The  presence  of  left  axis  deviation  did  not 
adversely  affect  the  prognosis  of  patients 
with  RBBB,  either  for  survival  or  for  the  de- 
velopment of  asystole.  RBBB  nearly  always 
developed  during  the  course  of  anterior 
transmural  infarction,  and  autopsy  in  fatal 
cases  showed  proximal  occlusion  of  the  left 
anterior  descending  coronary  artery  in  al- 
most all.  The  site  of  infarction  could  seldom 
be  determined  from  the  cardiogram  in  pa- 
tients with  LBBB,  and  autopsies  showed 
more  generalized  coronary  atheroma.  The 
use  of  a transvenous  electrode  catheter  at- 
tached to  a demand  pacemaker  should  be 
considered  in  patients  with  anterior  trans- 
mural infarction  who  develop  RBBB. 


“I  remember  when  you  used  to  look  at  me 
like  that.” 
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calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 
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Tenafly,  New  Jersey  07670 
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mobile  billing  division  of 

DAVID  OLSON 

ASSOCIATES,  INC. 

GREATER  SOUTHWEST  SYSTEMS  MT.  STATE  SYSTEMS 

Dallas,  Texas  Denver,  Colorado 

MIDWEST  SYSTEMS 
Omaha,  Nebraska 


WE  HAVE  A PROFESSIONAL  SOLUTION  FOR 
YOUR  MONTHLY  BILLING  PROGRAM 


THE  CAN 


PEOPLE" 


ADVANTAGES  OF  OUR  MOBILE 
BILLING  SERVICE 

Our  fully-equipped  OFFICE  COMES  TO  YOUR 
DOORSTEP. 

Your  RECORDS  are  NEVER  FURTHER  AWAY 
THAN  your  PARKING  LOT. 

A PROFESSIONAL  itemized  STATEMENT. 

A CONSISTENT  BILLING  DATE  each  month  re- 
gardless of  heavy  office  schedule  or  staff  illness 
and  vacations. 

1^  A TIRESOME  JOB  REMOVED  from  your  office. 
1^  IMPROVES  MORALE  in  your  office. 

FREES  your  STAFF  to  perform  more  meaningful 
duties. 

The  average  account  (500  statements)  is  com- 
pleted in  30  minutes. 


OUR  MOBILE  BILLING  SERVICE  ELIMINATES 
THE  NEED  FOR  ... 

Expensive  OFFICE  EQUIPMENT. 

Costly  and  bulky  ENVELOPE  SUPPLY. 

Late,  incomplete,  or  MISSED  BILLINGS. 

INTERRUPTION  OF  your  OFFICE  ROUTINE  for 
sending  out  your  monthly  accounts  receivable 
statements. 

OUR  SERVICE  WILL  PROVIDE  THE 
FOLLOWING  . . . 

Addressed  envelopes  (window  and  return). 
Copy  of  accounts  receivable  ledger. 

Any  and  all  labor  involved  in  sending  out  your 
monthly  accounts  receivable  (specifically,  fold- 
ing, inserting,  sealing,  stamping  and  mailing). 


FOR  MORE 
INFORMATION 
WRITE  OR  PHONE: 


MIDWEST  SYSTEMS 

4413  North  62nd  Street 
OMAHA,  NEBRASKA  68104 
(Aread  Code  402)  451-7990 
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MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  {not  onion  skin  or  flimsy),  standard 
letter  sized  (8Vi  by  11  in.)  white  paper.  Wide  margins 
(at  least  114  left)  should  be  left  free  of  typing. 

On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  "top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and.  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation ; To  be 
Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company,  Norfolk,  Nebr.  68701. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Endometrial  Changes  in  Women  Receiving 
Oral  Contraceptives  — J.  Song,  M.  S. 
j\Iark,  and  M.  P.  Lawler,  Jr.  (Mercy  Hosp, 
Des  Moines).  Amer  J Obstet  Gynec  107: 
717-728  (July  1)  1970. 

The  endometrium  of  26  of  105  women  re- 
ceiving oral  contraceptives  for  more  than  17 
months  showed  atrophic  proliferative  glands 
with  hypertrophic  decidual  stroma,  nodular 
stromal  hyperplasia,  pronounced  myometrial 
hyperplasia,  capillary  thickening  with  endo- 
thelial proliferation  and  fibrin  thrombi,  in- 
creased lymphatics  simulating  microcysts, 
and  atypical  hyperplasia  of  decidual  cells. 
Tw'o  wmmen  showed  an  early  stromal  sar- 
coma. Abundant  endometrial  stromal  cells 
containing  hyperchromatic  nuclei  surround- 
ed by  orange-colored  foamy  cytoplasm  were 
frequently  observed  in  Papanicolaou  smears, 
often  yielding  a suspicious  cytologic  diag- 
nosis. The  endometrial  stroma,  a pleomor- 
phic and  pleuripotential  mesodermal  deriva- 
tive, may,  under  prolonged  and  imbalanced 
hormonal  stimuli,  undergo  an  excessive  atyp- 
ical proliferation  leading  to  possible  neo- 
plastic changes.  The  decidual  changes  in- 
duced by  contraceptives  were  occasionally  in- 
distinguishable from  decidua,  requiring  ex- 
treme caution  in  interpretation.  The  indi- 
vidual response  to  oral  contraceptives,  how- 
ever, appears  to  be  extremely  variable. 


“Ladies  and  gentlemen,  we  have  temporarily 
lost  our  opei’ation!” 


16-A 


EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


OLD  BOOKS  NEVER  DIE 

Books  get  older,  like  their  authors,  and 
some  fade  away,  as  authors  do.  But  books 
have  been  known  to  reappear,  as  authors 
would  like  to  do,  in  revisions,  I’eprintings, 
and  in  second  editions.  When  Smith 
has  written  a particularly  good  book,  it  is 
likely  to  outlive  him.  It  will  surely  go  on 
to  more  and  more  editions,  and  a younger 
author  will  be  brought  in  to  help,  and  the 
book  will  then  be  known  as  Smith  and 
Brown.  When  Smith  succumbs  to  one  of 
the  illnesses  he  told  how  to  cure  in  his  book. 
Smith  and  Brown  will  become  Brown  and 
Clark  and,  in  due  time,  Clark  and  Morton. 

As  I write  this,  one  textbook  staring  back 
at  me  says,  and  I have  changed  the  names 
to  protect  the  innocent,  Peterson-Taylor 
textbook,  edited  by  Haley  and  Webb,  and  all 
four  names  appear  on  the  cover.  If  a book 
is  that  good,  I wonder  why  it  does  not  be- 
come immortal,  unlike  its  authors.  We  might 
now  be  reading  the  one  thousandth  edition 
of  “Corpus  Hippocraticum,”  written  by  four 
other  people,  of  course. 

And  as  tempus  fugit,  pages  get  larger, 
the  number  of  the  edition  increases,  more 
pages  are  needed  (books  get  thicker  with  the 
years,  as  authors  do),  the  number  of  edi- 
tors becomes  greater,  and  the  price  goes  up. 

Smith’s  200  page  book  that  sold  for  four 
dollars  is  now  called  Clark  and  Morton;  it’s 
in  its  12th  edition  and  has  1400  big  pages. 
And  it  costs  30  dollars. 

And  nobody  remembers  Smith. 

— F.C. 

WOMEN’S  FIGURES 

During  the  past  40  years,  female  appli- 
cants to  medical  schools  have  increased  over 
300  percent,  but  the  proportion  accepted  has 
fallen  from  66  percent  to  48  percent. 

This  means  that  where  100  once  applied 
and  66  got  in;  now  more  than  400  apply, 
and  over  192  get  in. 

The  48  percent  is  just  about  the  average 
for  all  applicants  today,  male  and  female. 


For  women,  four  times  as  many  now  ap- 
ply, and  three  times  as  many  get  in. 

—F.C. 

CENTERS,  CLINICS,  AND 
HOSPITALS 

There  is  a growing  tendency  to  call  a spade 
a diamond,  or  anything  but  a spade,  and 
doctors  are  not  immune  to  this  disease.  Two 
or  more  doctor-associates  no  longer  have  an 
office;  it’s  a “clinic.”  And  hospitals  aren’t 
hospitals  any  more.  Now  they’re  “centers.” 

The  word  “clinic”  may  impress  the  pa- 
tient scanning  the  yellow  pages  in  search 
of  a doctor.  If  he  is  looking  for  a hospital, 
“medical  center”  may  also  have  a prestigi- 
ous ring,  but  he  may  be  only  confused,  and 
continue  reading,  still  in  search  of  a “hos- 
pital.” 

The  girl  at  her  first  bridge  game  asked 
“Do  I get  just  one  bid?”  And  they  said  no, 
she  could  have  more.  So  she  opened  with 
“Then  I bid  one  club  and  one  diamond.’" 

That’s  communication,  and  confusion,  too. 

—F.C. 


Perforated  Duodenal  Ulcer:  Long-Term  Fol- 
low-up — G.  J.  Nemanich  and  D.  M.  Nico- 
loff  (Univ  of  Minnesota  Health  Sciences 
Center,  Minneapolis).  Surgery  67:727-734 
(May)  1970. 

A retrospective  study  was  made  of  104  pa- 
tients who  had  a perforated  duodenal  ulcer. 
Eighty-five  patients  were  treated  surgically 
initially;  79  had  simple  closure  of  the  duo- 
denal perforation.  A recurrence  rate  of  pep- 
tic ulcer  symptoms  was  noted  in  61.6%  and 
subsequent  operations  were  required  in  43% 
of  the  60  patients  followed.  A high  post- 
operative mortality  rate  occurred  in  the 
group  treated  with  simple  closure.  Six  pa- 
tients had  definitive  surgery  such  as  vagoto- 
my and  pyloroplasty  initially  for  their  duo- 
denal perforation  and  the  results  in  this 
group  were  excellent. 


October,  1970 
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ORIGINAL  ARTICLES 


Residential  Services* 


Residential  services  for  re- 
tarded individuals  in  the  fu- 
ture will  increasingly  come  to 
mean  an  even  wider  variety  of  programs 
and  services.  These  services  should  be 
closely  related,  even  interdigitated,  with  the 
nonresidential  services  and  should  be  pri- 
marily located  in  the  community  close  to 
where  the  individual  lives.  Although  there 
is  an  abundance  of  plans  related  to  resi- 
dential services  which  have  been  developed 
over  the  past  decade,  there  are  few  examples 
of  highly  successful  programs  in  existence. 
The  majority  of  residential  programs,  serv- 
ices, and  facilities  in  the  United  States  have 
not  changed  appreciably  over  the  past  20 
years.  But  change  is  occurring,  and  one  of 
the  responsibilities  of  the  physician  is  to 
keep  abreast  of  these  changes  and  to  assist 
in  promoting  new  programs  both  residential 
and  nonresidential  which  will  benefit  the 
retarded  individual. 

The  available  services  of  the  past  tradi- 
tionally have  been  provided  by  large  institu- 
tions where  attempts  were  made  to  provide 
all  services  necessary  for  a wide  spectrum 
of  mentally  retarded  persons.  Consequently, 
these  large  institutions,  (1000  to  4000), 
might  have  all  the  activities  found  in  a 
small  city  — a hospital,  a nursery,  a school, 
a church,  a commissary,  a workshop ; as 
well  as  the  necessary  supporting  elements 
of  a laundry,  a repair  shop,  a garden,  and 
a greenhouse. 

Future  Trends 

Currently  there  is  a trend  toward  special- 
ization in  residential  services,  and  conse- 
quently small  institutions  providing  special 
kinds  of  residential  services  are  being  de- 
veloped. These  services  may  be  a com- 
munity-based hostel  for  working  adults,  with 
space  for  10  to  15  to  more  complex  facilities 
serving  200  to  250.  Other  facilities  are 
evolving,  which  concentrate  on  still  other 
specialized  services,  such  as  vocational 
training  units;  training  centers  for  the 
visually,  auditory,  or  physically  handi- 
capped; a maintenance  of  life  nursery;  and 
behavior-shaping  centers. 


ROBERT  B.  KUGEL,  M.D.t 
Omaha,  Nebraska 


Another  form  of  residential  service  is 
the  foster  home.  While  it  can  be  argued 
that  foster  homes  are  difficult  to  procure, 
there  are  now  several  experiments  in  which 
foster  homes  have  been  obtained  for  chil- 
dren with  any  form  of  disability.  In  many 
instances,  the  young  infant  and  young  child 
unable  to  be  accommodated  in  his  own  home 
may  be  better  cared  for  in  a foster  home 
than  in  any  other  situation  as  yet  avail- 
able in  most  communities. 

Questions  About  Residential  Placement 

To  provide  good  advice  for  the  mentally 
retarded  child,  the  physician  must  consider 
several  important  questions: 

1.  What  does  the  child  need?  What 
other  alternatives  are  there  for  ob- 
taining care  and  services? 

2.  What  does  the  family  need  ? Does  the 
need  of  the  family  conflict  with  the 
needs  of  the  child? 

3.  If  such  a conflict  exists,  can  the  needs 
of  both  be  met?  If  not,  which  is  the 
more  important? 

4.  Will  residential  placement  really  solve 
or  significantly  help  the  family’s 
problem,  or  merely  postpone  its  be- 
ing faced? 

5.  Has  the  family  been  given  all  the  in- 
formation available  about  services  and 
facilities  which  may  exist  in  meeting 
their  needs? 

With  this  information,  has  the  family 
made  its  own  decision  about  what  is  best  for 
them  and  their  child? 

In  advising  parents,  the  physician  must 
clearly  identify  what  is  expected  from  resi- 
dential care  in  each  particular  instance.  It 

•Presented  at  the  Annual  Session  of  the  Nebraska  Medical 
Writers  Association,  Omaha.  Nebraska,  February  25,  1970. 

tDean,  University  of  Nebraska  College  of  Medicine. 
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is  a grave  responsibility  to  suggest  that  a 
child  should  be  raised  outside  of  his  own 
home,  and  consequently  the  parents  must 
have  all  of  the  facts  presented  so  that  they 
can  weigh  the  pros  and  cons  of  such  action. 
Recent  studies  would  suggest  that  place- 
ment of  young  infants  directly  from  the 
newborn  nursery  to  a residential  care  fa- 
cility is  usually  not  in  the  best  interests  of 
the  child  or  his  family.  The  mere  recog- 
nition of  certain  physical  traits  often  as- 
sociated with  retardation  is  insufficient  evi- 
dence for  placement  in  a residential  pro- 
gram. It  is  now  generally  believed  that  it 
is  difficult,  if  not  impossible,  to  be  certain 
of  the  mental  capacity  of  a child  under  the 
age  of  two  except  in  a rough  fashion  and 
in  extreme  cases. 

A major  role  for  the  physician  in  deter- 
mining the  need  for  residential  care  is  to 
help  parents  arrive  at  the  best  possible  de- 
cision in  tenns  of  their  own  child’s  needs. 
In  general,  the  handicapped  child  whatever 
the  handicap  and  however  severe,  should  be 
kept  at  home,  although  every  assistance 
must  be  given  the  family  to  help  them  care 
for  such  a child,  and  to  adjust  to  the  prob- 
lem of  having  a child  who  is  considered  not 
normal.  In  rare  situations,  in  which  re- 
moval of  a young  child  from  the  home  is 
required  because  of  neglect,  foster  home 
care  is  usually  the  best  solution,  provided  the 
foster  home  is  under  good  supervision. 

The  physician  may  be  tempted  to  recom- 
mend removal  of  a retarded  child  from  the 
home  if  the  relationships  in  the  family  are 
disturbed.  However,  such  family  disturb- 
ances are  frequently  the  result  of  basic  in- 
adequacies, and  removing  the  child  seldom 
solves  the  problem.  Specific  treatment 
aimed  at  solving  the  basic  family  problems 
may  help  the  handicapped  child  as  well  as 
the  siblings  and  parents. 

When  counseling  regarding  placement  of 
a child,  the  likelihood  of  the  child  regressing 
in  an  institution  must  be  carefully  consid- 
ered. Many  children  in  an  impersonal  en- 
vironment become  increasingly  retarded,  or 
retardation  may  be  produced  in  a child  who 
was  not  originally  retarded.  Studies  by  the 
diagnostic  and  evaluation  clinics  supported 
by  the  Children’s  Bureau  indicate  that  ap- 


proximately 20%  of  the  children  seen  with 
a presumed  diagnosis  of  mental  retardation 
were  in  fact  not  mentally  letarded,  but 
rather  had  other  such  problems  as  emo- 
tional, speech,  sensory,  and  motor  handi- 
caps to  account  for  the  deviant  development. 
A child  of  this  sort  might  become  retarded 
in  an  institution  through  lack  of  stimula- 
tion and  personal  attention.  The  staff  of 
most  institutions,  even  though  aware  of  the 
factors  involved  in  producing  such  regres- 
sion, are  often  unable  to  correct  the  causes 
because  of  budgetary  limitations,  staff  in- 
adequacies, and  buildings  not  conductive  to 
small,  family-like  groups. 

The  physician  must  be  certain  about  the 
accuracy  of  information  which  he  gives 
concerning  an  institution  and  about  alterna- 
tives to  residential  care,  such  as  a day  care 
center.  Few  physicians  know  enough  about 
what  their  local  institutions  or  day  care 
centers  really  offer  for  children  at  various 
age  levels  and  with  various  degrees  and  com- 
binations of  handicapping  conditions.  To 
give  effective  counseling,  the  physician  must 
be  able  to  give  accurate  information  about 
local  facilities.  He  must  have  a continuing 
system  for  keeping  abreast  of  changes  in 
such  programs  as  they  change  from  time 
to  time,  depending  on  shifting  orientation  of 
institutional  staffs,  governmental  policies, 
and  budgetary  fluctuations. 

Unfortunately,  there  are  times  when  par- 
ents are  told  by  a poorly  informed  physician 
that  their  child  will  be  suitably  trained  and 
will  receive  a certain  type  of  care  in  a par- 
ticular facility,  and  the  parents  then  make 
a decision  to  place  the  child,  based  on  this 
information.  When  they  find  the  child  is 
not  receiving  good  care  or  does  not  receive 
it  to  the  degree  that  they  had  envisioned, 
the  parents  and  the  physician  may  lose  the 
rapport  which  had  been  present.  A further 
consequence  of  such  a circumstance  may  be 
to  force  the  family  into  an  agonizing  recon- 
ciliation of  their  act  of  placement. 

The  physician  has  a continuing  role  when 
a child  is  placed  in  any  type  of  residential 
setting.  He  should  keep  in  contact  with  the 
staff  of  the  facility  so  that  he  will  be  able 
to  interpret  to  the  family  various  changes 
in  the  child’s  condition  and  the  program 
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which  the  staff  has  outlined  for  the  child. 
The  rapport  which  he  has  developed  with  the 
family  prior  to  placement  is  extremely  im- 
portant in  order  that  he  may  help  them  to 
interpret  correctly  the  child’s  life  and  to 
assist  them  in  continuing  to  feel  comfort- 
able with  their  decision.  Obviously,  the 
pediatrician  has  a significant  obligation  to 
counsel  with  such  parents  concerning  sib- 
lings of  the  afflicted  child,  genetic  implica- 
tions in  the  family,  emotional  complications, 
and  other  factors. 

From  time  to  time,  the  child  usually  re- 
turns home  for  a visit.  The  physician 
then  should  attempt  to  provide  or  procure 
consistency  of  programming  and  treatment. 
To  do  so  requires  that  he  be  in  close  contact 
with  the  institution  staff,  and  they  with 
him.  The  physician  should  be  ready  to  help 
the  family  if  a decision  is  made  for  the  child 
to  return  home,  or  for  placement  in  another 
type  of  residential  setting.  Again,  such  de- 
cisions have  to  be  made  by  the  family  along 
with  the  staff  of  the  residential  institution 
and  the  child’s  own  physician.  The  physi- 
cian should  be  objective  in  assisting  both 
parties  without  allowing  his  emotional  feel- 
ings or  biases  to  interfere.  If  he  has  con- 
flicting views  between  the  parent  and  the 
residential  staff  in  making  such  changes, 
the  physician  should  work  directly  with  the 
responsible,  professional  person  in  the  fa- 
cility in  order  to  avoid  as  much  as  possible 
producing  confusion  in  the  family,  there- 
by making  their  decision  more  difficult.  His 
approach  to  the  staff  of  the  residential  facil- 
ity should  be  no  different  than  is  the  usual 
expected  practice  of  a physician  dealing 
with  other  physicians  or  medical  and  so- 
cial agencies.  Clearly,  the  professional  per- 
son should  work  with  other  professional 
persons,  and,  if  possible,  present  a concerted 
approach  to  the  family  rather  than  try  to 
communicate  through  the  family.  Failing  to 
do  so  results  in  unnecessary  distortion  and 
often  trauma  for  the  family. 

Other  Problems 

All  physicians,  both  as  individuals  and  as 
members  of  organizations,  have  a special  op- 
portunity to  work  toward  the  optimal  wel- 
fare for  all  children,  including  the  retarded. 
Since  the  retarded  child  often  requires  even 


more  specialized  programs,  the  need  is  even 
greater  for  physicians  to  serve  as  an  advo- 
cate for  them.  Among  other  things,  this 
means  that  physicians  should  assure  them- 
selves that  the  highest  type  of  pediatric 
care  is  being  given  to  children  in  residential 
centers.  Some  physicians  must  be  willing 
to  give  full-time  service  to  residential  pro- 
grams. Others,  when  called  to  give  part- 
time  or  volunteer  service,  should  consider 
with  great  care  this  obligation  toward  the 
welfare  of  retarded  children.  Organizations 
of  physicians,  as  well  as  individual  physi- 
cians, will  frequently  find  themselves  in  a 
position  to  influence  governmental  and  in- 
stitutional policies  which  will  result  in  high- 
er standards  of  care.  They  should  be  mind- 
ful of  these  opportunities  and  not  neglect 
this  important  responsibility  to  the  child  and 
to  society. 

Every  modern  residential  program  must 
strive  to  provide  a high  level  of  personal- 
ized service  consistent  with  dignity  for  the 
individual,  to  stimulate  research  activity, 
and  to  participate  actively  in  training  and 
community  education.  As  one  example, 
every  residential  facility  should  endeavor  to 
meet  the  recommended  minimum  standard 
of  70  sq.  ft.  per  patient  and  the  staffing 
standards  as  recommended  by  the  American 
Association  of  Mental  Deficiency.  By  lend- 
ing their  support  to  these  standards,  physi- 
cians can  help  to  improve  the  lot  of  the 
retarded. 

The  institution  of  tomorrow  will  be  small 
(not  over  200  to  250  beds),  often  located 
near  a college  or  university  campus,  easily 
accessible  to  transportation,  and  truly  part 
of  a community  spectrum  of  services  for  the 
retarded.  The  large,  all  encompassing,  iso- 
lated institutions  of  the  past  must  be  gradu- 
ally abandoned. 

Admission  and  discharge  to  many  of  the 
publicly  financed  centers  for  residential  care 
in  the  past  have  often  been  by  legal  com- 
mitment procedures.  These  commitment 
procedures  were  generally  attempts  to  adapt 
legal  codes  for  the  mentally  ill  to  the  men- 
tally retarded.  Often  court  proceedings 
were  required,  frequently  with  the  mental- 
ly retarded  person  present,  who  was  conse- 
quently subjected  to  a procedure  which 
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could  be  frightening,  baffling,  and  upsetting. 
As  people  have  begun  to  visualize  the  re- 
tarded person  in  a more  positive  fashion, 
there  has  been  a gradual  turning  toward 
voluntary  admission  procedures,  for  both 
public  and  private  centers  for  residential 
care.  As  residential  programs  move  more 
and  more  into  the  orbit  of  a total  community- 
based  philosophy,  then  admission  and  dis- 
charge from  residential  programs  for  people 
with  a variety  of  problems  and  disabilities 
will  need  to  become  no  more  complicated  than 
admission  and  discharge  from  a commun- 
ity hospital. 

The  process  of  commitment  represents  one 
of  the  great  stumbling  blocks  of  the  mo- 
ment. Physicians  must  be  content  with  this 
aspect  in  many  communities  and  states 
where  laws  and  regulations  have  yet  to  be 
revised,  making  it  easier  to  gain  admis- 
sion. Easing  admission  policies  can  help 
the  family  understand  a residential  program 
as  part  of  a continuum  of  services  and  not 
as  a “last  stop.”  Inasmuch  as  laws  and 
ordinances  vary  greatly  from  state  to  state, 
it  becomes  important  for  physicians  to  be 


fully  acquainted  with  these  regulations  in 
their  own  area.  Where  commitment  proce- 
dures still  linger  on  the  statutes,  physicians 
can  help  by  working  with  others  in  an  effort 
to  change  the  outmoded  concepts  into  ones 
which  are  more  appropriate  for  present 
ways  of  thinking. 

In  some  states,  the  small  residential  cen- 
ter acts  as  a hub  for  provision  of  a wide 
spectrum  of  services  such  as  active  medical 
care,  recreation,  respite  care,  rehabilitation 
services,  and  so  forth.  Utilization  of  resi- 
dential centers  for  postgraduate  education 
has  also  begun  in  earnest  with  the  funding 
of  the  several  university-affiliated  mental  re- 
tardation centers  by  the  Federal  Govern- 
ment. All  in  all,  the  role  of  the  institutions 
is  changing  the  world  over.  This  is  a sig- 
nificant event  which  will  affect  the  lives  of 
thousands  of  retarded  persons  for  the  better 
in  years  to  come. 
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"The  Spectator's  Heart" 


Summary 

The  usefulness  of  a cardiopulmonary  re- 
suscitation team  at  the  University  of  Ne- 
braska Memorial  Stadium  is  explained  in 
detail.  This  unit,  the  first  of  its  type,  in  any 
major  sports  stadium  in  the  country,  is 
specifically  designed  to  manage  spectators 
who  develop  cardiopulmonary  emergencies 
while  watching  a football  game.  The  article 
states  specifically  how  volunteers  from  local 
community  organizations  work  in  close  co- 
operation, and  how  they  have  successfully 
resuscitated  six  persons.  Those  persons  who 
sustained  a myocardial  infarction  were 
transferred  to  a coronary  care  unit  and  pro- 
ceeded to  complete  recovery.  It  is  believed 
important  that  other  major  stadiums  in  the 
country  should  have  resuscitation  teams. 

Introduction 

An  indeterminate  number  of  spectators 
collapse  in  football  stadiums  throughout  the 
country  each  fall.  In  the  midwest  alone,  at 
least  four  persons  collapsed  and  died  one  Sat- 
urday afternoon  in  October,  1967  while 
watching  football  games.  Definitive  resusci- 
tation attempts  were  not  made.  However,  it 
is  known  that  prompt  immediate  artificial 
ventilation  and  external  cardiac  massage  can 
often  resuscitate  a stricken  person  who  has 
developed  a cardiac  arrest  from  a myocardial 
infarction.^’  ® 

A portable  cardiopulmonary  resuscitation 
unit  was  used  at  the  University  of  Nebraska 
Stadium  on  football  Saturdays.  It  is  the 
first  resuscitation  unit  of  its  kind  in  Ameri- 
can stadium,  and  the  experience  gained  from 
the  past  four  seasons  indicates  its  value. 

Material  and  Methods 

Seven  patients  were  seen  and  treated  at 
the  portable  cardiopulmonary  resuscitation 
unit  at  the  University  of  Nebraska  stadium 
during  the  20  home  games  of  the  past  four 
seasons  (1966-1969).  The  unit  was  located 
under  the  northwest  portion  of  the  stadium, 
and  was  staffed  by  volunteers,  including  two 
to  four  nurses  skilled  in  coronary  care,  two 
cardiopulmonary  technicians,  one  inhalation 
therapy  technician,  and  a cardiovascular  sur- 
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geon.  The  equipment  was  loaned  by  the 
Cardiopulmonary  Section  of  Bryan  Memorial 
Hospital,  Lincoln,  Nebraska,  and  included 
cardiac  monitoring  services,  a DC  defibril- 
lator, intravenous  solutions,  emergency  ven- 
tilation equipment,  and  dimgs.  The  hospital 
donated  the  drugs,  and  all  items  were  trans- 
ported each  Saturday  from  the  hospital  to 
the  stadium.  A detailed  list  of  equipment  is 
noted  in  Table  1. 

In  addition  to  the  medical  team,  approxi- 
mately 30  Red  Cross  volunteers  were  scat- 
tered throughout  the  stadium.  Several  of 
these  Red  Cross  persons  were  supervisors 
who  carried  walkie-talkies,  allowing  instant 
communication  with  personnel  in  the  resus- 
citation unit.  Over  50  Boy  Scout  ushers  as- 
sisted the  Red  Cross  people  when  the  need 
arose.  Medical  interns  were  stationed  in 
sections  of  the  stadium  where  a high  den- 
sity of  adult  population  existed,  to  assist  the 
Red  Cross  volunteers  when  needed.  Either 
First  Aid  personnel,  interns,  or  physicians 
seated  close  by,  administered  initial  therapy 
to  the  collapsed  spectator.  The  Red  Cross 
volunteers  received  special  instruction  and 
practice  in  the  recognition  of  circulatory  ar- 
rest and  the  techniques  of  resuscitation.  As 
these  volunteers  gave  initial  therapy,  the 
Red  Cross  supervisors  summoned  by  walkie- 
talkie  the  ambulance  crew.  The  skilled  am- 
bulance personnel  rushed  to  the  collapsed 
spectator,  with  a stretcher,  oxygen,  and 
ventillator  and  carried  the  patient  to  the 
unit  where  immediate  cardiac  monitoring 
and  definitive  measures  were  carried  out. 

The  emergency  needs  of  the  patients  were 
handled  in  the  unit  and  their  critical  condi- 
tion was  stabilized  befoi’e  movement  to  a 
hospital.  Two  fully  equipped  ambulances 
were  present  to  transport  these  critical  car- 
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Table  1 


BRYAN  MEMORIAL  HOSPITAL 
PORTABLE  CARDIOPULMONARY  RESUS- 


CITATION 

Medications  and  Intravenous  Fluids 

(2)  5%  1,000  cc  Dextrose  in  H^O 
Codeine  60  mg  and  record 
Demerol  100  mg  and  record 
Morphine  Sulfate  30  mg  and  record 
(6)  50  cc  vials  Sodium  Bicarbonate 

(3)  Adrenalin  Chloride  1:1000 
H^O  for  injection  — 50  cc  vials 
Pronestyl,  Solu-Cortef,  Neo-Synephrine 
Aspirin,  Quinidine,  Digoxin 

(3).  Lidocaine  (Xylocaine  -2%) 

Sodium  Luminal  gr  (2) 

Levophed 

KCl 

Isuprel 

Lasix 

Nitroglycerin 

Insulin 

Inderal 

Dextrose  50% 

Aramine 

Chlortrimeton 

Dilantin 

Atropine 

Special  Solutions:  30  cc  vials 

(2)  Calcium  Chloride 
@ 10  cc  = 3.3  of  10%  Ca  Cb 
(2)  Epinephrine  Sol.  — 1:10,000 
(2)  Isuprel  Sol. 

@ 10  cc  — .3  mg  Isuprel 

Sterile  Supplies 
Plastic  needles 

(3)  #14  and  16  venocath 
(6).  #18  Jelco  - — 2"  and  4" 

(6)  Venopacks  (micro-gtts) 

(4)  Venotubes  20" 

(4)  Scalpveins  #21  and  #19 

Needles 

(12)  21  g 1",  21  g iVa",  18  g 1" 

(3)  20  g 6"  Intracardiac 
Steel  #22  short  and  #18  long 

Syringes  (disposable) 

(10),  12  cc 

(4)  50  cc 

diac  victims  to  one  of  the  three  coronary 
care  units  in  Lincoln  hospitals. 

Results 

In  the  past  four  seasons,  seven  patients 
were  treated  in  the  cardiopulmonary  resus- 
citation unit.  Six  of  them  collapsed  in  the 
stadium  and  required  resuscitation.  Five 
had  a cardiac  arrest  due  to  myocardial 
infarction,  and  all  five  were  successfully  re- 


SUPPLIES 

Miscellaneous 

4 tourniquets 
4 X 4’s  (unsterile) 

Alco  wipes 

Adhesive  tape  1"  and  2" 

Paper  tape  1"  and  2" 

Emergency  Room  Patient  Form 

(1)  DC  defibrillator  with  adult  paddles 

(1)  Oscilloscope  with  Pacemaker 

(1)  Scopette 
Portable  Suction 
1 IV  stand 

1 extension  cord 
ECG  paste 
BP  cuff 
Stethoscope 
Scissors 

(2)  EKG  patient  cables 

(3)  EKG  plate  electrodes 
Emesis  basin 

Towels  7 drapes 
Levine  #18 

(2).  Suction  Gath.  #18 
(2)  Connecting  tubes 
“Big  Red”  Waste  Container 

Inhalation  Therapy  Supplies 

(1)  Ambu  bag  with  adult  and  child  size 
face  masks 

(1)  Large  O-  cylinder 

( 1 ) 0“  Regulator 

(2)  0=  Connecting  tubes 

Plastic  airways  of  various  sizes  for  adult, 
child  and  infant 

Resuscituhe  — 1 adult  — 1 child 

(2)  Tongue  Blades 

Adhesive  Tape 

(1)  Laryngoscope  Handle 

Laryn.  Blades  — large,  medium,  small 

(1)  Hemostat 

Endotracheal  tubes  with  cuff  #22,  24,  26, 

28,  30,  32,  34,  36,  38 

(2)  6 cc  syringes 
Extra  set  of  batteries 
Extra  bulbs  for  laryngoscope 

suscitated.  The  sixth  patient  who  collapsed 
was  resuscitated,  but  died  12  hours  after 
resuscitation  due  to  a massive  subarachnoid 
hemorrhage.  The  seventh  person  was  seen 
in  the  unit  for  persistent  severe  chest  pain, 
and  later  developed  clear  evidence  of  myo- 
cardial ischemia.  The  case  histories  of 
three  persons  treated  during  the  past  four 
football  seasons  are  mentioned  here. 
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Case  I 

A 64-year-old  man  collapsed  near  the 
end  of  the  first  half  of  a football  game 
in  the  fall  of  1966.  Some  delay  prevent- 
ed immediate  transfer  of  the  patient  to 
the  stadium  rescue  unit.  During  his 
exit  from  the  stands  on  a stretcher  he 
became  quite  cyanotic  and  apneic ; 
no  pulse  was  noted  by  the  attendants,  in 
spite  of  resuscitation  efforts.  More 
than  five  minutes  elapsed  before  he  ar- 
rived at  the  unit.  The  initial  electro- 
cardiogram indicated  cardiac  standstill 
and  his  pupils  were  dilated.  Adequate 
artificial  ventilation  was  established 
with  the  use  of  an  airway,  face  mask 
and  Ambu  bag,  and  simultaneously  ex- 
ternal cardiac  massage  was  adminis- 
tered. Persistent  cardiac  asystole  was 
noted  after  intracardiac  injection  of  10 
ml  of  a diluted  adrenalin  chloride  solu- 
tion and  intravenous  injection  of  one 
ampule  of  sodium  bicarbonate  solution. 
Following  intracardiac  injection  of  10 
ml  of  diluted  calcium  chloride  solution, 
and  after  intravenous  injection  of  a sec- 
ond ampule  of  sodium  bicarbonate  solu- 
tion, ventricular  fibrillation  was  noted. 
External  countershock  resulted  in  a 
transitory  sinus  mechanism  which 
then  required  two  further  external 
countershocks  before  sinus  mechanism 
was  maintained.  Low  cardiac  output 
improved  with  intravenous  administra- 
tion of  isoproterenol  (Isuprel)  solution, 
and  premature  ventricular  contractions 
were  minimized  with  the  administration 
of  a procainamide  solution.  Following 
conversion  to  a normal  sinus  mecha- 
nism, the  patient’s  pupils  were  con- 
stricted. As  soon  as  his  general  con- 
dition stabilized,  he  was  transferred  by 
Ambulance  Rescue  Unit  to  the  Coro- 
nary Cafe  Unit  at  Bryan  Memorial  Hos- 
pital. Within  a few  hours,  it  became 
obvious  that  the  patient  could  not  clear 
his  tracheobronchial  secretions,  and  he 
had  developed  a pneumothorax.  Insti- 
tution of  temporary  closed  intercostal 
catheter  drainage  was  accomplished  and 
a No.  7 cuffed  tracheostomy  tube  was 
inserted.  The  cuffed  tube  was  utilized 


to  facilitate  positive  pressure  breathing 
with  a Bennett  PR-II  machine. 

The  patient  was  unconscious  for  five 
days  after  admission.  The  chest  cath- 
eter was  removed  within  48  hours,  and 
the  tracheostomy  tube  was  taken  out 
after  the  first  week.  By  this  time,  he 
was  responsive  and  coughed  voluntarily. 
Three  weeks  after  the  initial  acute  epi- 
sode, he  was  sitting  in  a chair  and  he 
was  able  to  tolerate  a general  diet.  He 
had  at  this  time  no  gross  motor  neuro- 
logic deficit.  A slurred  speech  gradu- 
ally cleared.  He  was  discharged  from 
the  hospital  52  days  after  admission  and 
has  made  a complete  recovery  without 
further  symptoms  over  the  past  4 years. 

Case  II 

A 71-year-old  male  physician  had 
walked  several  blocks  to  the  football 
game  after  a rather  heavy  lunch  in  the 
fall  of  1967  and  collapsed  without  pain 
as  he  prepared  to  enjoy  the  game.  Ex- 
ternal cardiac  massage  and  artificial 
ventilation  were  administered  by  the 
emergency  stretcher  crew  as  they  trans- 
ported the  patient  to  the  unit.  Once 
the  patient  was  in  the  unit,  the  electro- 
cardiogram indicated  the  presence  of 
ventricular  fibrillation,  and  the  patient 
vomited.  Simultaneously,  endotracheal 
intubation  and  aspiration  were  carried 
out  along  with  other  means  of  resusci- 
tation. Intracardiac  epinephrine  and 
two  ampules  of  sodium  bicarbonate  were 
given.  After  three  external  counter- 
shocks, normal  sinus  rhythm  ensued, 
with  a blood  pressure  of  180/100.  He 
was  transferred  to  the  coronary  care 
unit,  of  St.  Elizabeth’s  Hospital  and 
the  endotracheal  tube  removed  with- 
in 24  hours.  His  convalescence  was 
prolonged,  due  to  severe  tracheobron- 
chitis as  well  as  aspiration  pneumonitis. 
He  made  a gradual  recovery  and  was 
dismissed  from  the  hospital  eight  weeks 
later.  He  has  currently  returned  to  an 
active  practice  of  medicine. 

Case  III 

A 63-year-old  white  male  went  to  the 
football  game  in  the  fall  of  1969  and 
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walked  up  the  steps  to  his  seat  in  the 
balcony.  As  he  turned  to  sit  down, 
he  suddenly  fell  into  the  aisle. 

He  stopped  breathing  and  became 
cyanotic.  A nearby  nurse  administered 
mouth-to-mouth  resuscitation  until  the 
Red  Cross  workers  and  ambulance  at- 
tendants arrived  to  transport  him  down 
to  the  unit.  Artificial  ventilation  via  a 
face  mask  and  external  massage  was 
instituted  during  transportation  to  the 
unit  and  until  ventricular  fibrillation 
was  noted  on  scope.  In  the  unit,  endo- 
tracheal intubation  was  carried  out,  and 
he  was  defibrillated  4 times.  Ventricu- 
lar tachycardia  was  converted  electric- 
ally twice  before  a relative  stable  sinus 
mechanism  was  obtained.  In  addition, 
a lidocaine  bolus  was  given  and  a drip 
was  started  to  control  ventricular  ir- 
ritability. Three  ampules  of  sodium  bi- 
carbonate were  given  intravenously.  A 
metaraminol  drip  was  started  because 
of  hypotension  (70-80  mm  Hg  systolic). 
His  condition  gradually  stabilized,  and 
he  was  transported  via  ambulance  to 
the  coronary  care  unit  of  Bryan  Me- 
morial Hospital. 

As  his  alertness  increased  and  as 
spontaneous  respiration  returned,  he 
was  extubated.  On  the  following  day 
he  developed  a left  hemiplegia,  dys- 
arthria, expressive  aphasia,  and  ho- 
monomous  hemianopsia,  and  drooping 
of  the  left  face  and  mouth. 

His  stroke  symptoms  improved,  and 
his  main  neurologic  deficit  was  some 
slurring  of  the  speech  and  incoordina- 
tion of  the  left  hand.  His  convalescence 
was  further  delayed  by  difficulty  in 
handling  secretions  and  the  need  for 
physical  therapy. 

The  electrocardiogram  indicated 
changes  consistent  with  acute  antero- 
lateral injury  which  went  through  the 
usual  evolutionary  changes.  He  was 
dismissed  42  days  later  and  has  con- 
tinued to  make  a good  recovery.  He 
works  3 days  a week  and  can  drive 


himself  to  work  6 months  post  infarc- 
tion. 

Comment 

Over  the  course  of  20  football  games  at 
the  University  of  Nebraska  Memorial  Sta- 
dium seven  fans  developed  cardiac  emergen- 
cies either  immediately  preceding  or  during 
the  game.  These  acute  emergencies  were 
effectively  handled  by  an  efficient  Red  Cross 
volunteer  team  and  a cardiopulmonary  re- 
suscitation team.  Key  factors  in  the  man- 
agement of  these  spectators  were  immediate 
and  continued  cardiopulmonary  resuscitation 
and  expeditious  transportation  to  a coronary 
care  facility.  Once  the  patient  was  in  the 
unit,  the  diagnosis  was  established  by  imme- 
diate cardiac  monitoring  and  definitive  re- 
suscitative  measures  administered.  Those 
persons  who  developed  cardiac  arrest  with 
ventricular  fibrillation  were  effectively  con- 
verted to  a normal  sinus  rhythm  with  an 
external  DC  defibrillator. 

The  incidence  of  the  development  of  seri- 
ous cardiac  emergencies  in  spectators  for 
four  football  seasons  at  the  University  of 
Nebraska  Football  Stadium  was  7 in  approxi- 
mately 1,200,000  spectators.  National  Col- 
legiate Sports  Services  indicated  that  more 
than  100,000,000  sport  fans  attended  inter- 
collegiate football  games  over  the  past  four 
years.^  Conservatively  there  must  be  ap- 
proximately 150  victims  of  cardiac  emergen- 
cies throughout  the  collegiate  stadiums  for 
every  football  season.  These  figures,  of 
course,  do  not  include  high  school  and  pro- 
fessional football  attendance,  which  may  well 
compound  the  figures.  Judging  from  our 
experience  in  the  past,  it  would  seem  appro- 
priate that  major  stadiums  throughout  the 
country  have  similar  equipment  and  person- 
nel available  to  handle  the  spectator  who  de- 
velops cardiac  arrest. 
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Adolescents  and  Some  of  Their  Social 
Problems,  Including  Parenthood 


PART  II 

Society  seems  to  have  obscured  the  guide- 
lines for  responsible  living  or  has  neglected 
to  endow  the  teenage  population  with  a 
workable  social  code  to  live  by.  The  medical 
profession  can  do  much  to  emphasize  the 
needs  of  society  and  society  responsibilities. 

The  problems  which  result  from  the  above 
mentioned  types  of  activity  and  behavior  are 
obvious.  The  teenager  has  to  learn  to  ac- 
cept marriage  and  family  responsibilities. 
Many  times  the  young  person  is  not  emo- 
tionally, mentally,  or  spiritually  prepared  for 
such  a type  of  responsibility.  There  is  also 
the  problem  of  educating  the  young  mother 
in  child  care.  In  our  age  of  very  transient 
societies,  the  grandmother  may  not  be 
around  to  help  or  to  instruct  the  new 
mother  in  child  care.  Who,  then,  supplies 
this  very  basic  family  care  information  ? 
The  teenage  couple  starts  out  with  marriage 
as  a method  by  which  they  “play  house” 
and  then  beget  “live  dolls”  without  having 
the  attendant  insight  into  the  child’s  emo- 
tional or  psychological  needs.  With  the 
marriage  state  they  also  have  to  leaim  to 
accept  limitations  and  restrictions  within 
their  owm  social  groupings.  This  restric- 
tion may  be  very  irritating  at  an  age  time 
when  they  desire  to  be  much  more  independ- 
ent from  family  responsibilities  and  to  be 
free  to  circulate  in  other  areas.  A sad  situ- 
ation the  pediatrician  frequently  sees  is 
the  very  young  couple  with  a child  having 
a major  medical  problem,  a congenital  de- 
fect, mongolism,  convulsions,  or  other  such 
chronic  problem.  The  couple  may  have  very 
little  attendant  awareness  of  the  seriousness 
of  the  prospective  medical  needs  of  the 
child  or  the  fiscal  means  to  cope  with  the 
problem.  The  young  couple,  then,  must  be 
indoctrinated  into  some  type  of  welfare  pro- 
gram with  its  resultant  dependency  on  gov- 
ernment or  other  welfare  aid. 

How  does  the  young  teenage  male  accept 
his  father’s  role?  \^'hat  level  of  maturity 
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does  he  have?  What  are  his  capabilities  to 
provide  a living  for  this  young  family?  Is 
he  really  capable  of  assuming  a father’s 
role  as  the  head  of  the  household?  Over 
the  years,  it  has  been  an  interesting  ob- 
servation by  the  author  that  if  the  young 
girl  marries  a more  mature  man,  she  can 
frequently  develop  upward  in  her  own  un- 
derstanding and  application  of  emotional 
maturity  — resulting  in  greater  family  sta- 
bility. If  she  marries  a young  immature 
man,  the  marriage  is  very  apt  to  stagnate 
and  disintegrate  into  divorce.  Ideally,  both 
parties  should  be  mature  enough  so  they 
can  find  strength  in  each  other  and  grow 
and  develop  a strong  and  sustaining  total 
love  between  themselves. 

There  is  still  another  very  serious  prob- 
lem which  must  be  faced  as  another  result 
of  this  “free  behavior.”  The  young  person’s 
own  concept  of  his  “self-image,”  coupled 
with  various  guilt  producing  acts,  lead  to 
the  problem  of  poor  “self-worth”  and  may 
lead  further  along  the  avenue  to  self-de- 
struction by  one  type  of  behavior  or  another. 
Promiscuous  sex  activities,  excessive  alco- 
hol consumption,  drug  habituation,  or  de- 
linquent and  destructive  acts  against  society 
are  examples  of  this  self-destruction. 

The  adolescent  of  15  or  16  especially 
has  a rather  ill-defined  self-image  natural- 
ly. Moreover,  he  is  caught  in  the  web  of 
his  peer  group  society’s  rebellion  against 
authority  in  his  desire  for  uninhibited  free- 
dom. This  situation  is  crammed  with  pres- 
sures, and  it  takes  a stable  adolescent  to 
withstand  them.  Fortunately,  about  85  to 
90  percent  of  adolescents  survive  this  period 
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without  being  permanently  scarred  or  dam- 
aged emotionally. 

In  the  author’s  opinion,  this  situation, 
coupled  with  the  problem  of  the  spiritual 
crisis  of  the  adolescent  in  the  doubting  of 
the  “great  truths’’  and  society  mores,  leaves 
the  adolescent  in  a very  precarious  position 
regarding  his  own  ego-strength.  Not  infre- 
quently, disaster  descends  on  the  child,  and 
the  resulting  shock  waves  engulf  the  entire 
family  constellation  and  related  groups.  The 
structured  churches  are  having  a major 
problem  in  bridging  this  gap  of  communica- 
tion; therefore,  the  churches  must  re-ex- 
amine their  techniques  and  approaches  to 
youth  groups.  The  ordinary  church  youth 
group  or  Sunday  School  does  not  develop  a 
meaningful  enough  experience  to  sustain  the 
child. 

The  author  does  not  wish  to  imply  a 
blanket  condemnation  of  youth;  on  the  con- 
trary, he  is  tremendously  impressed  and 
stimulated  by  the  young  people  of  today. 
However,  he  cannot  but  view  some  of  the 
current  trends  with  a great  deal  of  alarm. 

What  can  we  do  about  these  problems? 
In  the  first  place,  society  must  combat  the 
five  “Ds’’  especially  through  a parent  and 
family  constellation  education  program.  The 
problems  of  drinking,  driving,  dating,  dress, 
and  of  drugs  must  be  explained  in  detail. 
Secondly,  our  junior  high  years  should  be 
made  more  like  a “middle  school’’  and  less 
socially  like  a senior  high  school.  Thirdly, 
many  more  adults  need  to  work  with  youth 
programs  that  concern  themselves  with  the 
years  of  11  to  16.  Fourth,  the  power  of  the 
press,  TV,  and  radio  needs  to  be  diverted 
towards  developing  a wholesome,  moral  en- 
vironment, but  not  a prudish,  Victorian  type 
of  environment.  All  the  news  media  should 
tend  to  down-play  the  sensationalism  of 
crimes,  mobs,  vandalism,  and  adverse  teen- 
age behavior.  Movies  should  be  reoriented 
to  become  a constructive,  reality  based,  posi- 
tive force  instead  of  a “fun  morality”  ori- 
ented type  of  force.  Fifth,  every  family 
should  re-examine  their  family  life  and  en- 
deavor to  become  more  stable  and  mature  so 
the  teenager  can  imitate  this  type  of  life. 
The  father  should  look  at  his  role  as  the 
head  of  the  household  and  become  a more 


positive  force.  Everyone  should  work  to 
improve  family  communications.  The  so- 
called  communication  gap  between  the  adol- 
escent world  and  the  adult  world  should  be 
de-emphasized  at  home,  at  school,  and  in 
society.  Respect  for  our  past  heritage,  cul- 
ture, traditions,  and  customs  should  be 
strengthened  by  all  means  available.  There 
should  be  more  family  work,  play,  and  pray- 
er. Parent  groups  should  cultivate  study  and 
investigation  projects  that  both  the  parent 
and  the  teenager  could  participate  in  jointly. 
Sex  education  discussion  groups  involving 
the  child  and  the  parents,  starting  at  the 
sixth  or  seventh  grade,  could  be  one  media 
by  which  this  communication  could  be  en- 
couraged. Joint  science  projects  within  the 
school  curricula  could  be  held  on  a Saturday 
morning  when  people  are  home  from  work 
and  school  and  could  participate  as  a family. 
Family  structures,  traditions,  and  closeness 
should  be  very  intensively  strengthened. 
The  more  transient  the  family,  the  more 
necessary  that  stability  be  cultivated  with- 
in the  family  unit.  Parents  and  adults 
should  strive  to  become  better  examples  and 
endeavor  to  enjoy  the  privilege  of  being  a 
parent. 

All  segments  of  society  can  and  should 
help  develop  better  examples  and  a more 
positive  force  for  good.  The  nursing  and 
the  medical  professions  especially  can  con- 
tribute a major  role.  First,  they  can  set 
good  examples  through  their  respected  and 
social  prestige  positions  in  society  and 
through  their  educational  contacts  with  the 
community.  Next,  they  can  work  on  the 
improvement  of  exposure  dress,  of  TV,  and 
of  movies.  In  addition,  they  can  partake  in 
community  education  programs,  either  at 
the  parent  level,  or  at  the  teen  level  or  pref- 
erably both.  They  should  take  a more  active 
community  role  in  developing  youth  pro- 
grams. More  physicians  and  more  dentists 
should  take  a greater  role  in  scouting,  ex- 
ploring, and  related  programs.  Not  merely 
at  the  advisory  level,  but  at  the  basic  scout- 
master level  where  they  can  work  on  a one- 
to-one  basis  with  the  young  boys.  Finally, 
the  medical  profession  should  work  to  im- 
prove its  own  knowledge  of  the  adolescent 
years  and  the  problems  that  confront  the 
adolescent.  In  this  manner,  we  might  be- 
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come  better  counselors  both  for  the  teen- 
ager and  for  the  child’s  parents.  The  school 
nurse,  the  public  health  nurse,  and  OB  nurse, 
all  can  play  a major  role  and  become  one 
of  the  very  first  firing  lines  on  this  tjTJe  of 
counseling. 

The  author  endeavors  to  produce  a better 
dialogue  between  his  own  teen  patients, 
himself,  and  their  parents  by  giving  a series 
of  “Teen  Talks’’  which  embodies  the  prin- 
ciples of  an  anticipatory  guidance  program 
entitled  “Guided  Growth.’”^  These  talks  in- 
clude nutritional  needs,  personal  hygiene 
pointers,  basic  sex  education  with  a moral 
and  a society  responsibilitj’  overlay,  school 
responsibilities,  and  question  and  answer 
sessions.  There  are  talks  for  the  family 
group,  for  “GIRLS  ONLY,’’  “BOYS  ONLY,” 
and  “PARENTS  ONLY.”  This  private  prac- 
tice education  program  has  been  given  for 
the  past  18  years  with  good  public  accept- 
ance and  with  a great  deal  of  personal  satis- 
faction. The  talks  are  limited  to  the 
author’s  own  patients  and  no  fee  is  charged. 

Seventh,  there  should  be  an  expanded 
dialogue  between  teacher  and  parents  indi- 
vidually and  collectively.  Not  the  PTA  meet- 
ing, the  card  party,  and  the  stop-by-a-min- 
ute  conversation,  but  a dialogue  in  depth, 
time,  and  quality  with  the  teacher  to  focus 
thoughts  and  to  coordinate  directions  on  the 
teenager.  There  needs  to  be  a great  deal 
more  dialogue  between  parents,  doctors,  and 
the  ministry,  with  the  child  being  the  re- 
cipient of  the  improved  liaison  between  all 
parties  concerned. 

There  should  be  a much  better  dialogue 
between  student  and  teacher  so  that  each 
sees  the  other  as  an  individual,  living  per- 
son rather  than  an  object  or  pinnacle  of  au- 
thority to  rebel  against  or  a youth  to  be 
put  into  his  place.  The  current  campus  re- 
volts stem  in  part  from  the  loss  of  this 
relationship  between  student  and  teacher. 
Individual  initiative  should  be  encouraged, 
developed,  and  guided. 

Eighth,  all  of  our  communities  can  de- 
velop better  attitudes  and  better  values  to- 
ward sex,  particularly  towards  marital  sex, 
with  a much  healthier  mental  hygiene  at- 
titude. Schools  can  be  encouraged  to  program 
better  materials.*-  ® The  author  is  currently 


involved  in  developing  such  a community 
program  based  on  family  living  principles 
and  moral  verities,  which  facets  have  been 
largely  ignored  by  the  SIECUS  program  and 
which  oversight  has  caused  such  concern 
amongst  parents  and  communities. 

Besides  the  “Family  Living  - Mental  Hy- 
giene” community  action  program  which  is 
in  the  process  of  being  developed,  Omaha 
has  been  involved  in  doing  something  posi- 
tive about  the  school  learning  disability 
problem  which  creates  such  havoc  with  the 
development  of  the  child’s  self-image  and 
self-worth  concepts.  The  author  is  a mem- 
ber of  a joint  community  action  committee 
between  medicine  and  education.  This  com- 
mittee last  year  developed  a series  of  dia- 
logues between  medicine  and  education  con- 
cerning the  early  recognition  and  identifi- 
cation of  the  specific  learning  disabilities, 
with  the  intent  of  avoiding  the  manifold  psy- 
chological complications  which  evolve  by  the 
passage  of  time  in  the  rigidly  structured 
classroom.  This  year,  the  committee  will 
present  a series  of  dialogues  about  the  class- 
room structure  and  educational  therapy  prin- 
ciples for  combatting  these  problems.  These 
dialogues  have  in  themselves  already  created 
a more  positive  climate  in  the  community  — 
especially  in  the  attitude  of  the  medical  and 
educational  components  of  the  community 
towaids  these  learning  problems. 

The  solutions  presented  in  this  paper 
have  been  criticized  previously  as  requiring 
a restructuring  of  today's  society  and  be- 
ing unrealistic  and  impractical.  The  author 
disagrees  with  this  premise.  If  today  we 
cannot  look  to  the  stars  and  gain  strength 
that  the  impossible  is  only  a challenge  to 
conquer  tomorrow;  then  we  in  medicine  de- 
serve the  criticisms  which  are  so  prevalent- 
ly abroad  today. 

In  conclusion,  we  should  remember  that 
all  is  not  lost  or  hopeless.  We  should  have 
faith  in  God  and  faith  in  our  youth.  We 
should  have  plenty  of  hope  in  tomorrow. 
Especially,  we  should  have  compassion  to- 
wards all  youth  who  need  guidance  and  as- 
sistance; and  we  should  w'ork  diligently  to- 
wards developing  attitudes,  facilities,  and 
social  climates  which  will  be  conducive  for 
a better  tomorrow  for  the  youth  of  today. 


616 


Nebraska  S.  M.  J. 


This  paper  has  been  reviewed  and  amended 
by  a battery  of  interested  young  people  of 
various  ages.  The  author  expresses  his 
heartfelt  thanks  to  them. 
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The  Outlook  for  Patients  with  Severe 
Acquired  Valvular  Aortic  Stenosis 


Accurate  information  con- 
cerning the  true  natural  his- 
tory of  patients  with  severe  ac- 
quired valvular  aortic  stenosis  has  been  dif- 
ficult to  obtain.  This  is  the  case  not  only 
because  operation  frequently  has  interrupted 
the  natural  course  in  recent  years,  but  also 
because  the  advent  of  means  for  the  ac- 
curate assessment  of  the  severity  of  stenosis 
by  left  heart  catheterization  is  a relatively 
recent  development.  Before  recommending 
operation  in  adult  patients  with  valvular 
aortic  stenosis,  it  is  clearly  of  great  impor- 
tance to  understand  the  natural  history  of 
this  disease,  so  that  the  outlook  in  patients 
medically  managed  may  be  compared  with 
that  offered  by  surgical  treatment.  Adding  to 
the  importance  of  such  a consideration  are 
the  particular  problems  of  sudden  death  in 
patients  with  this  disease  and  the  continued 
relatively  high  mortality  and  morbidity  as- 
sociated with  aortic  valve  replacement. 

The  advanced  age  at  death  of  patients 
with  severe  acquired  aortic  stenosis  has 
been  a consistent  feature  in  postmortem 
studies  of  patients  with  this  disease.  About 
three  quarters  of  such  patients  are  males 
and  their  average  duration  of  symptoms  is 
short,  a history  of  angina  pectoris  having 
been  present  for  an  average  of  three  years, 
syncope  for  three  years,  and  congestive 
heart  failure  for  1.5  to  2 years  (Table  I.)i-5 

This  pattern,  a long  latent  period,  followed 
by  onset  of  symptoms  during  the  fifth  or 
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sixth  decades  of  life,  presumably  reflects 
progressive  aortic  stenosis  due  to  thickening 
and  calcification  of  a congenitally  or  rheu- 
matically  deformed  valve,  progressive  myo- 
cardial dysfunction  related  to  the  long-stand- 
ing mechanical  overload,  or  both.  Once  sig- 
nificant symptoms  of  angina,  syncope,  or 
heart  failure  develop,  the  average  course  is 
short,  culminating  in  death  at  an  average 
age  of  63  years.® 

The  problem  of  sudden  death  deserves  spe- 
cial consideration  relative  to  the  outlook  of 
patients  with  aortic  stenosis.  Among  pa- 
tients dying  with  acquired  valvular  aortic 
stenosis,  death  was  sudden  in  15  to  20% 
and  occurred  at  an  average  age  of  60 
years. Sudden  death  tended  to  occur 
in  patients  with  symptoms,  and  65  to  80% 
of  patients  coming  to  autopsy  after  sudden 
death  had  a history  of  angina  pectoris,  heart 
failure,  or  syncope.^- Thus,  it  should  be 
emphasized  that  only  3 to  5%  of  the  deaths 
in  patients  with  acquired  aortic  stenosis  oc- 
cur suddenly  in  patients  who  have  no  signifi- 
cant symptoms.  In  connection  with  angina 
pectoris,  it  should  be  noted  that  12  to  20% 
of  patients  with  aortic  stenosis  who  sudden- 
ly die  have  evidence  at  postmortem  examin- 
ation of  old  or  recent  myocardial  infarction. 

♦Department  of  Medicine,  Univex'sity  of  California,  San 
Diego  School  of  Medicine. 


Table  I 

ACQUIRED  VALVULAR  AORTIC  STENOSIS 
COURSE  WITHOUT  SURGERY 


Avgr.  Age 
Yrs. 

Avg. 

Angina 

Duration  History, 
Years 

Syncope  CHF 

Clinical 

Followup 

Duration 

Yrs. 

% Known 
Dead 

Post-mortem 

Studies 

(1933-1961), 

(Death) 

63 

3 

3 

1V2-2 

Clinical  Studies 
(Pts.  with 
symptoms, 
1934-1966) 

(First  seen) 
48 

5 

1-18 

2 

Grant 

1933 

Wood 

1958 

10 

1-7 

65 

50 
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When  data  are  summarized  from  clinical 
rather  than  postmortem  studies,  the  patients 
have  been  encountered  somewhat  earlier  in 
their  course,  their  average  age  being  48 
years.  In  the  clinical  reviews  published  pri- 
or to  1955,  that  is,  prior  to  the  hemodynamic 
and  the  surgical  era,  symptoms  were  pres- 
ent in  the  great  majority  of  patients  (Table 
1).  The  most  common  complaint  was  an- 
gina pectoris,  the  average  duration  of  which 
was  five  years,  and  in  only  5%  of  patients 
was  angina  pectoris  of  long  duration  (10  to 
20  years).  The  average  incidence  of  syn- 
cope was  15%.  Although  the  histories  of 
syncope  averaged  three  to  four  years,  the 
range  was  generally  wide,  and  this  symptom 
was  present  in  some  patients  for  as  long  as 
18  years.  A prolonged  history  of  symptoms 
related  to  left  heart  failure  was  unusual,  its 
duration  averaging  only  two  years  at  the 
time  the  patients  came  under  obseiwation.^ 

The  few  available  prospective  studies  tend 
to  confirm  these  relatively  short  clinical 
histories  (Table  1).  Grant,  in  1933,  report- 
ed that  65%  of  symptomatic  patients  with 
aortic  stenosis,  some  of  whom  had  associat- 
ed aortic  regurgitation,  were  dead  at  the 
end  of  10  years. More  recently,  in  1958, 
Woodii  described  64  patients  who  were  con- 
sidered clinically  to  have  severe  aortic  ste- 
nosis, but  who  were  not  subjected  to  opera- 
tion, and  who  were  followed  for  periods  of 
one  to  seven  years.  Half  were  lost  to  follow- 
up, but  56%  of  the  remaining  32  patients 
died  during  the  period  of  observation.  Ta- 
keda  and  co-workers  followed  60  patients 
after  their  admission  to  the  hospital  with  a 
diagnosis  of  isolated  aortic  valve  stenosis; 
82%  were  dead  after  4 to  15  years. 

Before  turning  to  a consideration  of  re- 
sults of  cardiac  surgery  in  patients  with 
aortic  stenosis  it  is  worthwhile  to  consider 
further  the  outlook  for  patients  with  severe 
aortic  stenosis  in  whom  the  lesion  has  been 
documented  objectively  by  hemodynamic 
means.  Recently,  a study  was  undertaken  at 
the  National  Heart  Institute  to  gain  follow- 
up information  on  patients  studied  by  left 
heart  catheterization  prior  to  the  advent  of 
the  ball-valve  prosthesis,  in  whom  the  clinical 
course  was  not  interrupted  by  operation. 
During  the  past  14  years,  a group  of  15  such 
patients  with  severe  valvular  aortic  stenosis 


were  studied  in  whom  a long  fellow-up  could 
be  obtained. Some  patients  refused  opera- 
tion, others  were  considered  too  ill  at  that 
time  for  operation,  and,  in  some,  symptoms 
were  not  sufficiently  severe  to  warrant  oper- 
ation. When  these  patients  were  first  seen 
their  ages  ranged  from  32  to  59  years;  there 
were  12  men  and  3 women.  All  had  signifi- 
cant aortic  stenosis,  with  a pressure  gradi- 
ent between  left  ventricle  and  brachial  ar- 
tery of  more  than  50  mm  Hg,  or  a valve 
orifice  area  index  =/<  0.7  cm^/M^  body 
surface  area  (BSA),  or  both.  No  associated 
mitral  valve  disease  was  detected  nor  was 
there  significant  aortic  regurgitation  in  any 
patient.  The  15  patients  were  followed  for 
periods  up  to  12  years  after  initial  hemo- 
dynamic study.  The  average  at  onset  of 
symptoms  was  48  years,  and  the  average  life 
expectancy  after  the  onset  of  symptoms  was 
less  than  4 years.  Ten  of  the  15  patients 
were  dead  at  the  end  of  the  follow-up  period. 
There  were  no  hemodynamic  differences  be- 
tween the  patients  who  survived  and  those 
who  died,  and  there  were  no  importance  dif- 
ferences in  the  incidence  of  symptoms  in  the 
survivors  and  non-survivors.  At  the  end  of 
41/2  years  50%  of  the  patients  were  dead, 
and  at  the  end  of  8 years  80%  of  those  fol- 
lowed were  dead.  It  also  is  of  interest  that 
the  clinical  course  after  the  onset  of  angina 
pectoris,  syncope,  or  heart  failure  in  each 
of  the  patients  who  died  was  not  influenced 
by  the  age  at  which  the  symptoms  began, 
being  rapid  at  any  age. 

Given  these  general  facts  concerning  the 
prognosis  of  patients  with  acquired  aortic 
stenosis  treated  medically,,  it  is  possible  to 
consider  the  results  of  more  recently  devel- 
oped surgical  methods,  and  to  develop  a rea- 
soned approach  concerning  recommendation 
of  operation  in  patients  with  this  disease. 

The  initial  results  with  surgical  replace- 
ment of  the  aortic  valve  with  a ball-valve 
prosthesis  or  aortic  valve  hemograft  in  sev- 
eral large  centers  are  summarized  in  Table 
II 14-18  jn  patients  preoperatively  in  Classes 
II  to  IV  of  the  New  York  Heart  Association 
classification  who  have  been  followed  post- 
operatively  for  periods  of  eight  months  to 
four  years,  the  total  mortality  has  aver- 
aged 23%.  In  the  surviving  group,  the  re- 
sults have  been  listed  as  poor  in  an  average 
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Table  II 


ACQUIRED  VALVULAR  AORTIC  STENOSIS 
OPERATIVE  RESULTS 
(Valve  Replacement) 


Followup  Mortality  % 

Early  Late  Total 


Avg.  Results, 
Survivors* 


1-5  yrs.  4-20  4-14  16-30  85%  15% 

Avg.  23%  Good  Poor 

(emboli, AI 
symptoms) 

•NIH  1966 


of  12%  of  patients,  peripheral  emboli  hav- 
ing occurred  in  9 to  15%  of  patients.  In 
more  than  80%  of  the  survivors,  however, 
the  clinical  result  has  been  described  as  good 
or  excellent.  A representative  operative 
series  from  the  National  Heart  Institute  of 
patients  with  isolated  aortic  valve  disease 
(aortic  stenosis  and/or  regurgitation)  in 
whom  a Starr-Edwards  prosthesis  was  in- 
serted may  be  considered  in  somewhat  more 
detail.  This  series  included  133  patients  op- 
erated upon  and  followed  during  a four  year 
period  ( 1963-1967). The  operative  mortal- 
ity was  16%,  and  the  late  mortality  15%. 
All  of  the  surviving  patients  were  improved. 
Prior  to  operation,  approximately  one  quar- 
ter of  the  patients  were  in  New  York  Heart 
Association  functional  Class  II,  while  the 
remaining  three  quarters  were  in  Classes  HI 
or  IV.  Postoperatively,  more  than  three 
quarters  of  the  patients  were  in  functional 
Class  I and  of  the  112  patients  who  survived, 
almost  all  have  so  far  gained  approximately 
2 years  of  Class  I or  II  existence.^®  Hemo- 
dynamic studies  tended  to  corroborate  the 
clinical  improvement,  the  average  gradient 
preoperatively  from  left  ventricle  to  aorta 
being  approximately  95  mm  Hg  in  patients 
with  aortic  stenosis  and  postoperatively  less 
than  20  mm  Hg.  The  late  mortality  (15%) 
following  discharge  from  the  hospital  includ- 
ed sudden  death  in  8 patients,  coronary  ar- 
tery emboli  in  2 patients,  bacterial  endo- 
carditis in  1 patient,  ball  variance  in  3 pa- 
tients, and  several  other  miscellaneous  caus- 
es. An  initial  important  cause  of  morbid- 
ity and  mortality,  thromboembolism,  has 
been  reduced  bj"  anticoagulation,  as  well  as 
by  the  recent  development  of  a fabric  cov- 
ered prosthesis  that  allows  ingro^vth  of 
autologous  tissue. 2®  As  in  the  patient  not 
operated  upon,  however,  the  problem  of  sud- 
den death  remains  a serious  cause  of  mor- 
tality in  patients  with  aortic  prosthesis. 


It  may  be  concluded  from  the  above  analy- 
sis of  natural  history  and  the  results  of  sur- 
gical treatment  in  patients  with  acquired 
aortic  stenosis  that  when  significant  symp- 
toms develop  the  immediate  outlook  is  poor, 
but  it  can  be  improved  substantially  by  re- 
placement of  the  aortic  valve  with  a pros- 
thesis. Thus,  the  risk  of  operation  itself  and 
the  late  postoperative  mortality  combined 
(about  20%)  are  lower  over  a four  to  five 
year  period  in  such  patients  than  the  risk 
of  non-operative  treatment  (about  50%).  In 
addition,  the  symptomatic  improvement  in 
most  of  the  survivors  of  operation  has  been 
considerable,  many  having  been  offered  sev- 
eral years  of  relatively  normal  existence.  Al- 
though it  is  clear  that  when  the  degree  of 
stenosis  as  documented  by  left  heart  cathe- 
terization is  not  severe,  operation  should  not 
be  recommended,  the  problem  of  whether  or 
not  to  recommend  operation  in  patients  with 
severe  stenosis  who  have  few  or  no  symp- 
toms remains  unsettled.  Since  it  is  unknown 
whether  or  not  the  mortality  and  complica- 
tion rates  observed  during  the  first  few 
years  after  valve  replacement  will  continue 
at  their  current  trend,  and  since  prospective 
studies  are  not  yet  available  on  the  prog- 
nosis for  patients  with  severe  stenosis  but 
few  or  no  symptoms,  it  seems  wisest,  for  the 
present,  not  to  recommend  operation  in  such 
patients.  Detailed  analysis  of  long-term 
studies  concerning  operative  results  are  now 
in  progress,  and  it  may  be  hoped  that  these 
and  other  prospective  studies  will  clarify 
these  issues. 
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With  Purity  and  with  Holiness 


THE  PRESIDENT’S  PAGE 

Recent  events  in  our  State  Association 
have  led  me  to  believe  that  a brief  review 
of  the  “Principles  of  Medical  Ethics  of  the 
American  Medical  Association”  is  in  order. 
On  September  19th-20th,  the  Judicial  Coun- 
cil of  the  American  Medical  Association 
sponsored  a meeting  in  Chicago,  which  cov- 
ered the  “Principles  of  Medical  Ethics”  and 
included  a mock  hearing  before  a simulated 
county  medical  society  Ethics  Committee. 
Our  State  Association  would  have  profited 
greatly  if  all  the  membership  could  have 
attended. 

HISTORY 

The  Babylonians  around  2500  B.C.  con- 
ceived the  earliest  written  code  of  ethical 
principles  for  medical  practice.  It  was  a 
code  setting  forth  in  detail  the  nature  of 
conduct  demanded  of  the  physician. 

The  Oath  of  Hippocrates  was  conceived 
during  the  period  of  Grecian  greatness,  in 
the  fifth  century  B.C.  It  protected  the 
rights  of  the  patient  and  appealed  to  the 
inner  and  finer  instincts  of  the  physician, 
without  imposing  penalties. 

Thomas  Percival,  a physician  and  writer 
of  Manchester,  England,  in  1803,  published 
his  “Code  of  Medical  Ethics,”  a significant 
contribution  to  ethical  history  subsequent 
to  Hippocrates. 

The  AMA’s  “Code  of  Ethics,”  based  on 
“Percival’s  Code,”  was  adopted  at  Philadel- 
phia in  1847  and  has  remained  the  same 
throughout  the  years.  Major  revisions, 
which  reflected  the  change  in  times  and  at- 
tempted to  improve  the  clarity  of  basic  con- 
cepts, were  made  in  1903,  1912,  and  1947. 
In  1957,  the  language  dealing  with  compen- 
sation of  physicians,  contract  practice,  con- 
ditions of  medical  service,  free  choice  of 
physicians,  and  purveyal  of  medical  services, 
was  redrafted. 

The  format  of  the  “Principles”  adopted  in 
June,  1957,  is  a change  from  the  format  of 
the  “Principles”  by  Percival  in  1803  and 
accepted  by  the  Association  in  1847,  but  the 
Council  on  Constitution  and  Bylaws  assured 


the  House  of  Delegates  in  June,  1957,  that 
“every  basic  principle  has  been  preserved ; 
on  the  other  hand,  as  much  as  possible  of  the 
prolixity  and  ambiguity  which  in  the  past 
obstructed  ready  explanation,  practical  codi- 
fication and  particular  selection  of  basic  con- 
cepts has  been  eliminated.” 

It  is  hoped  that  each  member  of  the  asso- 
ciation will  take  five  minutes  to  read  the 
“Principles”  as  published  by  the  Judicial 
Council  of  the  American  Medical  Association. 

PREAMBLE 

These  principles  are  intended  to  aid  physi- 
cians individually  and  collectively  in  main- 
taining a high  level  of  ethical  conduct.  They 
are  not  laws  but  standards  by  which  a physi- 
cian may  determine  the  propriety  of  his  con- 
duct in  his  relationship  with  patients,  with 
colleagues,  with  members  of  allied  profes- 
sions, and  with  the  public. 

SECTION  1 

The  principal  objective  of  the  medical  pro- 
fession is  to  render  service  to  humanity  with 
full  respect  for  the  dignity  of  man.  Physi- 
cians should  merit  the  confidence  of  pa- 
tients entrusted  to  their  care,  rendering  to 
each  a full  measure  of  service  and  devotion. 

SECTION  2 

Physicians  should  strive  continually  to 
improve  medical  knowledge  and  skill,  and 
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should  make  available  to  their  patients  and 
colleagues  the  benefits  of  their  professional 
attainments. 

SECTION  3 

A physician  should  practice  a method  of 
healing  founded  on  a scientific  basis ; and  he 
should  not  voluntarily  associate  profession- 
ally with  anyone  who  violates  this  principle. 

SECTION  4 

The  medical  profession  should  safeguard 
the  public  and  itself  against  physicians  de- 
ficient in  moral  character  or  professional 
competence.  Physicians  should  observe  all 
laws,  uphold  the  dignity  and  honor  of  the 
profession  and  accept  its  self-imposed  disci- 
plines. They  should  expose,  without  hesita- 
tion, illegal  or  unethical  conduct  of  fellow 
members  of  the  profession. 

SECTION  5 

A physician  may  choose  whom  he  will 
serve.  In  an  emergency,  however,  he  should 
render  service  to  the  best  of  his  ability. 
Having  undertaken  the  care  of  a patient,  he 
may  not  neglect  him ; and  unless  he  has  been 
discharged  he  may  discontinue  his  services 
only  after  giving  adequate  notice.  He  should 
not  solicit  patients. 

SECTION  6 

A physician  should  not  dispose  of  his  serv- 
ices under  terms  or  conditions  which  tend  to 
interfere  with  or  impair  the  free  and  com- 
plete exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the 
quality  of  medical  care. 

SECTION  7 

In  the  practice  of  medicine  a physician 
should  limit  the  source  of  his  professional 
income  to  medical  services  actually  ren- 


dered by  him,  or  under  his  supervision,  to 
his  patients.  His  fee  should  be  commensur- 
ate with  the  services  rendered  and  the  pa- 
tient’s ability  to  pay.  He  should  neither  pay 
nor  receive  a commission  for  referral  of  pa- 
tients. Drugs,  remedies  or  appliances  may 
be  dispensed  or  supplied  by  the  physician 
provided  it  is  in  the  best  interests  of  the 
patient. 

SECTION  8 

A physician  should  seek  consultation  upon 
request ; in  doubtful  or  difficult  cases ; or 
whenever  it  appears  that  the  quality  of 
medical  service  may  be  enhanced  thereby. 

SECTION  9 

A physician  may  not  reveal  the  confi- 
dences entrusted  to  him  in  the  course  of 
medical  attendance,  or  the  deficiencies  he 
may  observe  in  the  character  of  patients,  un- 
less it  becomes  necessary  in  order  to  protect 
the  welfare  of  the  individual  or  of  the  com- 
munity. 

SECTION  10 

The  honored  ideals  of  the  medical  profes- 
sion imply  that  the  responsibilities  of  the 
physician  extend  not  only  to  the  individual, 
but  also  to  society  where  these  responsibili- 
ties deserve  his  interest  and  participation 
in  activities  which  have  the  purpose  of  im- 
proving both  the  health  and  well-being  of 
the  individual  and  the  community. 

Thanks  to  those  who  have  taken  time  to 
read  these  “Principles  of  Medical  Ethics.” 
A presentation  at  a regular  county  medical 
society  meeting  might  help  inform  those 
members  who  have  not  read  them. 

C.  R.  BROTT,  M.D.,  President, 
Nebraska  State  Medical  Association 
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Active  Immunization  of  Normal  Infants 

And  Children 


Due  to  recent  developments,  in 
the  last  two  or  three  years, 
of  the  newer  vaccines;  rubella 
and  mumps,  there  is  apparently  some  need 
to  clarify  the  scheduling  of  when  to  give 
the  vaccines  during  infancy  and  childhood. 
The  following  recommendations  are  pre- 
sented by  the  Medical  Practice  Committee 
of  the  Nebraska  Chapter  of  the  American 
Academy  of  Pediatrics.  These  recommenda- 
tions are  in  keeping  with  the  report  of  the 
Committee  on  Infectious  Diseases  of  1970 
by  the  American  Academy  of  Pediatrics. 

Interruption  of  the  routine  immunization 
schedule  because  of  intercurrent  diseases, 
missing  a well  check-up  and  so  forth  with 
a delay  between  doses  does  not  interfere  with 
the  final  immunity  and  does  not  necessitate 
starting  the  series  over  again  regardless  of 
the  interval  that  has  lapsed. 

The  trivalent  OPV  (oral  polio  virus,  Sabin) 
is  recommended  but  monovalent  OPV  may 
be  substituted;  the  order  of  monovalent  vi- 
rus-type feeding  is  type  1 followed  by  type 
3 and  then  type  2.  Inactivated  polio  virus 
(IPV)  was  introduced  in  1955.  Those  sched- 
ules indicated  the  necessary  repetition  of  the 
biennial  booster  doses  for  maintenance  of 
antibody  levels.  At  the  present  time,  only 
the  oral  polio  virus  (OPV)  is  recommend- 
ed. It  is  recommended  for  all  infants  and 
children  regardless  of  the  number  of  doses 
of  inactivated  polio  virus  (IPV)  which  they 
may  already  have  received.  On  the  basis 
of  available  evidence,  OPV  continues  to  be 
the  optimum  immunization  procedure  for 
the  prevention  of  paralytic  poliomyelitis. 
Spacing  of  doses  of  trivalent  OPV  should  be 
2 months. 

Live  attenuated  measles  vaccine  is  recom- 
mended. Killed  measles  virus  vaccine  is  con- 
traindicated. Tuberculin  testing  preferably 
should  be  performed  within  2 or  3 days  prior 
to  administration  of  measles  vaccine,  and  the 
test  should  be  read  on  the  day  of  anticipat- 
ed administration  of  the  vaccine.  This  con- 
stitutes optimal  practice  but  is  not  manda- 


HOBART  E.  WALLACE,  M.D.,  Chcrirmcoi, 
ROBERT  MURPHY,  M.D., 

MATILDA  McIntyre,  M.D., 

WARREN  BOSLEY,  M.D., 
and 

GILBERT  SCHREINER,  M.D. 

Members  of  the  Medical  Practice  Committee, 
Nebraska  Chapter,  American  Academy  of  Pediatrics 


tory.  Measles  vaccine  should  be  given  to  all 
children  with  a positive  tuberculin  reaction 
only  after  initiation  of  anti-tuberculosis 
therapy.  Frequency  of  repeated  tuberculin 
tests  depends  on  risk  of  exposure  of  the 
child  and  on  the  prevalence  of  tuberculosis 
in  the  population  group;  tuberculin  testing 
annually  up  to  4 years  of  age,  thereafter  an- 
nually or  every  2 years  is  recommended. 

Td  is  the  combined  tetanus  and  dip- 
theria  toxoid  of  the  adult  type,  to  be  used 
for  those  over  6 years  of  age  in  contrast  to 
the  diptheria  tetanus  (DT)  containing  a 
large  amount  of  the  diptheria  antigen.  The 
10-year  interval  for  tetanus  boosters  may  be 
calculated  from  each  dose  given  for  pro- 
phylaxis (injury).  Prophylactic  use  of  tet- 
anus toxoid  boosters  for  wounds  is  a matter 
of  clinical  judgment.  Individuals  who  have 
had  the  initial  series  and  booster  doses  may 
be  expected  to  have  adequate  protection  for 
at  least  1 year  after  the  last  dose  without 
receiving  an  additional  booster  dose. 

In  regard  to  the  simultaneous  administra- 
tion of  the  various  live  virus  vaccines  it  has 
been  recommended  in  the  past  that  there 
be  an  interval  of  at  least  one  month  between 
the  administrations  of  live  virus  vaccines. 
Live  polio  virus  vaccine  is  the  only  excep- 
tion. This  is  administered  as  a trivalent 
mixture.  Interference  of  one  vaccine  with 
the  antibody  response  to  another  has  posed 
the  only  significant  problem.  The  combina- 
tion of  simultaneous  administration  of  the 
various  live  viruses  does  offer  some  obvious 
advantages.  In  some  instances,  this  would 


624 


Nebraska  S.  M.  J. 


be  a valid  reason  for  simultaneous  adminis- 
tration of  the  polio,  measles,  smallpox,  and 
yellowfever  vaccines  provided  there  is  no 
contraindication  to  the  use  of  any  one  of 
the  individual  vaccines.  If  live  mumps  vac- 
cine is  to  be  given,  its  administration  should 
probably  be  postponed  until  one  month  fol- 
lowing the  administration  of  other  live  virus 
vaccines,  until  further  information  is  avail- 
able. The  same  holds  true  for  rubella  vac- 
cine. 


It  is  highly  recommended  that  a personal 
immunization  record  be  made  available  to 
the  child  or  parents.  This  record  would  as- 
sist the  parents  to  recall  whether  or  not  their 
child  has  been  immunized  against  diptheria, 
tetanus,  pertussis,  poliomyelitis,  measles,  ru- 
bella, mumps,  and  smallpox.  This  record  is 
valuable  to  public  health  agencies  also,  and 
especially  to  school  authorities  in  determin- 
ing the  percentage  of  children  who  are  pro- 
tected from  diseases. 


SUGGESTED  IMMUNIZATION  SCHEDULE 


Age 

in 

months 

Age 

in  years 

2-3 

3-4 

4-5 

12  15 

18 

2 

. „ , _ and  every 

4-6  104_5  years 

DPT 

Polio 

DPT 

DPT 

Polio 

DPT 

Polio 

DPT  Td 

Polio 

Rubeola 

T.  B.test  T.  B.test 

T.  B.test 


Rubella 

(between  one  year  and  puberty) 


smallpox 


smallpox  smallpox 


mumps 
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Wash  ingtoNot  es 


1.  Income  tax 

The  Nixon  Administration  is  drafting 
legislation  that  would  eliminate  the  reason 
for  physicians  forming  professional  corpor- 
ations for  federal  income  tax  advantages. 

The  legislation  would  remove  the  tax  dis- 
crimination against  self  - employed  physi- 
cians and  other  professionals  in  the  tax 
treatment  of  retirement  savings. 

K.  i\Iartin  ^^’orthy,  chief  counsel  of  the 
Internal  Revenue  Service,  said  the  legisla- 
tion probably  will  be  submitted  to  Congress 
next  year  as  an  Administration  measure. 
He  said  the  Administration  intends  to  “re- 
move the  present  discrimination  between 
tax  treatment  of  qualified  plans  for  em- 
ployees and  qualified  plans  adopted  by  self- 
employed  persons.” 

The  IRS  official  said  that  it  was  unfor- 
tunate that  disparate  tax  treatment  of  cor- 
porate emploj'ees  and  professionals  has  led 
to  the  adoption  of  state  laws  permitting  the 
formation  of  professional  corporations. 

“The  potential,  if  not  actual,  erosion  of 
the  traditional  stringent  professional  stand- 
ards and  liabilities  on  the  part  of  those  who 
form  such  organizations  is,  in  mj’  opinion, 
a highly  undesirable  by-product  of  this  prob- 
lem and  its  resolution  to  date,”  he  told  a 
meeting  of  lawyers.  “The  intervention  of 
a legal  entity  between  the  doctor,  lawyer,  or 
accountant  and  his  client  would  not  appear 
to  serve  any  social  or  public  purposes.” 

Worthy  warned  that  recognition  of  a pro- 
fessional organization  is  recognized  as  a 
coiiDoration  for  tax  purposes  did  not  neces- 
sarily mean  that  the  organization  and  its 
employees  would  have  a clear  track  as  far 
as  securing  the  tax  benefits  which  are  de- 
sired. 

Worthy  said  an  important  consideration  to 
be  weighed  by  the  professional  person  is 
that  the  new  tax  act  provides  for  a 50  per- 
cent maximum  tax  rate,  after  a transition 
period,  upon  “earned  income,”  which  in- 
cludes earnings  from  personal  services. 


“In  view  of  this  new  tax  ceiling,  it  is 
questionable  whether  a professional  person 
would  find  it  as  important  as  it  was  previ- 
ously to  achieve  the  tax  deferral  available  as 
an  employee  covered  by  a qualified  pen- 
sion or  profit  sharing  plan,”  he  said. 

2.  Physicians’  assistants 

The  Board  on  Medicine  of  the  National 
Academy  of  Sciences  urged  wide  use  of  three 
types  of  physician’s  assistants  as  the  quick- 
est waj'  to  relieve  the  national  shortage  of 
doctors. 

In  a special  report,  the  board  called  for 
the  cooperation  of  the  American  Medical 
Association,  the  Association  of  American 
iMedical  Colleges  and  the  government  in  de- 
veloping physicians’  assistants  programs. 

The  AMA  has  been  advocating  use  of 
physicians’  assistants  for  some  time.  Dr. 
Walter  C.  Bornemeier,  president  of  the  AMA, 
recently  said: 

“We  of  the  AMA  believe  the  shortage  (of 
physicians)  can  be  dramatically  relieved  if 
the  physician  divests  himself  of  functions 
which  can  be  performed  by  assistants  or  as- 
sociates. That  relief  would  be  provided,  not 
in  ten  years,  but  as  fast  as  assistants  could 
be  trained  — no  major  legislation,  no  huge 
appropriations  of  money  are  required.  We 
are  certain  the  plan  will  result  in  better  care 
for  more  people  at  a lower  unit  cost.  Much 
of  the  training  given  to  the  assistants  is, 
and  would  be  in  future  programs,  on-the- 
job  instruction  in  the  doctor’s  office. 

“There  is  nothing  revolutionary  about  this 
plan.  Until  50  years  ago,  American  doctors 
trained  by  working  in  the  offices  of  estab- 
lished physicians.  And  even  with  the  rise 
of  university-affliated  medical  colleges,  we 
doctors  continued  to  train  the  bulk  of  our 
non-professional  nurses  and  office  techni- 
cians.” 

The  NAS  board  said  that  physicians’  as- 
sistants could  “extend  the  arms,  legs  and 
brains  of  the  physician”  by  performing  tasks 
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that  do  not  require  the  unique  talents  of  the 
physician. 

The  three  types  of  assistants  recommend- 
ed by  the  board  were : 

1)  Physician’s  associate — the  most  highly 
trained  type;  would  be  qualified  to  do  work 
that  involves  some  independent  medical  judg- 
ment; under  the  physician’s  supervision,  he 
could  in  some  cases  make  a diagnosis  and 
perform  therapy,  with  the  range  of  his 
responsibilities  increasing  as  he  develops  new 
skills  on  the  job. 

2)  Specialized  assistant — would  be  high- 
ly skilled  in  one  type  of  clinical  specialty  or 
procedure  within  a specialty  (such  as  the 
operation  of  a renal  dialysis  unit)  ; would 
receive  most  of  his  training  from  a physician 
specialist. 

3)  Non-specialized  assistant — would  be  to 
medicine  what  the  practical  nurse  is  to  nurs- 
ing; could  receive  much  of  his  training  on 
the  job. 

As  the  AMA  has  been  doing,  the  board 
cautioned  against  the  premature  enactment 
of  licensing  laws  that  would  establish  rigid 
job  qualifications  before  the  full  potential 
usefulness  of  the  assistants  had  been  deter- 
mined. The  board  report  recommended  a 
system  of  registration  that  would  permit 
physicians  to  employ  assistants  who  had 
completed  an  approved  program  or  other- 
wise established  their  qualifications. 

Possession  of  a high  school  diploma  should 
be  an  adequate  prerequisite  for  training  to 
become  physician’s  assistants,  according  to 
the  NAS  Board.  It  suggested  varying 
amounts  of  education,  clinical  experience, 
and  on-the-job  training  for  the  three  types 
of  assistants.  For  physician’s  associates, 
it  recommended  the  equivalent  of  two  years 
of  professional-level  classroom  and  clinical 
work.  Instruction  should  cover  the  basic 
sciences  underlying  medical  practice,  and 
clinical  training  should  be  “of  essentially 
the  same  type  and  degree  as  that  given  med- 
ical students.”  Medical  corpsmen,  about 
30,000  of  whom  are  discharged  from  the 
military  services  each  year,  and  other  medi- 
cal workers  who  enter  the  training  program 
should  be  allowed  credit  for  the  clinical 
knowledge  they  already  have  acquired. 


3.  Prescribing 

The  American  Medical  Association  opposed 
establishment  of  a national  formulary  that 
could  restrict  the  prescribing  practices  of 
physicians  with  respect  to  federally  support- 
ed medical  programs. 

In  a letter  of  Sen.  Russell  B.  Long 
(D.,  La.),  chairman  of  the  Senate  Finance 
Committee,  which  was  considering  such  leg- 
islation, Dr.  Ernest  B.  Howard,  executive 
vice  president  of  the  AMA,  said: 

“The  American  Medical  Association,  re- 
presenting approximately  180,000  active 
practitioners  of  medicine  in  America,  is  op- 
posed to  a proposal  that  would  interfere  with 
the  professional  judgment  and  responsibil- 
ities of  physicians.  The  proposed  amend- 
ment, which  would  give  a Federal  Formulary 
Committee  the  authority  to  exclude  from  the 
Formulary  (and  therefore  from  payment) 
any  drug  which  is  considered  unnecessary  is, 
in  our  opinion,  just  such  an  infringement 
upon  the  professional  judgment  of  prac- 
ticing physicians. 

“The  amendment  would  provide  the  Form- 
ulary Committee  with  authority  to  publish 
prescribing  information  about  each  drug’'  list- 
ed. Adequate  prescribing  information  to 
assist  physicians  in  selecting  the  most  ra- 
tional course  of  therapy  is  available  through 
a variety  of  acceptable  sources.  The  pro- 
posed additional  information  is  not  only  un- 
necessary but  undesirable  since  physicians 
would  be  unable  to  deviate  from  that  stand- 
ard regardless  of  a particular  patient’s  cir- 
cumstances without  facing  the  risk  of  mal- 
practice liability. 

“Further,  the  amendment  would  require 
that  a physician  who  desires  to  prescribe 
the  product  of  a particular  manufacturer 
with  which  he  had  experience  and  confidence 
could  do  so  only  by  writing  in  his  own  hand- 
writing the  established  name  of  the  drug 
again  and  the  name  of  the  prefeiTed  manu- 
facturer. We  disagree  with  this  practice 
limiting  the  authority  of  the  physician  to 
prescribe  the  drug  of  his  choice.  Our  gov- 
erning body,  the  AMA  House  of  Delegates, 
has  stated  and  reaffirmed  on  many  occa- 
sions that  physicians  should  be  free  to  use 
either  the  generic  (established)  or  brand 
name  in  writing  prescriptions. 
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“In  addition,  the  proposed  amendment 
would  have  the  Formulary  Committee  insti- 
tute inspections,  sample  examinations  and 
scientific  review  of  drug  products  to  be  listed 
by  the  name  of  the  supplier  or  the  brand 
name.  Tliis  task  of  the  committee  seems 
to  be  beyond  its  capability,  particularly 
since  it  is  constituted  only  on  a part-time 
basis  . . . 

“We  have  said  many  times  that  w'e  want 
our  patients  to  receive  high-quality  drugs 
at  the  lowest  possible  cost.  We  continue  in 
this  position,  more  strongly  than  ever.  But 
we  firmly  believe  that  the  creation  of  a 
national  formulary  would  not  bring  about  a 
more  economical  provision  of  drugs  under 
programs  established  within  the  Department 
of  Health,  Education,  and  Welfare,  nor 
would  it  enhance  the  quality  of  these  drugs.” 


4.  Family  planning 

The  American  iMedical  Association  sup- 
ported a senate-sponsored  bill  that  would 
expand  federal  family  planning  services  and 
population  research  activities. 

In  a statement  submitted  to  the  House 
Subcommittee  on  Public  Health  and  Welfare, 
the  AMA  said  it  believes  the  establishment 
of  an  Office  of  Population  Affairs  under  a 
deputy  assistant  secretary  in  the  Depart- 
ment of  Health,  Education,  and  Welfare  is 
highly  desirable.  The  Office  would  make 
formula  or  special  project  grants  relating  to 
population  and  family  planning;  administer 
population  and  family  planning  research ; act 
as  a clearing  house  on  domestic  and  intex’- 
national  population  family  planning  pro- 
gi’ams ; provide  a liaison  with  other  federal 
agencies ; and  support  ti’aining  for  manpower 
in  these  programs. 

The  bill  (S.  2108)  also  would  authorize 
special  projects  for  family  planning  services, 
formula  grants  for  family  planning,  training 
and  research  grants,  and  grants  for  the 
construction  and  opei’ation  of  population 
I'esearch  centers. 

The  AMA  said  that  there  is  an  urgent 
need  for  a greatly  expanded  program  of  pop- 
ulation research,  as  authorized  by  the  legis- 
lation. 


“If  the  woi*ld\\ide  population  increase  is 
to  be  controlled,”  the  AMA  said,  “it  will 
require  more  scientific  knowledge  of  human 
behavior.  We  need  more  reseai’ch  on  re- 
productive physiology,  more  demographic 
I’esearch,  and  more  attitudinal  and  motiva- 
tional reseai’ch.” 

The  AMA  listed  a number  of  obstacles  to 
be  overcome  if  a national  pi’ogram  for  pop- 
ulation control  is  to  be  effective:  education, 
religion,  legal  and  economic  considerations. 

“The  most  formidable  of  these  is  lack  of 
education,”  the  AMA  statement  said.  “Pop- 
ulation control  is  only  attainable  when  people 
fii’st  understand  the  natiu’e  of  their  own 
bodies.” 

Meantime,  the  Defense  Depai’tment  dis- 
closed that  a series  of  I’ulings  this  year  had 
made  it  mandatory  that  U.S.  militai’y  base 
hospitals  throughout  the  world  perfoi’m 
abortions  and  surgical  stei’lizations  for  ai’m- 
ed  forces  personnel  and  their  dependents 
regardless  of  state  and  local  laws. 

Dr.  Louis  M.  Rousselot,  assistant  seci'e- 
tai’y  of  defense  for  health  and  environment, 
issued  the  rulings  to  clarify  a policy  that  had 
been  effective  since  1966  but  which  some 
bases  had  not  been  following. 

5.  Family  physician  scholarships 

Five  Republican  senators  introduced  leg- 
islation that  would  establish  a foui’-year  fed- 
eral program  of  familj’  physician  scholar- 
ships and  fellowships  to  medical  students 
and  graduates  who  agree  to  pi’actice  in  phys- 
ician-shortage areas  or  to  serve  migratory 
agricultural  workei’s. 

For  the  first  year,  about  500  scholarships 
not  to  exceed  $5,000  and  200  fellowships 
would  be  offei’ed  at  a cost  of  $4.5  billion. 
The  program  would  be  expanded  each  year 
until  by  the  fourth  year  1,000  scholarships 
and  500  fellowships  would  be  authorized  for 
students  and  graduates  agreeing  to  practice 
in  isolated  rural  ai’eas,  migrant  ai’eas,  city 
ghettos  and  Indian  I’eservations  with  a short- 
age of  physicians. 

For  each  year  of  a scholarship,  one  year 
of  service  would  be  requii’ed.  No  additional 
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service  would  be  required  under  the  fellow- 
ship part  of  the  program. 

Sen.  George  W.  Murphy  (R.,  Calif.)  was 
chief  sponsor  of  the  legislation  (S.  4208). 


Cosponsors  were  Sens.  Peter  H.  Dominick 
(R.  Colo.),  Jacob  K.  Javits  (R.,  N.Y.), 
Winston  L.  Prouty  (R.,  Vt.)  and  William 
B.  Saxbe  (R.,  Ohio). 


While  Making  Rounds 


Quote  Unquote. 

“A  real  way  to  relieve  unemployment 
would  be  to  give  employment.” 

Brisbane 

“Open  bowels  and  an  open  mind.” 

Berners 

“Better  a drop  of  cold  water  in  the  eyes 
than  all  the  eye-salves  in  the  world.” 

Babylonian  Talmud 

Words  We  Can  Do  Without. 

Salients. 

Utilize. 

Epiploic;  the  epiploon  is  the  omentum. 

Our  Own  Monthly  Statistical  Report. 

Total  expenses  for  the  5,820  community 
hospitals  in  the  U.S. 

1968:  $14.7  billion 
1969:  $17.2  billion 

The  difference  is  two  and  a half  billion 
dollars,  a rise  of  17  percent. 

Strange  Disease  Of  The  Month. 

In  Hungary,  multiple  sclerosis  is  known 
as  “the  disease  of  brides.” 

Who? 

Who  opened  the  first  training  school  for 
nurses  in  the  U.S.  ? 

Elizabeth  Blackwell,  M.D.,  in  1873. 

Anniversary  Time. 

October  16,  1846 

Ether  first  used  publicly,  by  Morton. 
Curiosity  Corner. 

Are  animals  right-handed,  or  right-foot- 
ed? 


The  Surgeon. 

When  he  has  buttonholed  the  skin: 
“That’s  for  drainage.” 

Lines  To  Practice  Medicine  By. 

“What  we  call  experience  is  often  a dread- 
ful list  of  ghastly  mistakes.” 

Da  Costa 

“People  pay  the  doctor  for  his  trouble ; for 
his  kindness  they  still  remain  in  his 
debt.” 

Seneca 

“Suffer  not  thy  mouth  to  condemn  when 
something  happens  to  a physician,  for 
everyone  has  his  evil  day.” 

Israeli 

— F.C. 


Viral  Pneumonia:  Roentgen-Pathological  Cor- 
relations — P.  Conte,  E.  R.  Heitzman,  and 
B.  Markarian  (Upstate  Medical  Center, 
Syracuse,  NY).  Radiology  95:267-272 
May)  1970. 

All  but  the  earliest  viral  pneumonia  patho- 
logic changes  have  their  counterpart  on  the 
chest  roentgenograms.  Viral  pneumonias 
often  have  a significant  alveolar  component. 
Lobular,  segmental,  and  lobar  opacifications 
are  common  in  bacterial  pneumonia  but  may 
also  be  anticipated  from  viral  infection.  Ra- 
diologic distinction  is  not  possible  when  these 
patterns  are  present.  The  viral  pneumonia 
nodular  pattern  due  to  peribronchiolar  in- 
flammatory foci  is  infrequent  in  the  bac- 
terial pneumonias.  Viral  pneumonia  may 
produce  some  cases  of  chronic  interstitial  fi- 
brosis now  classed  as  idiopathic. 
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Who's  In  The  News? 


Doctors  Richard  Forsman  and  John  Byrd 
have  opened  a medical  practice  in  Kimball. 

Doctor  Walter  C.  Harvey,  Jr.,  Gering,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  Frank  Kamm,  Blue  Hill,  has  been 
re-elected  to  active  membership  in  the  Amer- 
ican Academy  of  General  Practice. 

Doctor  Paul  Plessman  has  joined  the  prac- 
tice of  Doctors  J.  TP.  Carr,  R.  Paul  Hoff,  and 
V.  Robert  Watson  in  Seward. 

Doctor  Richard  Jackson  has  joined  Doc- 
tor H.  C.  Stewart  in  the  Pawnee  Clinic  in 
Pawnee  City. 

Doctor  William  F.  Becker,  Lynch,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  Robert  I.  Westbrook,  Sargent,  has 
been  elected  to  membership  in  the  Interna- 
tional Platform  Association. 

Notes  From  All 

AHA  names  Dr.  Crosby 

Edwin  L.  Crosby,  M.D.,  executive  vice 
president  and  director  of  the  American  Hos- 
pital Association,  has  been  named  the  1970 
recipient  of  the  AHA’s  Justin  Ford  Kim- 
ball Award  in  recognition  of  his  outstand- 
ing encouragement  of  the  concept  of  pre- 
paid voluntary  health  care  plans. 

Dr.  Crosby  has  been  director  of  the  Amer- 
ican Hospital  Association  since  1954.  He 
was  named  the  first  director  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
(JCAH)  in  1952,  and  was  elected  president 
of  the  International  Hospital  Federation  in 
1963. 

Musculoskeletal  injury  conference 

A conference  on  the  care  of  musculo-skele- 
tal  injuries  especially  designed  for  the  non- 
orthopedist will  be  held  at  the  University 


Doctor  Charles  M.  Coe,  Wakefield,  has 
been  re-elected  to  active  membership  in  the 
American  Academy  of  General  Practice. 

Doctor  Richard  Fitch  has  joined  Doctor 
Robert  Waters  in  the  practice  of  medicine  in 
O’Neill. 

Doctor  Francis  Land,  Omaha,  was  a key- 
note speaker  at  the  American  Medical  As- 
sociation’s September  meeting  on  the  deliv- 
ery of  health  services. 

Doctor  C.  R.  Williams,  Syracuse,  was  re- 
cently presented  the  Ak-Sar-Ben  Good 
Neighbor  Award  at  a meeting  of  the  Cham- 
ber of  Commerce  held  in  that  city. 

Doctor  Claude  H.  Organ,  Jr.,  Omaha,  was 
recently  awarded  the  Sinlear  IMemorial 
Award  for  outstanding  contribution  to  sur- 
gical education  at  the  National  Medical  As- 
sociation’s annual  convention  in  Atlanta, 
Georgia. 

Over 

of  Iowa  Health  Center  Friday  and  Saturday, 
October  9-10,  1970. 

Among  discussion  topics  will  be  forearm 
fractures  in  children,  acute  fractures 
around  the  hip,  intra-articular  fractures  of 
the  knee,  fractures  of  the  ankle,  principles 
in  the  care  of  open  fractures,  and  complica- 
tions of  plaster  and  traction. 

Physicians  are  encouraged  to  bring 
x-rays  or  clinical  details  of  cases  they  would 
like  discussed  by  the  conference  faculty. 

Guest  faculty  members  will  be  Dr.  J.  Wil- 
liam Fielding,  director  of  orthopedics  at  New 
York  Polyclinic  Hospital;  James  W.  Hark- 
ess,  professor  of  orthopedic  surgery  at  the 
University  of  Louisville;  and  two  Iowa  or- 
thopedic surgeons.  Dr.  Earl  M.  Mumford, 
Sioux  City,  and  Robert  W.  Wray,  Cedar  Rap- 
ids. 

For  information  on  registration,  write: 
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Director,  Office  of  Medical  Education,  245 
Medical  Research  Center,  The  University 
of  Iowa,  Iowa  City  52240. 


If  you  smoke,  don’t  swim? 

A warning  to  swimmers  who  smoke  that 
their  endurance  may  be  reduced  has  been 
issued  by  the  National  Society  for  Medical 
Research. 

We  have  been  shown  new  evidence  through 
laboratory  animal  experiments  recently  con- 
ducted in  Zurich,  Switzerland,  that  a sig- 
nificant deterioration  of  swimming  per- 
formance is  related  to  smoking,  said  the 
Society.  It  is  important  that  those  individ- 
uals who  choose  to  smoke  are  aware  of  this 
possibility  when  attempting  strenuous  swim- 
ming, particularly  in  deep  water. 


Malnutrition  linked  to  mental 
retardation 

Severe  malnutrition  of  either  the  mother, 
the  baby  while  in  early  stages  of  develop- 
ment or  both,  is  a suspected  cause  of  men- 
tal retardation,  says  the  National  Society  for 
Medical  Research. 

They  base  their  claim  on  the  results  of 
laboratory  animal  and  human  studies  pre- 
sented at  a recent  meeting  of  the  Canadian 
Pediatric  Society  by  Dr.  Myron  Winick, 
Professor  of  Pediatrics  at  Cornell  Univer- 
sity, which  “.  . . provide  new  and  more  con- 
clusive evidence  that  severe  pre-  and  post- 
natal malnutrition  may  inhibit  division  of 
cells  in  the  growing  brain,”  the  Society  re- 
ported. 

Animal  studies  showed  that  if  malnour- 
ishment  is  experienced  during  a period  of 
fetal  cell  division,  there  is  a permanent 
deficit  in  the  number  of  brain  cells  as  high 
as  15%.  If  an  animal  is  severely  malnour- 
ished both  pre-  and  postnatally,  there  may 
be  as  high  as  a 60%  reduction  in  the  num- 
ber of  cells  in  the  brain  when  brain  cell  di- 
vision stops.  The  duration  of  the  malnutri- 
tion as  well  as  the  severity  and  exact  time 


is  important  in  determining  the  total  num- 
ber of  cells  that  will  develop  in  the  brain. 

In  humans,  the  Society  said,  the  same 
principles  seem  to  apply.  A study  of  severe- 
ly malnournished  Chilean  children,  both  of 
those  who  are  alive  and  those  who  have  died, 
indicates  similar  results.  The  dead  chil- 
dren’s brain  size  had  also  been  reduced  due  to 
an  inhibition  of  cell  division.  Head  size 
was  also  reported  to  be  reduced  proportion- 
ally. Those  children  who  survived  showed 
retardation  of  their  motor  and  intellectual 
development. 

Another  recent  report  by  the  National  Re- 
search Council  says  that  high  incidences  of 
low  birth  weights  and  of  deaths  connected 
with  low  weight  are  found  in  the  United 
States,  which  ranked  thirteenth  among  40 
countries  in  1966  in  infant  mortality.  The 
birth  weight  of  an  infant  is  strongly  asso- 
ciated with  and  conditioned  by  the  weight 
gain  of  its  mother  as  well  as  her  pre-preg- 
nancy weight  and  stature.  Age  of  the  moth- 
er and  the  number  of  children  she  has  had 
are  also  important  factors  for  determining 
the  outcome  of  a pregnancy.  Fetal  loss./ and 
infant  mortality  are  especially  high  among 
girls  under  17  years  of  age,  particularly 
those  who  have  had  repeated  short-interval 
conceptions. 

An  adequate  diet,  not  just  during  preg- 
nancy but  from  the  mother’s  own  birth 
through  growth  and  reproduction  is  of  ut- 
most importance  for  both  the  mother  and  her 
baby. 

Surveys  of  human  experiences  during 
World  War  II  and  in  lesser  developed  nations 
more  recently  have  indicated  that  restric- 
tion of  diet  during  pregnancy  may  unfavor- 
ably affect  the  growth  and  development  of 
the  fetus.  In  addition,  laboratory  experi- 
ments on  dogs,  sheep  and  other  animals 
show  a marked  reduction  in  the  size  of  the 
offspring  when  the  mother  is  maintained  on 
an  inadequate  diet. 

Environmental  factors  which  may  relate 
to  malnutrition  seem  to  be  especially  preva- 
lent in  lower  socioeconomic  levels  of  our  so- 
ciety. 
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Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


/ 


Oral  contraceptive 

More  convenience  is  main  advantage  of 
Wyeth’s  new  Ovrali  “3-Pak.”  The  package 
contains  a three-month  supply  of  the  oral 
contraceptive.  Ovral  3-Pak  is  designed  to 
provide  maximum  convenience  for  patients, 
and  for  the  growing  number  of  physicians 
who  prefer  to  prescribe  a three-month  sup- 
ply* 


Dosimeter 

A low-cost,  pen-type  dosimeter  which  ac- 
curately and  instantly  measures  the  amount 
of  exposure  to  x-ray  and  gamma  radiation 
has  been  introduced  by  Capintec,  Inc.,  of 
yit.  ^'ernon,  New  York.  The  direct  read- 
ing dosimeter  has  widespread  applications 
in  radiologj',  medical,  industrial  and  other 
research  laboratories. 


Known  as  the  SEQ-5BE,  the  Capintec 
dosimeter  is  capable  of  measuring  radiation 
in  soft  tissue  because  it  employs  a tissue- 
equivalent  teflon  carbon  chamber  which  has 
a thickness  of  300  milligrams  per  square 
centimeter.  Spectral  response  is  flat  for 
all  photon  energies  above  10  KeV.  Models 
are  available  in  the  ranges  of  0 to  200  milli- 
rad,  0 to  500  millirad,  and  0 to  2 rad.  A 
dosimeter  charger,  CAT-6,  is  also  available. 

For  detailed  information,  specifications 
and  a product  brochure,  write  Capintec,  Inc., 
63  E.  Sandford  Blvd.,  Mt.  Vernon,  N.Y. 
10550. 


Computers  take  histories 

A low-cost,  computer-assisted  system  for 
taking  medical  histories  is  described  in  liter- 
ature issued  by  Medical  Data  Systems  Cor- 
poration, 426  Fisher  Building,  Detroit, 
Michigan  48202. 

The  system  employs  television  - screen 
(CRT)  terminals  connected  to  a central 
computer  by  ordinary  telephone  lines.  The 
units  are  capable  of  practically  simultane- 
ous operation. 

As  the  history-taking  terminal  flashes 
questions  on  the  display  screen,  the  patient 
answers  by  pressing  a “Yes,”  “No,”  “Don’t 
know,”  or  “Don’t  understand”  key.  A com- 
plete patient  history  and  basic  physical  is 
printed  at  the  clinic  or  hospital  — saving 
doctors  much  time-consuming  work  and  pro- 
viding an  easier-to-read,  standardized  his- 
tory. It  can  also  be  scanned  from  any  CRT 
terminal. 

The  system  can  be  modified  to  provide  spe- 
cialized histories  (e.g.,  psychiatric,  Ob-Gyn, 
allergic),  expanded  to  include  admission 
procedures  and  facilities  scheduling,  and 
linked  to  laboratory  and  business  office 
computers  as  part  of  a total,  integrated  hos- 
pital computer  system. 

The  literature  describes  the  equipment, 
applications,  and  approximate  leasing  costs. 
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Lead  poisoning:  audiovisual  program 

A new  audiovisual  program  on  the  pre- 
vention and  detection  of  lead  poisoning  is 
now  available  for  use  in  health  centers,  com- 
munity centers,  hospitals  and  schools.  The 
program  has  been  specially  produced  for 
urban  families  where  the  incidence  of  lead 
poisoning  is  highest. 

Entitled  Poison  in  the  Walls,  the  program 
was  photographed  in  color,  on  location  in 
New  York  City  with  actual  residents  to 
appeal  to  the  many  potential  victims  of  lead 
poisoning  — children  and  their  parents  liv- 
ing in  old  buildings  with  peeling  and  crack- 
ing paint. 

The  film  follows  a child  through  the 
causes,  sj-mptoms,  tests  and  treatments  for 
lead  poisoning.  Adults  are  shown  how  to 
deal  with  the  dangers  of  lead-based  painted 
walls  and  ceilings  as  well  as  other  lead-dan- 
gerous articles  that  children  frequently  put 
into  their  mouths. 

An  important  feature  of  the  film  is  its 
message  urging  parents  to  take  their  chil- 
dren to  public  health  units  set  up  for  lead 
poisoning  tests.  In  a calm,  non-threaten- 
ing manner  they  learn  that  this  simple  pro- 


cedure may  prevent  severe  consequences  of 
lead  poisoning  such  as  brain  damage. 

The  complete  program  includes  take-home 
print  materials  for  parents  to  use  as  a ref- 
erence source  and  as  reinforcement  for  what 
they  saw. 

An  additional  feature  of  the  new  MED- 
COM  Lead  Poisoning  program  is  the  pro- 
vision of  both  English  and  Spanish  sound- 
tracks. Take-home  booklets  are  also  avail- 
able in  Spanish. 

Produced  for  a national  audience  Poi- 
son in  the  Walls  was  created  with  the 
cooperation  of  the  New  York  City  Health 
Department  by  MEDCOM,  Inc.,  a leader  in 
multimedia  health  education. 

Professional  consultants  for  the  program 
include  Denis  Donovan,  M.D.,  a practicing 
pediatrician  in  Bronx,  New  York;  Louis 
Kopito,  M.D.,  Principal  Associate  in  Pedi- 
atrics, Harvard  Medical  School  and  Louise 
E.  Schneider,  Senior  Public  Health  Educator 
for  Lead  Poisoning,  New  York  City  Health 
Department. 

Poison  in  the  Walls  is  priced  at  $50.  A 
free  14-day  trial  can  be  obtained  by  writing 
MEDCOM,  Inc.,  Dept.  LP,  280  Park  Ave- 
nue, New  York,  New  York  10017. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS; 
October  10  — Hastings,  St.  Francis  Hos- 
pital 

October  17  — Alliance,  Central  School 
Building 

November  7 — Norfolk,  Elks  Lodge 
November  14  — Superior,  Elks  Lodge 


THE  AMERICAN  COLLEGE  OF  EMER- 
GENCY PHYSICIANS  will  hold  its  Sec- 
ond Scientific  Assembly  in  Las  Vegas,  Ne- 
vada, October  18-23,  1970.  Its  focus  will 
be  on  the  delivery  of  primary  care  in  the 
hospital  emergency  depai'tment.  For  in- 
formation write : Executive  Secretary,  120 
West  Saginaw,  East  Lansing,  Michigan 
48823. 


OMAHA  MID-WEST  CLINICAL  SOCIETY 
— 1970  Fall  Assembly,  Omaha’s  Fonten- 
elle  Hotel,  November  2,  3,  and  4,  1970. 
The  address  of  the  society  is : 1040  Medical 
Arts  Building,  Omaha,  Nebraska  68102. 

AMERICAN  ASSOCIATION  FOR  LABO- 
RATORY ANIMAL  SCIENCE  — 21st 
Annual  Session,  November  2-6,  1970;  Con- 
rad Hilton  Hotel,  Chicago,  Illinois.  'The 
address  of  the  A ALAS  is  4 E.  Clinton 
Street,  Box  10,  Joliet,  Illinois  60434. 

THE  COUNCIL  ON  ARTERIOSCLEROSIS 
of  the  American  Heart  Association  will 
hold  its  1970  annual  scientific  meeting  on 
Tuesday,  Nov.  10  and  Wednesday,  Nov. 
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11,  1970,  in  Howard  Johnson’s  Motor 
Lodge,  Atlantic  City,  N.J.,  immediately 
preceding  the  Heart  Association’s  Scien- 
tific Sessions  in  that  city.  The  Council 
sessions  are  open  to  all  and  members  and 
non-members  are  invited  to  attend. 


Fourth  Annual  Conference  on  “TODAY’S 
HOSPITAL  PROBLEMS:  AN  INTERDIS- 
CIPLINARY APPROACH’’  — a Leader- 
ship course  for  Chiefs  of  Staff,  Hospital 
Administrators  and  Governing  Personnel 
(or  Trustees).  Mound  Park  Hospital 
Foundation  and  the  University  of  Florida 
— November  11  to  14,  1970.  To  be  held 
at  the  Tides  Hotel  and  Bath  Club,  Reding- 
ton  Beach,  Florida.  The  Foundation  and 
University  reserve  the  right  to  limit  regis- 
tration. Fee:  $100.00  — Lunches  on  No- 
vember 11,  12  and  13  included  in  the 
Registration  Fee.  20  Accredited  Hours 
by  the  American  Academy  of  General 
Practice  if  desired.  Address:  Postgradu- 
ate Medical  Education,  Mound  Park  Hos- 
pital Foundation,  Inc.,  St.  Petersburg, 
Florida  33701. 

Forms  to  register  for  the  43rd  ANNUAL 
SCIENTIFIC  SESSIONS  OF  THE  AMER- 
ICAN HEART  ASSOCIATION  may  now 
be  obtained  through  the  Association’s  Na- 
tional Office  or  from  local  Heart  Associa- 
tions. The  meeting  is  being  held  from 
Thursday  morning,  Nov.  12  through  Sun- 
day noon,  Nov.  15  in  Convention  Hall,  At- 
lantic City,  N.J.  Seven  programs  on  Clin- 
ical Cardiology  and  concurrent  sessions  on 
various  phases  of  cardiovascular  research 
and  medicine,  will  be  presented.  In  ad- 
dition, the  meeting  will  feature  lectures, 
panels,  symposia  and  the  screening  of  re- 
cently produced  cardiovascular  films.  On 
Thursday  evening,  Nov.  12,  a series  of 
Cardiovascular  Conferences  will  be  devot- 
ed to  small  group  discussion  of  CV  prob- 
lems. A special  “Meet  the  Expert’’  ses- 
sion wdll  be  held  on  Saturday  evening,  Nov. 
14  for  talks  on  a variety  of  cardiovascular 
topics.  As  in  the  past,  scientific  and  in- 
dustrial exhibits  will  be  displayed  through- 
out the  meetings.  Industrial  exhibit  space 
may  be  obtained  through  Steven  K.  Her- 


litz,  Inc.,  850  Third  Ave.,  New  York,  N.Y. 

10022. 


AMERICAN  MEDICAL  ASSOCIATION  — 
24th  Clinical  Convention,  Boston,  Massa- 
chusetts, November  29  - December  2,  1970. 


NEBRASKA  STATE  OBSTETRIC  & GYN- 
ECOLOGIC SOCIETY  — December  3,  4, 
5,  1970;  New  Frontier  Hotel,  Las  Vegas, 
Nevada.  Write:  W.  H.  Taylor,  Jr.,  M.D., 
Secretary,  3610  Dodge  Street,  Omaha,  Ne- 
braska 68131. 


ARIZONA  HEART  ASSOCIATION— Four- 
teenth Annual  Cardiac  Symposium,  Ari- 
zona Biltmore  Hotel,  Phoenix,  Arizona, 
January  22-24,  1971.  Speakers  on  pro- 
gram include  Roman  DeSanctis,  M.D.,  Jo- 
seph Perloff,  M.D.,  Gilbert  Blount,  M.D., 
and  Rene  Fabalero,  M.D.  For  informa- 
tion write  Arizona  Heart  Association, 
1720  E.  McDowell  Road,  Phoenix,  Arizona 
85006. 


SOUTHWESTERN  SURGICAL  CON- 
GRESS, 23rd  Annual  Meeting  — April  19- 
22,  1971;  Caesar’s  Palace  Hotel,  Las  Ve- 
gas, Nevada.  Write  to:  Jack  A.  Barney, 
M.D.,  Secretary-Treasurer,  Southwestern 
Surgical  Congress,  301  Pasteur  Building, 
Oklahoma  City,  Oklahoma  73103. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION— 103rd  Annual  Session,  April  25- 
28,  1971,  Omaha  Hilton  Hotel,  Omaha,  Ne- 
braska. 


IMore  than  40  percent  of  pedestrian  deaths 
in  1969  occurred  while  the  pedestrian  crossed 
between  intersections.  The  Travelers  Insur- 
ance Companies’  annual  survey  shows  more 
than  4,040  died  and  67,800  were  injured  be- 
tween intersections. 
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In  Memoriam 

By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 


James  S.  Bell,  M.D.,  York. 

Doctor  James  S.  Bell  was  born  in  Aurora 
on  June  24,  1889.  He  died  August  8,  1970 
at  the  age  of  81. 

Doctor  Bell  attended  the  University  of  Ne- 
braska in  1908  and  1909  and  earned  his  med- 
ical degree  from  Northwestern  University  in 
1913.  His  internship  was  served  at  Cook 
County  Hospital  in  Chicago  where  he  also 
served  as  a surgical  assistant  at  Wesley 
Memorial  Hospital.  In  1959  he  became 
President  of  the  American  Association  of 
Railway  Surgeons. 

Survivors  include  his  widow,  Kathlyn ; 
one  daughter,  Mrs.  Adna  Dobson;  two  sons. 
Doctor  James  D.,  York,  and  Richard  K., 
Olympia,  Washington. 


Paul  J . Maxivell,  Lincoln. 

Doctor  Paul  Maxwell  was  born  August  24, 
1918,  in  Lincoln.  He  died  September  4, 
1970,  in  Canada. 

Doctor  Maxwell  graduated  from  the  Uni- 
versity of  Nebraska  in  1940,  and  from  the 
University  of  Nebraska  College  of  Medicine 


Medicinews 

Ethics 

An  investigation  into  the  problems  of 
medical  ethics  in  the  1970s  will  be  conduct- 
ed during  the  Third  National  Congress  on 
Medical  Ethics  in  Chicago,  Sept.  19-20,  1970. 

Sponsored  by  the  Judicial  Council  of  the 
American  Medical  Association  the  biennial 
conference  will  be  held  at  the  Ambassador 


in  1943.  He  interned  at  Bryan  Memorial 
Hospital,  then  served  his  residency  in  in- 
ternal medicine  at  the  Mayo  Foundation 
from  1944  to  1946.  He  was  a Captain  in  the 
U.S.  Army  Medical  Corps  from  1946  to  1948. 
He  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine. 

He  was  Delegate  from  the  Nebraska  State 
Medical  Association  to  the  North  Central 
Medical  Conference  from  1960  to  1970.  He 
was  President  of  the  Conference  in  1964  and 
was  President-Elect  1969-1970.  He  was 
Chief  of  Staff  of  Bryan  Memorial  Hospital 
in  1963-1964,  and  was  President  of  the  Lan- 
caster County  Medical  Society  in  1967.  He 
was  a member  of  the  Scientific  Sessions 
Committee  of  the  N.S.M.A. 

Doctor  Maxwell  was  Secretary-Treasurer 
and  was  a member  of  the  Board  of  Trustees 
of  the  Nebraska  State  Medical  Association 
from  1967  to  1970.  He  was  a member  of  the 
Board  of  Directors  of  the  Nebraska  Society 
of  Internal  Medicine. 

He  is  survived  by  his  wife,  Dorothy ; sons. 
Dr.  Paul  Jr.,  Rosemount,  Minnesota;  Dr. 
Kenneth  J.,  Los  Angeles;  daughter,  Janet 
Louise,  Lincoln ; mother,  Mrs.  Emily  G. 
Maxwell,  Lincoln;  brothers.  Dr.  Robert  W., 
Wilmington,  Delaware;  Thomas  A.,  Jr., 
Omaha;  Nelson  A.,  Portland,  Oregon;  James 
C.,  Neligh,  and  two  grandchildren. 

He  was  active  on  all  levels  of  organized 
medicine,  and  he  will  be  missed. 


West  Hotel  and  is  open  to  physicians  and  to 
students  of  ethics. 

The  investigation  will  be  opened  by  Paul 
Ramsey,  Ph.D.,  head  of  the  Department  of 
Religion  at  Princeton  University  who  will 
discuss  “Medicine,  Ethics,  and  the  Future.” 
Dr.  Ramsey  is  a well  known  author  on  the 
subject  of  ethics. 
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Maynard  Shapiro,  ]\I.D.,  Chicago,  past 
president  of  the  American  Academy  of  Gen- 
eral Practice  will  speak  on  a profession’s 
ethical  obligation  to  continue  its  educational 
endeavors  for  the  benefit  of  patients. 

A New  Yorker,  Irving  Ladimer,  S.J.D.,  on 
the  faculty  of  the  Mount  Sinai  Medical 
School  will  close  the  morning  session  with  a 
discussion  of  “Ethics,  Law,  and  Medicine.” 

Wesley  W.  Hall,  M.D.,  Reno,  Nev.,  AMA’s 
newly  elected  president-elect,  will  be  the 
luncheon  speaker  at  noon  Saturday.  His 
subject  will  be  “Ethics  and  Professionalism.” 

The  afternoon  program  will  open  with  a 
presentation  by  Joseph  Nesbitt  of  Miami, 
former  assistant  attorney  general  of  the 
State  of  Florida,  outlining  statutes  which 
protect  the  public  from  doctors  who  are  un- 
able to  practice  because  of  illness. 

The  remainder  of  the  afternoon  program 
will  be  devoted  to  a four-part  panel  discus- 
sion. 

A conference  highlight  will  be  a mock 
hearing  before  a simulated  county  medical 
society  ethics  committee. 

The  Congress  will  close  with  a summation 
“Medicine’s  Ethical  Responsibilities.”  The 
summation  will  be  presented  by  Russell  B. 
Roth,  M.D.,  Ei’ie,  Pa.,  speaker  of  AMA’s 
House  of  Delegates. 

For  further  information  write:  Depart- 
ment of  Medical  Ethics,  American  Medical 
Association,  535  North  Dearborn,  Chicago, 
Illinois  60610. 


Bernstein  award 

The  1971  Albion  0.  Bernstein,  M.D., 
Award  for  an  outstanding  contribution  to 
the  advancement  of  medicine  has  been  an- 
nounced by  the  Medical  Society  of  the  State 
of  New  York  for  presentation  at  its  annual 
convention  here  next  February  14-18. 

The  $1,500  national  award  was  estab- 
lished by  Mr.  Morris  J.  Bernstein  of  New 
York  in  memory  of  his  physician  son  who 
died  on  November  23,  1940  while  on  an 
emergency  hospital  call.  It  is  to  be  given 


to  the  physician,  surgeon,  or  scientist  who 
shall  have  made  the  most  widely  beneficial 
scientific  discovery  in  medicine,  surgery,  or 
the  prevention  of  disease  during  the  period 
November  23,  1969  to  November  23,  1970. 

Nominations  should  be  sent  to  the  Awards 
Committee,  MSSNY,  750  Third  New  York, 
N.Y.  10017,  no  later  than  December  1,  1970. 
The  chairman  of  the  committee  is  Alfred  A. 
Angrist,  M.D.,  Professor  of  Pathologj’,  Al- 
bert Einstein  School  of  Medicine,  Yeshiva 
University. 


Medical  aspects  of  sports:  conference 

The  12th  National  Conference  on  the 
Medical  Aspects  of  Sports,  sponsored  by  the 
American  Medical  Association  under  the 
auspices  of  its  Committee  on  the  Medical 
Aspects  of  Sports,  will  be  held  in  Boston, 
IMassachusetts,  at  the  Sheraton-Boston  Ho- 
tel on  November  29,  1970.  The  Conference 
is  held  annually  in  conjunction  with  and  on 
the  first  day  of  the  Clinical  Convention  of 
the  American  Medical  Association. 

As  was  true  of  the  previous  eleven  Confer- 
ences, the  12th  will  cover  a wide  range  of 
the  subjects  of  interest  to  those  serving 
school  and  college  athletic  progi’ams.  In- 
cluded will  be  forums  and  discussion  sections 
relating  to  research  in  sports,  aquatic  sports, 
football  rules  and  injuries,  psychologj'  in 
sports,  girls  in  sports,  and  emergency  and 
public  health  aspects  of  sports.  At  the  Con- 
ference Luncheon,  Francis  D.  Moore,  M.D., 
Moseley  Professor  of  Surgery,  Harvard 
Medical  School ; Surgeon-in-Chief,  Peter 
Bent  Bingham  Hospital,  Boston;  and  emi- 
nent deep-water  skipper  will  discuss  the 
topic  “Sailing  Into  Trouble”  At  the  eve- 
ning session,  demonstrations  on  preventive 
and  therapeutic  taping,  and  musculo-skeletal 
aspects  of  pre-participation  examination  will 
be  staged. 

The  Conference  is  open  to  key  non-medical 
athletic  personnel  as  well  as  interested  physi- 
cians. Those  who  would  like  to  receive  fur- 
ther information  concerning  the  Conference 
should  address  the  Committee  on  the  Medi- 
cal Aspects  of  Sports,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 
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Malaria 

The  Army  has  enlisted  the  help  of  98 
medical  research  institutions  to  find  an  ef- 
fective drug  against  malaria,  reports  the 
National  Society  for  Medical  Research. 

Malaria,  which  is  not  commonly  thought 
of  as  a significant  problem  in  the  United 
States,  causes  more  morbidity  and  mortal- 
ity than  any  other  infectious  disease  on  a 
world-wide  basis,  according  to  the  Society, 
and  is  a hazard  to  our  servicemen  in  foreign 
lands  where  the  disease  is  prevalent. 

Teams  of  scientists  at  the  98  institutions 
are  each  conducting  a different  aspect  of 
research  toward  a cure  for  the  disease.  At 
the  University  of  Birmingham’s  Medical 
Center,  for  example,  they  are  testing  22 
drugs  which  show  promise  on  laboratory 
mice. 


Medicare 

Medicare  regulations  establishing  more 
specific  fire  safety  standards  for  extended 
care  facilities  and  hospitals  were  recently  an- 
nounced by  Robert  M.  Ball,  Commissioner 
of  Social  Security. 

Under  the  proposed  regulations,  all  car- 
peting and  carpet  assemblies  in  patient  care 
areas  of  Medicare-approved  institutions  will 
be  required  to  have  a flame  spread  rating 
of  not  more  than  75  when  tested  in  accord- 
ance with  the  “Steiner  Tunnel  Test”  as  pre- 
scribed by  the  American  Society  of  Testing 
and  Materials,  or  a flame  spread  index  of 
less  than  4.0  when  tested  in  accordance 
with  the  “Underwriters’  Laboratories  Cham- 
ber Test.” 

Carpeting  that  meets  the  incendiary  “pill” 
test  prescribed  by  the  Department  of  Com- 
merce under  its  Flammable  Fabrics  Act  au- 
thority, will  be  acceptable  in  nonpatient  care 
areas,  such  as  lobbies  and  business  offices 
if  there  are  suitable  barriers  against  the 
spread  of  flame  and  smoke  between  those 
areas  and  the  areas  set  aside  for  patient 
care. 

“Many  of  the  Medicare  beneficiaries  re- 
ceiving care  in  extended  care  facilities  are 
bedfast,”  Ball  pointed  out,  “and  others  are 


not  able  to  move  about  freely.  The  carpeting 
of  areas  where  they  are  being  cared  for  must 
therefore  meet  standards  higher  than  may 
be  necessary  for  floor  coverings  in  stores, 
business  offices,  theaters,  apartment  build- 
ing lobbies,  and  other  areas.” 

Another  proposed  amendment  to  the  regu- 
lations would  establish  safety  precautions 
for  the  handling  and  storage  of  oxygen  in 
extended  care  facilities. 

The  proposed  regulations  formalize  stand- 
ards set  for  hospitals  and  extended  care 
facilities  earlier  this  year.  The  State  agen- 
cies which  make  Medicare  inspections  were 
instructed  by  the  Social  Security  Adminis- 
tration to  notify  extended  care  facilities  and 
hospitals  that  any  carpeting  installed  there- 
after should  comply  with  the  tunnel  test 
formula.  Since  February,  the  State  agencies 
have  been  working  with  extended  care  fa- 
cilities and  hospitals  to  assure  that  smoking 
is  banned  except  in  specially  designated 
areas  and  to  take  other  extra  precautionary 
fire  protection  measures. 


Ruptured  Abdominal  Aortic  Aneurysms  — 

D.  W.  Van  Heeckeren  (Yale  Univ  Medical 
School,  New  Haven,  Conn).  Amer  J Surg 
119:402-407  (April)  1970. 

Fifty-seven  patients  were  operated  on  for 
ruptured  abdominal  aortic  aneurysm  with  a 
60%  mortality.  Unfavorable  prognostic 
preoperative  findings  were  a urea  nitrogen 
level  over  20  mg/100  cc,  evidence  of  gen- 
eralized arteriosclerosis,  and  shock  before 
or  during  operation.  Unfavorable  prognostic 
factors  during  and  after  operation  are  trans- 
fusion of  more  than  20  units  of  blood,  free 
blood  in  the  peritoneal  cavity,  pulmonary 
complications,  and  a urea  nitrogen  level  over 
50  mg/100  cc  or  anuria.  An  aggressive  ap- 
proach with  emergency  operation  for  all 
patients  with  a clinical  diagnosis  of  ruptured 
or  acutely  expanding  aneurysm  is  recom- 
mended. The  high  operative  mortality  of 
ruptured  aneurysms  may  best  be  avoided  by 
elective  resection  of  the  unruptured  aneu- 
rysm. 
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Out  of  the  Btiie 


What’s  in  Pandora’s  box? 

I’m  tired  of  hearing  about  Pandora’s  box. 
It  gets  bigger  all  the  time,  and  no^v  you 
can’t  read  a medical  journal,  or  a non- 
medical one  if  you  can  find  it,  without  run- 
ning into  that  mythical  catch-all. 

Let’s  set  the  record  straight.  She  was 
beautiful  and  deceitful  and  she  was  sent  by 
the  gods  to  bring  misery  to  us  human  beings 
because  Prometheus  had  stolen  fire  from 
heaven.  And  of  course  she  brought  a box 
with  her. 

One  version  of  the  story  says  it  contained 
all  human  ills,  another  says  blessings;  I’ll 
believe  the  first.  And  when  it  was  opened, 
what  was  inside  got  out;  only  hope  re- 
mained. And  to  get  even  with  Prometheus, 
she  married  his  brother.  People  keep  say- 
ing they  find  more  and  more  bad  things  in 
the  box,  like  drug  reactions  and  pollution, 
but  they’re  wrong.  It’s  just  about  empty. 
But  not  quite. 

There’s  still  hope. 

On  Pope. 

^^’orst  advice  I ever  heard : 

“Be  not  the  first  by  whom  the  new  are 
tried.’’ 

Don’t  like  his  poetry  either. 

Shanks  mare. 

The  more  change,  the  less  change,  the 
French  say.  I’ve  taken  up  prebreakfast 
walking,  for  my  health  and  pour  le  sport. 
It  beats  jogging,  I think,  and  a walker  may 
seem  to  have  lost  his  automobile  to  the  fi- 
nance company,  but  a runner  looks  suspi- 
cious; makes  you  wonder  who’s  after  him. 
Friends  offer  me  rides  and  ask  where  I’m 
going,  and  I say  “nowhere.”  Guess  I’m  a 
five  mile  an  hour  walker.  About  the  more 
and  less  change,  didn’t  people  used  to  say 
they  were  taking  their  morning  constitution- 
al? And  whatever  happened  to  isometric 
exercises  ? 


Sheepskins,  really? 

They’re  putting  sheepskins  under  bedrid- 
den patients  now. 

Where’s  my  diploma? 

Dot  your  eyes. 

I am  on  a strict  diet  of  cliches  and  I am 
limited  to  three  puns  a year,  but  I will  use 
one  of  them  now  and  say  that  cursive  writ- 
ing is  cursed  writing.  Having  to  dot  eyes 
and  cross  teas  is  nerve-racking  and  sense- 
less. I think  it  was  once  a lesson  in  dis- 
cipline, on  the  theory  that  anjdhing  that  is 
unpleasant  is  good  for  j’ou,  like  castor  oil; 
it  strengthens  moral  fibers  and  backbones. 
But  I see  nothing  good  about  having  to  go 
back  and  put  in  those  silly  dots  and  dashes, 
when  I am  through  with  a word. 

And  why  do  they  never  say  anything  about 
having  to  dot  a jay  and  cross  an  ex?  I’d 
like  to  include  apostrophes  in  my  campaign. 
I think  it  would  be  fine  if  we  wrote  cant, 
dont,  and  wont  the  way  I just  did.  It  would 
get  us  away  from  wondering  what  you  do  if 
you  are  writing  about  a book  that  belongs 
to  Jones.  Is  it  Jones’  or  is  it  Jones’s  book? 
They  both  look  funny.  Maybe  it’s  Jone’s 
book.  Then  there’s  the  Woman’s  Auxiliary 
and  children’s  clothes,  and  Her’s  disease. 

Now  mind  your  peas  and  cues. 

— F.C. 


Factor  XIII  Concentration  and  Wound  Heal- 
ing — F.  W.  Gierhake  et  al  (Chirurgische 
Universitatsklinik,  Giessen,  West  Ger- 
many). Deutsch  Med  Wschr  95:1472- 
1475  (July  10)  1970. 

The  relationship  between  postoperative  fi- 
brin-stabilizing factor  (factor  XIII)  concen- 
tration and  disturbances  in  wound  healing 
was  analyzed  in  a group  of  140  patients  who 
had  undergone  surgery.  The  percentage  of 
disorders  of  wound  healing  was  significantly 
higher  in  the  group  of  patients  with  the  low- 
er factor  XIII  concentration  postoperatively. 
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The  Funny  Bone 


The  Chart. 

“He  is  in  good  control  of  his  failure.” 

The  Patient. 

“I’m  here  for  therapy  treatment.” 

Slow  Death  Of  The  English  Language. 

“There’s  no  problem  patientwise.” 

The  Oldest  Medical  Joke. 

“It’s  not  habit-forming,  and  I should  know. 
I’ve  been  taking  it  every  day  for  twen- 
ty years.” 


The  Report. 

“Weight:  5 feet,  7 inches.” 

Department  Of  Definitions. 

Neurologist:  tic  doc. 

Remember? 

Typhus. 

The  Hospital  Loud  Speaker. 

“Calling  Perry  Stalsis.” 

— F.C. 


Down  Memory  Lane 


1.  Surgical  trauma  is  a dangerous  agent 
and  must  be  eliminated. 

2.  It  is  generally  recognized  in  surgical 
circles  that  removal  of  the  gall  bladder  gives 
better  end  results  than  does  simple  drain- 
age of  the  same. 

3.  The  recent  death  of  Dr.  George  L. 
Miller  takes  from  among  us  the  physician 
who  was  first  to  “hang  out  a shingle”  in 
Omaha,  October  19,  1854. 

4.  There  is  a too-great  tendency  to  spe- 
cialism before  knowledge  has  been  gained, 
based  upon  the  firm  foundation  of  clinical 
experience  in  general  medicine. 

5.  The  medical  profession  is  not  unaware 
of  the  existence  of  abortionists,  and  in  their 
official  proceedings  do  not  hesitate  to  con- 
demn such  activities  as  pernicious  and  con- 
trary to  public  health. 

6.  I do  not  wish  to  claim  anything  original 
for  this  paper. 

7.  If  there  is  disease  of  the  heart  there 
is  disease  of  the  heart  muscle. 

8.  In  the  country,  or  where  electricity 
is  not  available,  one  may  use  a croup  kettle, 
with  an  alcohol  lamp,  and  a smaller  tent, 
and  get  very  satisfactory  results. 


9.  Take  a profound  case  of  sepsis  in  the 
peritoneum  and  they  are  going  to  die  from 
sepsis. 

10.  About  this  priority  of  removing  the 
gall  bladder:  I wrote  a paper  once.  I won’t 
tell  when  it  was,  but  before  either  one  of 
those  mentioned. 

11.  I have  always  regarded  digitalis  as 
an  emergency  remedy. 

Nebraska  State  Medical  Journal 
October,  1920 


Pleural  Empyema  in  Children  — Q.  R.  Stiles 
et  al  (1136  W Sixth  St,  Los  Angeles).  Ann 
Thorac  Surg  10:37-44  (July)  1970. 

A survey  was  made  of  152  infants  and  chil- 
dren with  primary  pneumonia  and  secondary 
empyema  over  a 20-year  time  span.  There 
has  been  a marked  decrease  in  the  mortality 
and  virulence  of  the  disease  caused  by  the 
staphylococcal  organism  due  to  more  effec- 
tive antibiotic  control.  Intercostal  tubes 
may  still  be  useful,  particularly  in  the  very 
young  infant,  to  drain  pleural  collection,  but 
they  can  be  removed  after  24  hours.  The 
operation  of  rib  resection  and  open  tube 
drainage  and  pleural  decortication  now  al- 
most never  need  be  done  for  this  disease  if 
the  antibiotic  treatment  has  been  correct. 
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GENERAL 


Our  Medical  Schools 


Creighton  professor  featured 

Dr.  Robert  P.  Heaney  of  Creighton  Uni- 
versity School  of  Medicine  is  one  of  four  U.S. 
physicians  whose  comments  on  treatment  of 
osteoporosis  appear  in  the  August  10  issue 
of  Modern  Medicine. 

Dr.  Heaney  is  professor  of  medicine  at 
Creighton,  and  head  of  the  Department  of 
Endocrinology  and  IMetabolism.  He  re- 
ceived his  M.D.  degree  at  Creighton  in  1951, 
and  is  a member  of  the  American  College  of 
Physicians,  Central  Society  for  Clinical  Re- 
search, American  Society  of  Internal  Medi- 
cine, The  Endocrine  Society,  and  American 
Society  for  Clinical  Investigation. 

Dr.  Bartone  named  department 
chairman 

Dr.  Francis  Bartone  has  been  named  chair- 
man of  the  department  of  urology  at  the 
University  of  Nebraska  College  of  Medicine, 
where  he  has  been  on  the  faculty  since  1967. 
He  succeeds  Dr.  Leroy  Lee  who  will  con- 
tinue on  the  faculty  as  vice-chairman. 

Dr.  Bartone  taught  at  the  University  of 
Oklahoma  from  1965  to  1967. 

Dr.  Bartone  is  a graduate  of  the  Univer- 
sity of  Pennsylvania  and  received  his  M.D. 
from  Jefferson  Medical  College. 

A Fellow  of  the  American  College  of  Sur- 
geons, Dr.  Bartone  is  a member  of  the 
American  Urological  Association,  the  So- 
ciety of  University  Urologists  and  the  New 
York  Academy  of  Science. 


More  of  U of  N patients 

The  number  of  patients  at  University  Hos- 
pital rose  from  ten  to  20  percent  in  different 
areas  during  the  year  ending  June  30. 

The  number  of  inpatients  increased  20  per 
cent  during  the  fiscal  year  just  completed, 
according  to  the  Hospital’s  annual  report  is- 
sued recently.  Last  year  7,158  patients  were 


admitted.  For  the  same  period  a year  earlier, 
5,971  patients  were  admitted. 

The  number  of  patient  days  rose  from 
49,733  to  59,666.  This  almost  20  per  cent 
increase  is  due  in  part  to  the  additional  acute 
and  intensive  care  beds  made  available  dur- 
ing this  fiscal  period,  according  to  assistant 
administrator  Willard  Johnson. 

The  Hospital’s  rate  of  occupancy  rose  from 
76.9  to  77.4  per  cent. 

The  outpatient  department  of  the  Hospital 
had  a ten  percent  growth.  The  new  total 
of  94,518  patients  compares  with  last  year’s 
total  of  85,144.  This  increase  is  due  in 
part  to  an  increase  in  referrals  to  specialty 
clinics  and  to  the  increasing  emphasis  placed 
on  the  less  expensive  preventive  medicine 
and  outpatient  care. 

Out  patient  figures  for  both  years  include 
visits  to  the  emergency  room,  which  had 
a similar  increase.  This  year’s  ER  visits 
were  14,502,  as  contrasted  with  last  year’s 
13,154.  Mr.  Johnson  noted  that  the  growth 
came  primarily  after  the  emergency  room 
moved  into  its  new  quarters  in  March. 

There  was  a twelve  per  cent  increase  in 
the  number  of  births  — 1,255  compared  with 
last  year’s,  1,099. 


U of  N : postgraduate  schedule 

Three  courses  are  on  the  November,  1970 
postgraduate  schedule  of  the  University  of 
Nebraska  Medical  Center. 

The  role  of  the  nurse  in  dealing  with  emo- 
tional problems  of  patients  will  be  the  topic 
of  a course  November  5 at  the  Yancey 
iMotor  Hotel  in  Grand  Island. 

The  sixth  annual  Cornhusker  Conference 
for  Surgeons  will  be  held  in  Lincoln  Friday 
and  Saturday,  November  13  and  14. 

The  course  will  open  with  dinner  at  the 
Lincoln  Country  Club,  which  will  be  followed 
by  a discussion  on  fractures  of  the  femur. 
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Sessions  on  the  next  day  will  focus  on  fee  of  $50  includes  two  luncheons.  The 

vascular  disorders.  They  will  be  held  at  course  offers  12  hours  of  AAGP  credit. 

Lincoln  General  Hospital.  Course  offers  3 

hours  AAGP  credit.  U of  N : the  new  library 

Case  histories,  lectures  and  demonstra-  open  house  to  show  the  new  Library 

tions  will  be  used  to  clarify  some  of  the  Medicine  on  the  College  of  Medicine 

common  and  difficult  diagnostic  and  thera-  campus  in  Omaha  will  be  held  November 
peutic  problems  encountered  in  the  practice  from  2 to  5 p.m. 

of  pediatric  neurology  during  a course  on  Besides  tours  of  the  new  facility,  there 
the  Medical  Center  campus  Thursday  and  will  be  a reception  and  coffee  in  one  of  the 
Friday,  November  19  and  20.  Registration  private  dining  rooms  of  the  hospital. 

From  the  Editor 


Medicare:  “lifetime  reserve” 

When  a Medicare  beneficiary  has  used 
more  than  40  days  of  inpatient  hospital  serv- 
ices in  a particular  benefit  period,  he  begins 
drawing  on  his  “lifetime  reserve”  of  60  ad- 
ditional days  unless  he  elects  not  to  use  his 
reserve  days  and  thus  saves  them  for  a sub- 
sequent hospital  stay. 

Proposed  Medicare  regulations  announced 
by  Robert  M.  Ball,  Commissioner  of  Social 
Security,  set  out  the  rules  under  which  a 
Medicare  beneficiary  may  elect  not  to  draw 
on  his  life-time  reserve  — where,  for  ex- 
ample, he  has  supplementary  private  health 
insurance  which  covers  periods  of  hospitali- 
zation in  excess  of  90  days. 

In  general,  the  election  not  to  draw  on  his 
lifetime  reserve  may  be  made  by  a benefi- 
ciary (or  someone  acting  on  his  behalf)  at 
the  time  of  admission  or  up  to  the  90th  day 
after  discharge. 

If  an  election  not  to  use  the  reserve  days 
is  made  effective  beginning  with  the  first 
day  for  which  reserve  days  are  available  (the 
91st  day  of  hospitalization),  it  may  be  term- 
inated by  the  patient  at  any  time.  If  it  is 
made  effective  after  that,  it  must  remain 
in  effect  until  the  end  of  the  stay. 

Where  a beneficiary  is  physically  or  men- 
tally unable  to  file  an  election  not  to  use 
his  reserve  days,  a relative  or  someone  else 
may  do  it  for  him. 

A Medicare  beneficiary  will  be  deemed  to 
have  elected  not  to  use  his  lifetime  reserve 


days  to  cover  inpatient  days  after  the  90th 
day  where  the  charges  for  covered  services 
furnished  to  him  on  such  days  are  equal  to 
or  less  than  the  current  applicable  $26  a day 
coinsurance  amount.  This  is  because  the 
beneficiary  would  have  to  pay  the  hospital’s 
charges  whether  or  not  he  used  the  life- 
time reserve  days. 

We’re  in  MEDIHC 

Twenty-five  states  are  now  participating 
in  MEDIHC  (Military  Experience  Directed 
Into  Health  Careers),  a program  that  guides 
departing  service  men  and  women  into 
civilian  health  centers.  Nebraska  is  one  of 
them. 

Pig  o’  my  heart 

The  “minipig”  is  already  providing  “maxi” 
answers  on  coronary  heart  disease,  says  the 
National  Society  for  Medical  Research. 

The  miniature  p i g,  recently  developed 
through  selective  breeding  techniques,  has 
a heart  and  circulatory  system  strikingly 
similar  to  man’s.  When  subjected  to  diets 
high  in  cholesterol  and  other  elements,  the 
animals  are  developing  damaged  arteries 
“.  . . resembling  those  of  advanced  coro- 
nary heart  disease  in  humans.  Heart  at- 
tacks also  resemble  those  in  man  in  both  se- 
verity and  location.  This  new  animal  model 
is  undoubtedly  advancing  by  many  years  the 
understanding  and  struggle  for  treatment 
of  this  dreaded  disease,”  said  the  Society. 
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Pediatricians  go  to  Washington 

The  institutionalized  child,  protection 
from  infection,  the  pediatrician  and  hearing 
problems,  infectious  mononucleosis  and  eb 
virus,  and  logistics  of  delivery  of  child 
health  practice  are  among  the  subjects 
scheduled  to  be  presented  during  the  annual 
spring  session  of  the  American  Academy  of 
Pediatrics,  April  13-15,  1970  in  Washing- 
ton, D.C. 

More  than  3,000  persons,  including  pedi- 
atricians, their  families  and  guests,  are  ex- 
pected to  attend  the  meeting  in  the  Washing- 
ton Hilton  Hotel. 

The  meeting  will  also  feature  more  than 
90  scientific  and  technical  exhibits,  and  in- 
formative round  table  discussions  on  such 
subjects  as  the  pediatrician,  the  family  and 
the  child  in  chronic  diseases,  adolescence,  the 
pediatrician  and  the  legislative  process, 
asthma,  and  blood  disorders. 

Special  activities  planned  for  the  AAP 
spring  session  include;  a conference  on  pedi- 
atric nursing,  Sunday,  April  12 ; an  open 
meeting  of  the  Academy  Head  Start  Medical 
Consultation  Service  at  8:00  p.m.  Monday, 
April  13,  and  a luncheon  meeting  of  the  AAP 
Council  on  Pediatric  Practice,  Monday,  April 
13. 

The  conference  on  pediatric  nursing  will 
feature  four  seminar  - workshop  discussion 
groups  examining  such  areas  as  the  natural 
history  of  a pediatric  patient  visit;  how  is 
the  pediatric  practitioner  role  practiced;  the 
responsibility  of  the  nursing  profession  for 
preparing  the  nurse  of  the  future  for  pedi- 
atric patient  care,  and  how  is  the  pediatric 
nurse  clinician’s  role  practiced? 

In  addition,  a special  seminar  entitled: 
“Fundamental  Education,  a Developmental 
Model,”  will  be  held  at  the  Washington  Hil- 
ton Hotel  from  10:00  a.m.  to  1:00  p.m.  on 
Sunday,  April  12.  This  session  will  be  co- 
sponsored by  the  AAP,  the  Baltimore-Dis- 
trict  of  Columbia  Psychoanalytic  Institute, 
and  the  100th  Anniversary  Committee  of  the 
Children’s  Hospital  of  the  District  of  Colum- 
bia. Children’s  Hospital  of  D.C.  will  cele- 
brate its  centennial  anniversary,  April  10-11. 

The  Academy,  headquarters  in  Evanston, 
Illinois  (1801  Hinman  Avenue),  is  the  Pan- 


American  association  of  physicians  certified 
in  the  care  of  infants,  children,  and  adoles- 
cents. It  has  more  than  11,000  members  in 
the  U.S.,  Canada,  and  Latin  America. 


Rocky  Mountain  cancer  conference 

The  historic  Brown  Palace  Hotel  in  Denver, 
Colorado,  will  be  the  site  of  the  24th  Annual 
Rocky  Mountain  Cancer  Conference.  The 
Conference,  to  take  place  on  July  17  and 
18,  1970,  is  expected  to  attract  over  400 
physicians  from  all  over  the  countiy. 

This  year  the  guest  faculty  will  discuss 
G.I.  tract  tumors  and  soft  tissue  cancers. 
President-elect  of  the  American  Medical  As- 
sociation, Dr.  Walter  C.  Bornemeier,  Chica- 
go, Illinois,  will  be  the  luncheon  speaker  on 
Saturday.  Luncheon  speaker  on  Friday  will 
be  Dr.  Jonathan  E.  Rhoads,  Chairman  of  the 
Department  of  Surgery  at  the  University  of 
Pennsylvania  and  President  of  the  American 
Cancer  Society. 

These  distinguished  gentlemen  will  be 
joined  by  an  equally  distinguished  faculty. 
Each  physician  will  present  a paper  and  in 
addition  will  take  part  in  panel  sessions.  The 
faculty,  in  alphabetical  order  and  with  the 
title  of  their  presentation,  are: 

“Malignant  Melanomas” 

Major  General  Joe  M.  Blumberg,  Ret. 

Oscar  B.  Hunter  Memorial  Laboratory 

Washington,  D.C. 

“Results  of  Radiation  Therapy  Augment- 
ed by  5-Fluouracil  or  Oxygen  in  the 
Treatment  of  Gastrointestinal  Malig- 
nancies” 

Donald  S.  Childs,  Jr.,  M.D. 

Mayo  Clinic 

Rochester,  Minnesota 

“Host  Defense  Mechanisms  in  Malignant 
Melanoma” 

Alfred  W.  Kopf,  IVI.D. 

New  York,  New  York 

“What  Is  Being  Done  About  Colon  Can- 
cer?” 

H.  Marvin  Pollard,  M.D. 

University  of  Michigan  School  of  Medicine 

Ann  Arbor,  Michigan 
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“Management  of  Soft  Tissue  Sarcomas” 

Harry  W.  Southwick,  M.D. 

President,  St.  Luke’s  Hospital 

Chicago,  Illinois 

Local  Colorado  physicians,  with  national 
reputations,  will  moderate  the  panel  sessions. 
They  include:  Alexis  E.  Lubchenco,  M.D. ; 
Frank  B.  McGlone,  M.D.,  and  Mason  Morfit, 
M.D.,  all  of  Denver. 

Conferees  will  stay  at  the  Brown  Palace 
Hotel  and  many  will  extend  their  stay  in 
Colorado  to  visit  our  scenic,  cool  vacation- 
land.  The  combination  of  thought-provoking 
scientific  meeting  and  a trip  to  the  moun- 
tains will  attract  many  doctors  and  their 
wives.  Details  can  be  obtained  by  writing  to 
the  Rocky  Mountain  Cancer  Conference, 
1764  Gilpin  Street,  Denver,  Colorado  82018. 

Alcohol 

HEW  Assistant  Secretary  for  Health  and 
Scientific  Affairs,  Dr.  Roger  0.  Egeberg  an- 
nounced formation  of  a Division  of  Alcohol 
Abuse  and  Alcoholism  in  the  National  Insti- 
tute of  Mental  Health. 

Objective  of  the  new  division,  which  be- 
comes operational  immediately,  will  be  the 
eradication  of  alcohol  abuse  and  alcoholism 
in  the  United  States. 

“Alcoholism  is  one  of  the  most  wide- 
spread, costly  and  tragic  forms  of  illness  in 
the  Nation,  Dr.  Egeberg  said.  “At  least  six 
and  one-half  million  persons  in  the  United 
States  suffer  from  alcoholism  and  that  fig- 
ure may  be  as  high  as  eight  million.  More- 
over, some  20  or  more  millions  of  family 
members  or  associates  of  alcoholics  are  also 
adversely  and  seriously  affected  by  the  con- 
sequences of  this  illness.” 

The  National  Institute  of  Mental  Health 
is  a component  of  the  Health  Services  and 
Mental  Health  Administration. 

The  new  division,  said  Dr.  Bertram  S. 
Brown,  NIMH  Director,  “represents  an  ele- 
vation of  the  Institute’s  National  Center  for 
Prevention  and  Control  of  Alcoholism  to  an 
organizational  level  where,  with  additional 
funds  and  staff,  we  will  be  able  to  expand 
alcoholism  treatment  services  and  prevention 
programs  across  the  United  States.” 


Other  programs  of  the  division  — all  di- 
rectly or  indirectly  related  to  the  establish- 
ment, expansion,  or  improvement  of  preven- 
tion and  treatment  programs  — will  empha- 
size several  areas.  These  include:  basic  re- 
search on  alcohol  problems;  experimental  or 
model  programs  of  treatment,  rehabilitation, 
and  prevention;  training  of  professional  and 
paraprofessional  personnel  as  needed  to  par- 
ticipate in  programs  of  treatment  and  pre- 
vention; and  coordination  and  liaison  func- 
tions designed  to  help  concentrate  all  perti- 
nent Federal  resources  upon  the  problems  of 
alcohol  abuse  and  alcoholism. 

The  new  division  is  one  of  twelve  NIMH 
divisions  concerned  with  mental  health  re- 
search, training,  and  delivery  of  mental 
health  services. 

English,  go  home 

In  England,  they’re  letting  mother  and 
baby  go  home  a few  hours  after  delivery. 
We  men  always  said  there  wasn’t  anything 
to  having  a baby. 

AHA  appoints  Dr.  Ainsworth 

Thomas  H.  Ainsworth,  Jr.,  M.D.,  a "sur- 
geon from  Bryn  Mawr,  Pa.,  has  been  ap- 
pointed associate  director  of  the  American 
Hospital  Association  and  chairman  of  the 
AHA’s  Committee  on  Physicians,  it  was  an- 
nounced by  Edwin  L.  Crosby,  M.D.,  executive 
vice  president  and  director  of  AHA. 

Doctor  Ainsworth  joined  the  AHA  staff 
here  on  September  1. 

“As  chairman  of  the  AHA’s  Committee  on 
Physicians,  Doctor  Ainsworth  will  be  ex- 
ploring new  approaches  to  achieving  a more 
active  role  for  physicians  in  hospital  af- 
fairs,” Doctor  Crosby  said.  “For  too  long 
the  physician  has  concentrated  on  patient 
management  in  the  hospital.  Now,  along 
with  the  hospital  trustee  and  the  chief  execu- 
tive officer  of  the  hospital,  the  physician 
needs  to  become  as  active  in  hospital  man- 
agement as  he  has  been  in  patient  manage- 
ment.” 

The  newly-appointed  AHA  associate  direc- 
tor is  a member  of  Surgical  Associates  of 
Bryn  Mawr,  Ltd.,  and  attending  surgeon  at 
Bryn  Mawr  Hospital,  in  the  western  suburbs 
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of  Philadelphia.  He  served  as  chief  of  gen- 
eral surgical  service  at  Bryn  Mawr  Hos- 
pital, 1963-1968,  and  was  vice  president  of 
the  hospital’s  medical  staff,  1966-1967. 


Consulting  service : radiation  therapy 

New  consulting  services  are  now  available 
to  hospitals  and  their  departments  of  radi- 
ology’, radiologists,  and  community  health 
leaders  and  other  health  planners  to  assist 
in  planning  for  the  regional  availability  of 
high  quality  radiation  therapy  facilities  for 
the  treatment  of  cancer  patients.  As  an- 
nounced by  Robert  D.  Moreton,  M.D.,  Chair- 
man of  the  Committee  on  Cancer  Manage- 
ment of  the  American  College  of  Radiology’, 
the  new  service  will  be  offered  by  the  Col- 
lege as  a result  of  support  provided  under 
a contract  awarded  to  it  by  the  Regional 
IMedical  Programs  Service  of  the  Health 
Services  and  Mental  Health  Administration. 
(Contract  #HSMHA-110-70-32) . 

Doctor  Moreton  explained  that  the  con- 
tract provides  funds  to  support  the  cost  of 
this  new  service  through  which  qualified 
radiologists,  donating  their  time  to  the  Col- 
lege, will  be  assigned  to  consult  with  those 
individuals  and  institutions  calling  for  their 
professional  opinion  and  recommendations 
regarding  the  regionalization  and  maximum 
use  of  existing  radiation  therapy  resources, 
and  the  development  of  new  resources  where 
necessary. 

The  new  service  will  be  offered  and  pro- 
vided by  the  College  in  close  cooperation 
with  the  Coordinators  and  the  staffs  of  the 
55  individual  Regional  Medical  Programs 
throughout  the  countiy  in  whose  Regions  the 
radiology  facilities  and  resources  are  located. 

Radiologists,  hospital  officials,  and  other 
community  health  leaders  interested  in 
availing  themselves  of  this  consultation  serv- 
ice should  direct  their  inquiries  to  the  Com- 
mittee on  Cancer  Management,  American 
College  of  Radiology’,  20  N.  Wacker  Drive, 
Chicago,  Illinois  60606. 


REPORT  FROM  THE  LEGISLATION 

COMMITTEE  AND  THE  NEBRASKA 
MEDPAC  CHAIRMAN 

Auxiliary  members  are  urged  to  partici- 
pate in  the  Dozen  Days  program  in  which 
those  working  in  public  affairs  for  sixty 
hours  (or  a dozen  five-hour  days)  will  be 
given  special  Auxiliary  recognition.  The 
work  areas  suggested  are:  (l)Political  Ac- 
tivity, (2)  Constitutional  Amendments,  (3) 
Bond  Issues  and  Other  Local  Projects,  (4) 
Candidate  Support,  (5)  School  Elections, 
(6)  Pollution  Control,  (7)  Community 
Health. 

We  especially  encourage  ymu  to  volunteer 
help  for  the  candidate  and  party  of  your 
choice  in  this  important  election  year.  Doc- 
tors’ wives  have  earned  a fine  reputation  as 
civic  leaders,  so  many  of  you  may'’  be  un- 
aware that  you  already  serve  this  much  time 
each  year.  Please  send  a record  of  the  time 
you  spend  and  your  areas  of  endeavor  to 
Gladys  Olsson,  1815  Cleveland,  Lexington, 
Nebraska  68850. 

The  Legislation  Committee  is  considering 
plans  for  entertaining  the  wives  of  the  Ne- 
braska State  Senators  after  the  first  of  the 
year  when  the  new  Legislature  will  be  in  ses- 
sion. Committee  Chairmen  might  be  able 
to  employ  this  occasion  to  acquaint  them 
with  Auxiliary’s  programs. 

We  are  pleased  to  report  that  the  cur- 
rent roster  of  Nebraska  MedPAC  member- 
ship shows  an  encouraging  gain  in  the  num- 
ber of  women  members.  This  gain  helps 
Nebraska  MedPAC  toward  the  goal  where- 
in organized  medicine’s  potency  will  be 
widely  recognized  and  respected. 

Mrs.  P.  Bryant  Olsson, 
Legislation  Chairman 


Welcome  New  Member 

John  W.  Woodbury,  M.D. 

8761  West  Center  Road 
Omaha,  Nebraska  68124 


Mrs.  V.  Franklin  Colon, 
Nebraska  MedPAC  Chairman 
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HERE  & THERE 


The  Law 


Family  practice  scholarships 
proposed 

Sen.  Murphy  (R)  Calif.,  was  joined  by 
Senators  Dominick  (R)  Colo.,  Javits  (R) 
N.Y.,  Prouty  (R)  Vt.,  and  Saxbe  (R)  Ohio 
in  introducing  S.  4208,  the  Family  Physician 
Scholarships  and  Fellowships  Program  Act 
of  1970  . . . The  program  calls  for  scholar- 
ships and  fellowships  in  family  medicine 
to  be  given  to  students  who  agree  to  prac- 
tice in  areas  designated  as  “physician  short- 
age areas”  or  to  serve  migratory  agricul- 
tural workers  and  their  families.  During 
the  first  year,  the  program  would  offer  500 
scholarships  and  200  fellowships  at  an  esti- 
mated cost  of  $4.5  million  . . . Sen.  Murphy 
said  that  the  main  areas  of  concern 
were:  physician  shortages;  the  need  to 
increase  the  number  of  family  physi- 
cians; maldistribution  of  physicians;  need 
to  increase  the  number  of  individuals  from 
minority  and  low-income  groups  entering 
medicine;  and  the  need  to  “tap  the  idealism, 
social  commitment,  and  energies  of  youth 
to  serve  where  the  medical  needs  of  the 
country  are  the  greatest.” 

Medicredit  sponsors  number  22 

The  number  of  House  sponsors  of  AMA’s 
Medicredit  proposal  rose  to  22  with  the  in- 
troduction by  Reps.  Fulton  (D)  Tenn.  and 
Broyhill  (R)  Va.,  and  16  others,  of  H.R. 
18915,  and  H.R.  18930  by  Rep.  Landrum 
(D)  Ga.  To  date,  the  AM  A proposal  for  the 
purchase  of  voluntary  health  insurance 
through  vouchers  and  tax  credits  has  been 
endorsed  by  8 Democrats  and  14  Republi- 
cans. Sponsors  include;  Bow  (R)  Ohio, 
Brown  (R)  Ohio,  Broyhill  (R)  Va.,  Burleson 
(D)  Tex.,  Button  (R)  N.Y.,  Carter  (R)  Ky., 
Cederberg  (R)  Mich.,  Collier  (R)  111.,  Con- 
able  (R)  N.Y.,  Esch  (R)  Mich.,  Flowers 
(D)  Ala.,  Fulton  (D)  Tenn.,  Harsha  (R) 
Ohio,  Jarman  (D)  Okla.,  Kuykendall  (R) 
Tenn.,  Kyros  (D)  Me.,  Landrum  (D)  Ga., 
Nelson  (R)  Minn.,  Pettis  (R)  Calif.,  Pucin- 
ski  (D)  111.,  Yatron  (D)  Pa.,  and  Zion  (R) 
Ind. 


House  approves  comprehensive 
health  planning^ 

By  a vote  of  375-1  (Rep.  Schmitz  (R) 
Calif,  dissenting)  the  House  approved  H.R. 
18110,  the  Comprehensive  Health  Planning 
and  Health  Services  Act  of  1970  . . . The 
bill  provides  a three-year  extension  and  a 
total  of  $1.3  billion  of  the  Comprehensive 
Health  Planning  Act,  which  includes  pro- 
grams for  comprehensive  state  health  plan- 
ning; areawide  health  planning;  training, 
studies,  and  demonstrations;  comprehensive 
public  health  services;  and  health  services 
development.  Also  included  are  provisions 
for  conducting  national  health  surveys  and 
studies,  and  research  and  demonstrations 
relating  to  health  services  and  facilities. 


RMP  to  the  senate 

By  a vote  of  364-0,  the  House  cleared  H.R. 
17570,  the  Regional  Centers  for  Heart  Dis- 
ease, Cancer,  Stroke,  and  Kidney  Disease 
Amendments  of  1970  . . . The  House  support- 
ed a three-year  extension  of  the  Regional 
Medical  Programs  expanding  it  to  include 
kidney  diseases.  Authorized  are  appropria- 
tions of  $125  million  for  1971,  $150  million 
for  1972,  and  $200  million  for  1973.  In 
1971,  $15  million  would  be  specifically  ear- 
marked for  kidney  disease  programs.  The 
bill  also  calls  for  coordination  between  the 
RMP  Advisory  Council,  and  the  state  and 
local  councils  and  the  areawide  health  plan- 
ning agencies  . . . H.R.  17570  now  goes 
to  the  Senate  Labor  and  Public  Welfare 
Committee. 


Diagnostic  tests  under  medicare 
proposed 

The  Social  Security  Administration,  in 
the  August  8 Federal  Register,  published 
a proposed  rule,  with  30  days  to  comment, 
which  would  permit  the  payment  of  pre- 
admission diagnostic  testing  procedures  as 
inpatient  hospital  services  under  Medicare. 
...  In  order  for  the  pre-admission  diagnostic 
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testing  to  be  paid  for,  it  would  have  to  meet 
the  following  criteria:  (1)  tests  would 

have  to  be  given  by  order  of  the  beneficiary’s 
physician;  (2)  if  the  tests  were  not  given 
on  an  outpatient  basis,  they  would  have  to  be 
ordered  after  the  hospital  admission;  (3)  the 
tests  are  medically  valid  at  the  time  of  the 
hospital  admission;  (4)  a reservation  is 
made  for  admission  of  the  beneficiary  as  an 
inpatient  of  the  hospital  prior  to  the  time 
the  tests  are  given;  (5)  the  patient  is  ad- 
mitted to  the  same  participating  hospital 
which  gave  the  test;  (6)  not  more  than  seven 
days  elapsed  between  the  time  the  tests  are 
completed  and  the  time  of  admission;  and 
(7)  the  beneficiary  is  eligible  for  Part  A 
benefits. 

Military  pollution  amendment 
rejected 

The  Senate  rejected  an  amendment  to  the 
Military  Procurement  Appropriations  Act, 
H.R.  17123,  which  would  have  required  the 
Defense  Department,  whenever  it  engages 
in  any  significant  action  that  could  have  an 
adverse  effect  on  the  environment,  to  make 
a report  of  the  effects  of  this  action  on  the 
environment.  Failure  to  make  such  a re- 
port would  result  in  the  denial  of  the  funds 
to  be  spent  ...  A similar  report  is  present- 
ly required  under  the  National  Environ- 
mental Policy  Act  of  1969  but  the  Defense 
Department  has  not  been  complying,  argu- 
ing that  the  report  would  “interfere  with 
the  orderly  execution  of  the  various  Defense 
Department’s  programs  and  particularly 
with  the  use  of  new  sophisticated  weapons.’’ 
. . . Supporters  of  the  amendment,  which 
was  defeated  by  a vote  of  26-59,  claimed 
that  the  Defense  Department  was  respon- 
sible for  80%  of  the  pollution  which  is 
caused  by  governmental  agencies. 

Congressional  clean  air  committee 
formed 

Congressman  Koch  (D)  N.Y.  and  18  oth- 
ers have  introduced  H.R.  18980,  the  Air 
Pollution  Abatement  Act  of  1970,  and  have 
formed  an  Ad  Hoc  Congressional  Clean  Air 
Committee  so  that  they  can  keep  active  in 
the  consideration  of  air  pollution  problems. 
. . . The  bill  is  intended  to  strengthen  what 


Rep.  Koch  characterized  as  very  weak  air 
pollution  laws,  and  would  provide:  (1)  for 
public  disclosure  by  individuals  and  corpor- 
ate polluters  the  pollutants  they  are  dis- 
charging into  the  air  and  in  what  quantity; 
(2)  exemption  from  the  national  auto  emis- 
sion sctandards  for  states  establishing  stand- 
ards that  are  more  restrictive  than  the  na- 
tional standards;  (3)  a low-emission  auto- 
mobile by  1975;  (4)  regulation  of  fuel  addi- 
tives by  the  Secretary  of  HEW;  (5)  class 
action  suits  by  individuals  against  pollut- 
ers or  against  government  agencies  not  en- 
forcing the  pollution  control  laws;  (6)  estab- 
lishment of  national  emission  standards  for 
stationary  polluters  within  two  years;  and 
(7)  prohibition  against  government  con- 
tracting with  violators  of  the  federal  clean 
air  statutes  . . . The  bill  was  referred  to 
the  House  Interstate  and  Foreign  Com- 
merce Committee. 


Peer  review 

Sen.  Bennett  (R)  Utah  has  introduced  an 
amendment  to  H.R.  17550,  the  Social  Se- 
curity Amendments  of  1970,  which  calls 
for  the  establishment  of  a program  of  “pro- 
fessional standards  review’’  to  be  conduct- 
ed through  a local  professional  standards  re- 
view organization.  The  Bennett  amend- 
ment, and  AMA’s  Peer  Review  Organiza- 
tion bill,  will  be  considered  by  the  Senate 
Finance  Committee  when  it  resumes  public 
hearings  on  the  House-passed  Social  Secur- 
ity bill  following  the  Labor  Day  recess  . . . 
The  amendment  provides  that  review  or- 
ganizations would  be  established  in  each 
area  of  the  country  with  the  Secretary  of 
HEW  giving  priority  to  qualified  local  med- 
ical societies  as  review  organizations.  In 
some  instances,  it  might  involve  groupings 
of  local  societies  or  multi-county  organiza- 
tions and  in  other  areas,  state  medical  asso- 
ciations could  be  designated  ...  If  no  suit- 
able medical  society  can  be  found  or  none 
is  willing  to  undertake  this  activity,  the 
Secretary  could  arrange  for  the  designation 
of  another  private  or  public  organization 
which  has  the  professional  competence  to 
undertake  the  necessary  functions. 

The  professional  standards  review  organ- 
ization would  be  responsible  for  approval  in 


646 


Nebraska  S.  M.  J. 


advance  of  all  elective  admissions  to  hos- 
pitals and  nursing  homes  and  an  after-the- 
fact  review  of  emergency  admissions.  The 
review  organization  would  also  apply  pro- 
fessionally developed  regional  norms  of  care 
and  treatment  in  their  review  process,  based 
upon  available  data  on  length  of  hospital 
stay  by  age  and  diagnosis  and  areas  of  the 
country.  Sen.  Bennett  said  that  these 
standards  are  intended  to  be  review  check- 
points and  not  barriers  to  any  additional 
care  that  may  be  needed  beyond  the  pre- 
determined checkpoint. 

Penalties  could  be  levied  against  a pro- 
vider of  care  if : He  has  failed  in  a substan- 
tial number  of  cases  to  substantially  com- 
ply with  his  obligations  to  assure  that  serv- 
ices provided  by  him  were  provided  only 
when  and  to  the  extent  that  they  were  med- 
ically necessary;  that  they  were  of  a qual- 
ity which  meets  professional  recognized 
standards  of  health  care;  and  that  he  used 
the  least  costly  care  facility  that  provided 
adequate  care  . . . The  Bennett  amendment 
states  that  he  would  be  subject  to  penalty 
for  “grossly  and  flagrantly”  violating  any 
of  these  obligations  in  one  or  more  instances 
and  showing  an  unwillingness  to  com- 
ply . . . The  penalty:  As  a condition  to  his 
continued  eligibility,  the  provider  would 
pay  the  U.S.  an  amount,  not  in  excess  of 
$5,000,  determined  by  the  Secretary  to  be 
reasonably  related  to  the  significance  of  the 


Announcements 

Research  grants:  leukemia  society 

An  increase  in  the  amount  of  individual 
research  grants  awarded  by  the  Leukemia 
Society  of  America,  Inc.,  was  announced  by 
Eads  Poitevent,  Society  President,  and  Dr. 
Joseph  H.  Burchenal,  Vice  President  for 
Medical  and  Scientific  Affairs.  These  chang- 
es will  be  effective  on  July  1,  1971. 

The  Fellow  grants  were  raised  to  $9,000 
and  $10,000  per  annum  for  two  years.  The 
Special  Fellow  grant,  another  two-year 
award,  will  be  up  to  $15,000  and  to  $16,000 
per  annum. 


facts  of  conduct  involved.  In  the  case  of 
medically  improper  and  unnecessary  serv- 
ices, the  fine  could  not  exceed  the  estimated 
cost  of  the  services  . . . The  Secretary  could 
also  exclude  the  provider,  either  permanently 
or  for  a set  period  of  time,  from  eligibility 
from  reimbursement  from  the  federal  pro- 
grams. 

HUD  support  to  proprietary 
hospitals 

Sen.  Sparkman  (D)  Ala.  has  introduced 
S.  4267  which  extends  the  Department  of 
Housing  and  Urban  Development  insurance 
programs  to  “proprietary”  hospitals.  Un- 
der existing  law,  the  program  assists  in  the 
financing  of  construction  and  moderniza- 
tion of  non-profit  hospitals,  as  well  as  pro- 
prietary and  non-profit  nursing  home  and 
intermediate  care  facilities  . . .Sen.  Spark- 
man said  that  the  new  authority  is  needed 
to  help  the  private  sector  of  the  health  in- 
dustry meet  the  financial  requirements  and 
improve  the  efficiency  of  our  health  care 
delivery  system.  He  noted  that  present  hos- 
pital construction  and  modernization  needs 
of  the  country  would  cost  in  excess  of  $11 
billion,  and  that  the  private  sector  and  in- 
vestor sources  should  be  encouraged  to  par- 
ticipate in  the  expansion  and  improvement 
of  our  health  facilities  . . . S.  4266  was  re- 
ferred to  the  Committee  on  Banking  and 
Currency. 


In  addition,  a new  Small  Grants  Program 
was  initiated  to  award  up  to  $3,000  for 
new  research  programs  in  exceptional  cir- 
cumstances. This  replaces  the  grant-in-aid 
program. 

The  Society  awards  four  types  of  grants: 

Scholar  Program:  Five-year  grants  to- 

talling $100,000  are  awarded  to  individuals 
who  have  demonstrated  a distinct  ability  in 
the  investigation  of  leukemia  and  related 
disorders.  Under  special  circumstances,  the 
Society  may  award  the  grant  for  less  than 
five  years. 
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Fellow  Program:  Two-year  awards  of 

$9,000  and  $10,000  per  annum  to  promising 
younger  investigators  to  encourage  work  in 
leukemia  research. 

Special  Fellow  Program:  Two-year 

awards,  up  to  $15,000  and  $16,000  per  an- 
num for  investigators  who  have  demon- 
strated ability  in  post  doctoral  research  and 
who  have  become  interested  in  working  in 
the  field  of  leukemia  and  related  disorders. 

Small  Grants  Program:  Grants  may  be 

awarded  in  amounts  up  to  $3,000  in  order 
to  initiate  new  research  programs.  Grants 
are  given  only  in  exceptional  circumstances. 

Applications  can  be  obtained  by  writing 
to  the  ^hce  President  for  IMedical  and  Sci- 
entific Affairs,  Leukemia  Society  of  Amer- 
ica, Inc.,  211  East  43rd  Street,  New  York, 
New  York  10017. 


Fall  meeting::  NSMA 

i\Ieeting  will  be  held  October  2,  3,  and  4, 
1970,  at  Holiday  Inn,  Kearney,  Nebraska. 

Board  of  Councilors  — Friday,  October 
2,  1970,  3:00  p.m. 

House  of  Delegates  — 1st  Session : Satur- 
day, October  3,  1970,  9 :30  a.m.  2nd  Ses- 
sion : Sunday,  October  4,  1970,  9 :00  a.m. 

Board  of  Tmstees  — Friday,  October  2, 
1970,  6:00  p.m. 

Bryan  days  program  (Bryan 
Memorial  Hospital,  Lincoln,  Nebr.) 

DIAGNOSIS  AND  TREATMENT  OF  COMMON 
RHEUMATOLOGIC  PROBLEMS 
FRIDAY  MORNING  SESSION 

October  9,  1970 

George  E.  Larson,  M.D.,  Moderator 

9:00  Registration 

9:30  Welcome  — Hiram  D.  Hilton,  M.D.,  Chief  of 
Staff 

9:40  Pathogenesis:  Current  Concepts  — M.  M. 

Scott,  M.D. 

10:C0  Laboratory  Aids  and  Radiologic  Aspects  of 
Rheumatic  Diseases  — A.  L.  Weaver,  M.D. 

10:20  Psychosomatic  Aspects  of  Rheumatic  Dis- 
orders — Vernon  \Vard,  M.D. 

10:40  Coffee 


11:00  Clinical  Manifestations  and  Differential  Di- 
agnosis of  Common  Rheumatologic  Dis- 
eases — Paul  H.  Andreini,  M.D. 

11:30  Panel:  Systemic,  Complications  of  Rheu- 

matoid Arthritis  and  Related  Disorders 
Cutaneous  — Elliot  Rustad,  M.D. 

Cardiac  — B.  E.  Taylor,  M.D. 

Pulmonary  — Arthur  L.  Weaver,  M.D. 
Gastrointestinal  — Robert  L.  Haag,  M.D. 
Renal  — Paul  H.  Andreini,  M.D. 

Central  Nei'vous  System  — Vernon  Ward, 
M.D. 

12:45  Lunch 

FRIDAY  AFTERNOON  SESSION 

Glen  F.  Lau,  M.D.,  Moderator 

2:00  Physical  Therapy  Measures  in  the  Manage- 
ment of  the  Rheumatologic  Patient  — D. 
M.  Frost,  M.D. 

2:20  Selection  of  Patients  for  Surgical  Referral — 
F.  S.  Webster,  M.D. 

2:40  Prophylactic  Surgery  of  the  Rheumatologic 
Diseases  — Lowell  F.  A.  Peterson,  M.D. 

3:10  Coffee. 

3:30  Gout,  Hyperuricemia,  and  Crystal  Induced 
Synovitis  — Paul  H.  Andreini  M.D. 

4:00  Questions  and  Answers 

6:15  Social  Hour  — Country  Club  of  Lincoln 

7:15  Dinner  — 3200  South  24th  Street 

SATURDAY  MORNING  SESSION 

October  10,  1970 

Leonard  R.  Lee,  M.D.,  Moderator 

9:00  Panel:  Management  of  Common  Rheuma- 

tologic Problems 

Rheumatoid  Arthritis  and  Rheumatoid 
Variants  — A.  L.  Weaver,  M.D. 
Collagen/Vascular  Diseases  — P.  H.  An- 
dreini, M.D. 

Osteoarthritis  — M.  M.  Scott,  M.D. 
Orthopedic  Aspects  — I.  F.  A.  Peterson, 
M.D. 

10:00  Recent  Advances  in  Reconstructive  Surgery 
of  Rheumatic  Diseases  — L.  F.  A.  Peter- 
son, M.D. 

10:30  Recent  Advances  in  the  Medical  Manage- 
ment of  Rheumatologic  Diseases  — P.  H. 
Andreini,  M.D. 

11:00  Questions  and  Answers 
11:15  Announcements 


Industrial  health  conference 

The  1971  American  Industrial  Health  Con- 
ference will  be  held  April  19-22  in  Atlanta, 
Georgia,  with  headquarters  at  The  Mar- 
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riott,  it  has  been  announced  by  the  Industrial 
Medical  Association  and  the  American  As- 
sociation of  Industrial  Nurses.  This  medi- 
cal-nursing Conference  which  is  comprised 
of  the  annual  meetings  of  the  two  sponsor- 
ing organizations,  will  bring  together  ap- 
proximately 2,500  persons  including  indus- 
trial physicians,  industrial  nurses,  safety  en- 
gineers, industrial  hygienists,  public  health 
officials,  academicians  and  management  rep- 
resentatives. 

Anyone  desiring  to  present  a scientific 
paper  at  the  meeting  is  invited  to  submit 
a 50-word  abstract  to  the  IMA  Program 
Chairman,  George  H.  Franck,  M.D.,  Staff 
Medical  Director,  Western  Electric  Compa- 
ny, 6701  Roswell  Rd.,  N.E.,  Atlanta,  Ga. 
30328.  Deadline  for  the  submission  of  ab- 
stracts is  November  1,  1970. 

The  Letter  Box 

Dear  Doctor  Cole : 

I would  greatly  appreciate  it  if  you  would 
put  a notice  in  your  Journal  in  the  Novem- 
ber, December,  and  January  issues  announc- 
ing the  following  Post  Graduate  Course. 

A Post  Graduate  Course  entitled  “Recent 
Advances  in  Otorhinolaryngology”  will  be 
held  at  the  University  of  Nebraska  Medi- 
cal Center  on  February  18  and  19,  1971. 
Distinguished  guest  Professor  will  be  Dr. 
Joseph  Ogura  of  Washington  University. 
Dr.  Eugene  Myers  of  the  University  of  Penn- 
sylvania and  Dr.  B.  Hill  Britton  of  the  Los 
Angeles  Foundation  for  Otology  at  the  Uni- 
versity of  Southern  California  will  be  guest 
speakers,  as  well  as  members  of  the  faculty 
of  the  University  of  Nebraska  Medical  Cen- 
ter. For  information  contact  the  Office  of 
Continuing  Education,  University  of  Nebras- 
ka College  of  Medicine,  Omaha,  Nebraska 
68105. 

I really  appreciate  your  helping  us  an- 
nounce this  course. 

Sincerely, 

C.  T.  Yarington,  Jr.,  M.D., 

F.A.C.S., 

Professor  and  Chairman. 


Conference:  infectious  disease 

Antibiotics  and  infectious  disease  will  be 
the  subjects  of  a postgraduate  conference  at 
the  University  of  Iowa  Health  Center  Thurs- 
day and  Friday,  October  29-30,  1970. 

Among  more  than  45  topics  to  be  discussed 
in  lectures  and  small  group  discussions  will 
be  infectious  disease  patterns  in  the  United 
States,  Australia  antigen  and  hepatitis,  viral 
infections  in  pregnancy,  iatrogenic  infec- 
tions, influenza,  respiratory  viral  diseases, 
management  of  tetanus,  and  common  skin  in- 
fections. 

Six  distinguished  physicians  will  be  guest 
faculty  members  for  the  meeting 

For  information  on  registration,  write : 
Director,  Office  of  Medical  Education,  245 
Medical  Research  Center,  The  University  of 
Iowa,  Iowa  City  52240. 


Dear  Dr.  Cole: 

The  American  Society  of  Clinical  Hyp- 
nosis-Education  and  Research  Foundation 
is  co-sponsoring  a 1970  Teaching  Work- 
shop on  Clinical  Hypnosis  and  Hypnotherapy 
with  the  Division  of  Postgraduate  Medical 
Education,  the  Department  of  Psychiatry, 
and  the  Department  of  Psychology  of  the 
University  of  Minnesota  on  October  15-17, 
at  the  Pick-Nicollet  Hotel  in  Minneapolis. 

It  is  presented  primarily  for  physicians, 
dentists,  and  Psychology"  Ph.D.’s.  Members 
of  this  Society  are  required  to  hold  a degree 
in  one  of  these  professions. 

Yours  truly, 

F.  D.  Nowlin, 

Executive  Secretary. 

Ed.  Note:  The  address  of  the  American 
Society  of  Clinical  Hypnosis  is:  800  Wash- 
ington Avenue  Southeast,  Minneapolis,  Min- 
nesota 55414. 


October,  1970 


649 


Books 


The  “Standard  for  the  l^se  of  Inhalation  Anes- 
thetics (Flammable  and  Nonflammable)”  (NFPA 
No.  56A),  newly  retitled  and  renumbered,  is  now 
available  in  the  1970  edition  published  by  the  Na- 
tional Fire  Protection  Association  (NFPA). 

Extensively  revised  and  updated,  the  current  84- 
page  text  reflects  the  increasing  use  of  nonflam- 
mable anesthetics  and  provides  for  improved  pro- 
tection of  patients  against  the  hazards  of  electrical 
shock.  Major  changes  include  the  addition  of  stand- 
ards for  areas  where  nonflammable  anesthetics 

Send  For  It 

Heart  series 

Two  new  booklets  have  been  issued  in  the 
American  Heart  Association’s  Monograph 
Series  as  follows: 

Volume  27,  “Research  on  Acute  Myo- 
cardial Infarction,”  reports  on  a sympo- 
sium to  identify  and  promulgate  promising 
concepts  for  investigation  in  the  still  un- 
known areas  of  the  disease.  The  many  dis- 
ciplines represented  produced  promising 
ideas  for  the  direction  of  research  and  reduc- 
tion of  deaths.  The  volume  was  edited  by 
Stuart  Bondurant. 

\"olume  28,  “Mass  Field  Trials  of  the  Diet- 
Heart  Question  — Their  Significance,  Time- 
liness, Feasibility  and  Applicability,”  is  an 
assessment  of  seven  proposed  experimental 
designs  by  the  National  Heart  Institute’s 
Diet-Heart  Review  Panel,  chaired  by  Ed- 
ward H.  Ahrens. 

The  new  volumes  may  be  purchased 
through  local  Heart  Associations  or  from 
the  Association’s  Central  Office,  44  E.  23rd 
St.,  New  York,  N.Y.  10010. 


Films 

The  following  films  (made  from  video- 
taped lectures)  are  part  of  a continuing 
series  on  clinical  pathology: 


are  administered,  plus  new  requirements  for  a 
dynamic  gi’ound  detector  with  a maximum  permis- 
sible current  of  one  milliampere,  for  the  use  of 
antistatic  materials,  and  for  grounding  and  ventila- 
tion. 

Widely  used  as  the  basis  of  state  regulations  and 
as  a guide  to  good  practice,  this  standard  — for- 
merly designated  NFPA  No.  56  — was  adopted  in 
its  cun-ent  form  at  the  1970  NFPA  Annual  Meet- 
ing. NFPA  No.  56 A is  the  work  of  the  NFPA 
Committee  on  Hospitals  through  its  Sectional  Com- 
mittee on  Anesthetizing  Agents.  Chairman  of  the 
section  committee  is  Dr.  J.  M.  McCormick  of  Hart- 
ford Anesthesiology  Associates,  Inc.,  Hartford, 
Conn. 

Copies  of  the  1970  edition  of  the  “Standard  for 
the  Use  of  Inhalation  Anesthetics”  (NFPA  No.  56A) 
(84  pages,  $1.50)  are  available  from  the  NFPA  Pub- 
lications Service  Department,  60  Batterymarch  St.. 
Boston,  Mass.  02110. 


Isolation  and  Identification  of  Salmon- 
ellae — T1494 

16  mm  (TFR)  MP,  b&w,  sound,  24 
min,  1968. 

Isolation  and  Identification  of  Shigellae 
— T-1495 

16  mm  (TFR)  MP,  b&w,  sound,  24 
min,  1968. 

Isolation  and  Identification  of  Enteric 
Bacteria — T-1496 

16  mm  (TFR)  MP,  b&w,  sound,  25 
min,  1968. 

Pathogenesis  of  Anemia — T-1504 

16  mm  (TFR)  MP,  b&w,  sound,  30 
min,  1969. 

Isotopes  in  the  Diagnosis  of  Anemia — 
T-1505 

16  mm  (TFR)  MP,  b&w,  sound,  31 
min,  1969. 

The  Hemolytic  Syndrome — T-1506 

16  mm  (TFR)  MP,  b&w,  sound,  32 
min,  1969. 

Pathogenesis  and  Management  of  Hemo- 
chromatosis— T-1507 

16  mm  (TFR)  MP,  b&w,  sound,  29 
min,  1969. 
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Order  films  by  title  and  number  from: 

National  Medical  Audiovisual  Center 
(Annex) 

Station  K 

Atlanta,  Georgia  30324 

Or  purchase  from: 

General  Services  Administration 
National  Archives  and  Records  Service 
Washington,  D.C.  20409 
Attn. : Government  Film  Sales 

All  are  cleared  for  educational  closed-cir- 
cuit television. 

Wyeth  films 

Two  films  produced  by  Wyeth  Labora- 
tories received  awards  at  the  12th  annual 
American  Film  Festival,  held  recently  in 
New  York  City.  The  Festival,  held  under 
the  auspices  of  the  Educational  Film  Library 
Association,  is  the  major  showcase  each  year 
for  over  400  films  and  filmstrips  selected 
from  over  1,000  entries. 

In  the  category  designated  “Health  for 
General  Audience,”  Wyeth’s  film  titled 
“Happy  Family  Planning”  won  the  blue  rib- 
bon (first  place  in  category).  Another  Wy- 
eth film,  “Case  In  Point,”  won  the  red  rib- 
bon (second  place)  in  the  “Vocational  Guid- 
ance” category. 

“Happy  Family  Planning”  is  an  eight- 
minute  animated,  color  film  with  music, 
available  in  either  16-mm.  or  8-mm.  The 
film,  using  graphic  devices  and  no  dialogue, 
reviews  various  contraceptive  methods 
which  are  identified  in  five  languages : Eng- 
lish, French,  Spanish,  Arabic  and  Chinese. 
“Happy  Family  Planning”  is  designed  for 
showing  to  lay  groups,  especially  hospital- 
ized women  in  the  immediate  postpartum 
period.  It  also  can  serve  as  a valuable  edu- 
cational aid  in  clinics,  physicians’  offices 
and  at  health  meetings. 

Prints  of  “Happy  Family  Planning”  are 
available  on  loan  through  Wyeth  repre- 
sentatives or  the  Wyeth  Film  Library,  P.O. 
Box  8299,  Philadelphia,  Pa.  19101.  Also, 
prints  can  be  purchased  at  cost  through 
Planned  Parenthood  Federation,  515  Madi- 
son Avenue,  New  York,  N.Y.  10022. 


“Case  In  Point”  outlines  precautions  by 
which  the  medical  assistant  and  her  physi- 
cian-employer can  help  protect  themselves 
from  lawsuits.  Using  a documentary  ap- 
proach, “Case  In  Point”  depicts  various  pro- 
fessional activities  of  the  medical  assistant, 
and  dramatizes  the  importance  of  observing 
fundamental  safeguards  in  each  area.  The 
film,  which  is  16-mm.,  color,  and  runs  25 
minutes,  is  available  for  showing  to  physi- 
cians and  to  chapters  of  the  American  As- 
sociation of  Medical  Assistants. 

Prints  of  “Case  In  Point”  can  be  ob- 
tained on  loan  through  Wyeth  representa- 
tives or  the  Wyeth  Film  Library,  P.O.  Box 
8299,  Philadelphia,  Pa.  19101. 


Heart  disease 

Information  of  special  interest  to  prac- 
ticing physicians,  internists  and  cardiolo- 
gists is  contained  in  a new  Heart  Association 
publication  on  preventive  cardiology. 

Named  “Reducing  the  Risk  of  Coronary 
and  Hypertensive  Disease,”  the  book  stems 
from  the  Minnesota  Symposium  on  Preven- 
tion in  Cardiology  which  the  Minnesota 
Heart  Association  sponsored  in  cooperation 
with  the  Mayo  Clinic,  Mayo  Foundation, 
University  of  Minnesota,  and  American 
Heart  Association’s  Council  on  Clinical  Car- 
diology. 

Edited  by  Henry  Blackburn  and  Jenni- 
fer Willis,  the  book’s  25  articles  cover  the 
several  risk  factors  and  provide  practical 
suggestions  for  reducing  the  risk  by  con- 
trolling hypertension,  diet,  obesity,  cigarette 
smoking  and  physical  activity. 

Copies  may  be  obtained  through  local 
Heart  groups  or  the  AHA’s  Distribution  De- 
partment, 44  E.  23rd  St.,  New  York,  N.Y. 
10010. 


56,500  lives  were  lost  on  American  high- 
ways in  1969,  according  to  an  annual  report 
from  The  Travelers  Insurance  Companies. 
In  addition,  more  than  4,700,000  men,  wom- 
en and  children  were  injured. 
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Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding: date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  chargre  for  one  issue.  Each  advertisement 
will  be  taken  out  following:  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1902  First  National 
Bank  Building:,  Lincoln,  Nebraska  68508. 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebraska.  3 nursing  homes  in  town,  good 
teiTitoiy.  Write  Box  8,  Beaver  City,  Nebraska. 

TO  GENERAL  PRACTITIONERS  AND  IN- 
TERNISTS: Winter  is  coming!  Move  to  sun- 
ny Arizona!  Join  a general  practice  group  in 
a community  of  70,000.  Excellent  living  con- 
ditions and  hospitals.  Corporation  advantages, 
and  a lucrative  association.  Contact  Physi- 
cians & Surgeons,  Ltd.,  550  North  Country 
Club  Drive,  Mesa,  Arizona  85201.  Phone: 
602-969-3511. 


“May  I set  my  chocolate  pie  on  your  table 
till  my  doctor  gets  passed?” 
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His  wife  has  a lot  of  different 
) menopausal  symptoms,  but  only  a few 
I really  irritate  him.  Her  hot  flashes,  her 
• vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book'shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina 
tion  therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


1 0 mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

.American  .Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  .Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Aledicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

.American  College  of  Obstetricians  & Gynecologists 
Alichael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

.American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

.American  College  of  Radiologj’ 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  North  Wacker,  Drive,  Chicago,  Illinois  60076 

.American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

.American  Diabetes  .Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  York  10017 

.American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


.American  Hospital  Association 

Edwin  L.  Crosby,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  .Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

.American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

.American  Society  of  Clinical  Pathologists 
.Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

.American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

.American  Urological  Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

.Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  A'ork,  New  York  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York.  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

A'^ocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 
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DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


Hypersensitivity  Pneumonitis  Due  to  Con- 
tamination of  Air  - Conditioner  — E.  F. 

Banaszak,  W.  T.  Thiede,  and  J.  N.  Fink 
Marquette  Univ  School  of  Medicine,  Mil- 
waukee). New  Eng  J Med  283:271-276 
(Aug  6)  1970. 

Four  of  27  office  workers  developed  symp- 
toms of  intennittent  chills,  fever,  and  dysp- 
nea, or  progressive  dyspnea  alone.  Pulmon- 
ary function  studies  indicated  restrictive  and 
diffusion  defects  and  x-ray  examination  dem- 
onstrated diffuse  nodular  infiltrates  in  all 
four  patients.  Examination  of  their  en- 
vironment revealed  contamination  of  the  air 
conditioning  system  with  a thermophilic 
actinomycete  known  to  cause  a hypersensi- 
tivity pneumonitis  such  as  farmer’s  lung. 
Sera  of  all  affected  individuals  contained 
high  titers  of  rheumatoid  factor  and  precipi- 
tating antibodies  against  the  offending  or- 
ganism. Insufflation  of  one  of  the  ill  work- 
ers during  an  asymptomatic  period  repro- 
duced all  clinical  features  of  the  disorder. 
Treatment  with  steroids  and  avoidance  of 
exposure  resulted  in  recovery. 
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Surgical  Treatment  of  Breast  Cancer: 
Trends  and  Factors  Affecting  Survival  — 

W.  S.  Payne  et  al  (Mayo  Clinic,  Roches- 
ter, Minn).  Arch  Surg  101 : 105-113  (Aug) 
1970. 

From  1955  through  1964,  a total  of  2,571 
women  underwent  primary  operation  for 
breast  carcinoma  at  the  Mayo  Clinic.  This 
study  is  concerned  with  patients  surviving 
so-called  curative  surgery  in  this  period  and 
with  analysis  of  survival  trends  among  12,- 
641  treated  patients  from  1910  through 
1964.  Axillary  nodal  involvement  by  the 
breast  tumor  was  the  main  determinant  in 
survival:  five-  and  ten-year  survival  rates 
were  86%  and  72%,  respectively,  for  pa- 
tients without  nodal  involvement,  and  50% 
and  32%,  respectively,  for  those  with  such 
involvement.  When  axillary  nodes  were  not 
involved,  su:  vival  after  standard  radical  mas- 
tectomy was  not  much  different  from  that 
after  a modified  radical  procedure.  When 
axillary  nodes  were  involved,  the  data  sug- 
gest that  radical  mastectomy  might  be  asso- 
ciated with  longer  survival,  but  this  re- 


mained unsettled.  Postoperative  irradiation 
did  not  influence  survival,  irrespective  of  ax- 
illary nodal  involvement.  Annual  incidence 
rates  and  survivorship  of  all  diagnosed 
breast  carcinomas  in  Olmstead  County  were 
determined  for  the  period  1945  through 
1964,  Survivorship  changed  only  slightly; 
specific  incidence  rates  increased  with  age. 


Clinical  Assessment  of  Apnea  Alarm  Mat- 
tress for  Newborn  Infants  — A.  M.  Blake 
et  al  (E.  0.  R.  Reynolds,  Univ  College 
Hosp,  London).  Lancet  2:183-185  (July 
25)  1970. 

The  Lewin  apnea  alarm  mattress  was  used 
to  monitor  30  infants  at  risk  of  apnea. 
Twenty-seven  of  the  infants  were  premature. 
During  18,733  hours  of  monitoring,  469  epi- 
sodes of  apnea  requiring  stimulation  of  the 
infant  for  their  termination  were  detected. 
The  introduction  of  this  device,  which  is  in- 
expensive, is  a major  advance  in  the  care 
of  sick  and  premature  newborn  infants. 
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Postoperative  Hemmorhage  From  Stress  Ul- 
ceration of  Stomach  and  Duodenum  — R. 
S.  Flowers  (Straub  Clinic,  Honolulu),  K. 
Kyle,  and  S.  0.  Hoerr.  Amer  J Surg  119; 
632-636  (June)  1970. 

Nineteen  patients  had  senous  upper  gas- 
trointestinal hemorrhage  within  14  days  aft- 
er undergoing  an  operation  not  on  the  upper 
gastrointestinal  tract  and  not  for  trauma. 
The  source  of  the  bleeding  was  identified  at 
emergency  operation  in  17  patients  and  at 
autopsy  in  2.  There  were  two  distinct  types 
of  lesions  — chronic  peptic  ulcer  of  the 
stomach  or  duodenum  (four  cases)  and  acute 
superficial  ulcers  (15  cases)  ; a few  were 
single  and  discrete,  but  most  were  multiple 
and  sometimes  confluent.  Bleeding  was  ar- 
rested in  all  17  operative  cases  by  a variety 
of  surgical  procedures.  Emergency  operation 
might  have  been  beneficial  in  the  two  pa- 
tients who  died  without  it.  For  bleeding 
from  chronic  peptic  ulcer,  management  may 
follow  conventional  lines;  gastrectomy  with 
or  without  vagotomy  or,  alternatively  va- 
gotomy, oversewing  of  the  ulcer  base,  and 
pyloroplasty.  For  acute  single  superficial 


ulcerations,  oversewing  of  the  ulcer  base 
in  the  stomach  or  duodenum  accompanied  by 
vagotomy  and  pyloroplasty  appears  to  be 
satisfactory. 


“First  I go  to  Doctor  Eibblee  and  find  out 
vvbat’s  the  matter  with  me.  Then  I go  to  Doctor 
Ackrew  and  tell  him  what’s  the  matter  with 
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Waters,  O’Neill.  Counties : Cher- 
ry, Keyapaha.  Brown,  Rock,  Holt, 
Sheridan,  Boyd. 

Ninth  District:  Councilor:  H.  V. 

Smith,  Kearney.  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  Charles 

W.  Landgraf,  Jr.,  Hastings. 
Counties:  Gosper,  Phelps.  Adams, 
Furnas,  Harlan,  Webster.  Kear- 
ney. Red  Willow,  Chase,  Frontier, 
Dundy.  Hitchcock. 

Eleventh  District:  Councilor:  Bruce 
F.  Claussen.  North  Platte.  Coun- 
ties : Lincoln.  Perkins,  Keith.  Mc- 
Pherson. Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  A.  J. 
Alderman.  Chadron.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball.  Cheyenne,  Sioux, 
Dawes. 
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COUNTY 


PRESIDENT 


SECRETARY 


Adams 

Boone 

Box  Butte 

Buffalo 

Burt 

Cass 

Cheyenne-Kimball-Deuel 

Clay 

Cuming 

Custer 

Dawson 

Dodge 

Fillmore 

Five  County 

Four  County 

Gage 

Garden-Keith-Perkins 

Hall 

Hamilton 

Holt  & Northwest 

Howard 

Jefferson 

Knox 

Lancaster 

Lincoln 

Madison 

Northwest 

Nuckolls 

Omaha-Douglas 

Otoe 

Phelps 

Pierce-Antelope 

Platte 

Saline 

Saunders 

Scotts  Bluff 

Seward 

S.E.  Nebraska 

S.W.  Nebraska 

Stanton 

Thayer 

Washington 

York 


Frank  Kamm,  Blue  Hill D.  W.  Kingsley,  Jr.,  Hastings 

Roy  Smith,  Albion Wm.  Reardon,  St.  Edward 

J.  J.  Ruffing,  Jr..  Hemingford- F.  P.  Sucgang,  Alliance 

C.  P.  Curtiss.  Kearney K.  W.  Ellis,  Kearney 

Arnold  Mullmann,  Oakland Isaiah  Lukens,  Tekamah 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

James  E.  Thayer,  Sidney C.  U.  Bitner,  Sidney 

H.  V.  Nuss,  Sutton 

Roger  Dilley,  Wisner Thomas  Tibbels,  West  Point 


R.  A.  Sitorius,  Cozad O.  P.  Rosenau,  Cozad 

W.  G.  Heusel,  Hooper W.  B.  Eaton,  Fremont 

Chas.  Ashby,  Geneva 

Robert  Benthack,  Wayne George  John,  Wayne 

R.  I.  Westbrook,  Sargent Ben  R.  Meckel,  Burwell 

John  C.  Porter,  Beatrice Klemens  Gustafson,  Beatrice 

Robert  Taylor,  Ogallala H.  W.  Rounsborg,  Oshkosh 

R.  F.  DeMay,  Grand  Island B.  J.  Moor,  Grand  Island 

J.  M.  Woodard,  Aurora E.  A.  Steenburg.  Aurora 


E.  Howard  Hughes,  Scotia E.  C.  Hanisch,  Sr.,  St.  Paul 

Gordon  O.  Johnson.  Fairbury Frank  Fallocn,  Fairbury 

R.  H.  Kohtz,  Bloomfield D.  J.  Nagengast,  Bloomfield 

Harlan  Papenfuss,  Lincoln W.  F.  Nye,  Lincoln 

J.  J.  Ford,  North  Platte J.  D.  Ashley.  North  Platte 

R.  E.  Klass.  Norfolk F.  Martin.  Norfolk 

T.  H.  Wallace,  Gordon D.  E.  Metcalf.  Gordon 

P.  J.  Hallgrimson,  Superior T.  C.  Kiekhaefer,  Superior 

Arnold  Lempka.  Omaha Donald  Pavelka,  Omaha 

A.  H.  Bonebrake,  Nebr.  City Wm.  C.  Kenner,  Nebr.  City 

Walter  M.  Reiner,  Holdrege R C.  Anderson,  Holdrege 

Robert  E.  Kopp.  Plainview David  F.  Johnson,  Jr.,  Osmond 

Clinton  Heine.  Columbus A.  H.  Liebentritt,  Columbus 

Robert  Travnicek,  Wilber Robert  Quick,  Crete 

S.  E.  Wallace,  Wahoo John  Hansen,  Jr.,  Wahoo 

Robert  Barnwell.  Gering John  Schaffer,  Mitchell 

Robt.  Watson.  Seward R.  P.  Hoff,  Seward 

Wm.  Gentry,  Falls  City Marvin  Holsclaw,  Auburn 

Bryce  G.  Shopp,  Imperial James  Carson.  McCook 

H.  S.  Tennant,  Stanton 

F.  A.  Mountford,  Davenport L.  G.  Bunting.  Hebron 

L.  I.  Grace.  Blair K.  C.  Bagby,  Blair 

J.  S.  Bell.  York B.  N.  Greenberg,  York 
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Respiratory  Syncytial  Virus  Infection  of 
Newbom  — G.  A.  Neligan  et  al  (Dept  of 
Virology,  Royal  Victoria  InfiiTnary,  New- 
castle upon  Tyne,  England).  Brit  Med  J 
3:146  (July  18)  1970. 

An  outbreak  of  respiratory  syncytial 
(RS)  virus  occurred  in  a maternity  hospital. 
The  virus  was  found  in  eight  newborn  ba- 
bies, seven  of  whom  had  been  in  the  special 
care  nursery,  and  one  had  gone  to  a normal 
lying-in  ward.  All  eight  babies  had  respira- 
tory symptoms,  and  all  developed  a cough 
within  two  to  seven  days.  The  age  range  of 
the  onset  of  symptoms  was  10  to  52  days, 
six  being  between  10  to  15  days.  Two  find- 
ings were  of  particular  note:  the  respira- 
tory illness  caused  by  RS  virus  was  mild, 
and  the  virus  was  not  found  in  children 
without  respiratory  symptoms.  The  evi- 
dence found  suggested  that  RS  virus  can 
infect  infants  at  a very  early  age,  and  sup- 
ported the  hypothesis  that  more  severe  ill- 
ness in  later  infancy  can  be  due  to  a sensi- 
tivity reaction.  A rapid  diagnosis  can  be 
made  by  applying  the  fluorescent  antibody 
technique  to  cells  in  nasal  secretions.  This 
has  proved  to  be  more  sensitive  than  tissue 
culture  techniques  where  there  was  delay 
between  onset  of  respiratory  symptoms  and 
submission  of  the  specimen  to  the  laboratory. 


“And  the  one  at  the  bottom  is  a pretzel!” 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's- 
144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
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Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 
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MEDICAL 


SUPPLY  COMPANY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


Management  of  Prolonged  Gastric  Retention 
After  Vagotomy  and  Drainage  — G.  Her- 
mann and  V.  Johnson  (General  Rose  Me- 
morial Hosp,  Denver).  Surg  Gynec  Ob- 
stet  130:1044-1048  (June)  1970. 

The  incidence  of  postvagotomy  atony  as 
distinguished  from  mechanical  obstruction 
in  a retrospective  study  was  4^c  or  29  of 
270  patients.  Uineteen  patients  were  classi- 
fied as  having  atony,  and  nine  with  ten  epi- 
sodes had  proved  mechanical  obstruction. 
The  incidence  of  retention  was  10%  after  op- 
erations for  a preexisting  obstructive  ulcer. 
When  gastrotenterostomy  and  vagotomy 
were  perfonued  in  the  presence  of  preexist- 
ing obstruction,  the  incidence  of  the  gastric 
drainage  problem  rose  to  17%.  Proper  in- 
terpretation of  a postoperative  upper  gastro- 
intestinal contrast  study  and  the  clinical 
course  enabled  the  authors  to  separate  the 
patients  with  postvagotomy  atony  from 
those  with  mechanical  obstruction  with  a 
70%  diagnostic  accuracy. 


Treatment  of  Secondary  Hepatic  Tumors  by 
Ligation  of  Hepatic  Artery  and  Infusion  of 
Cytotoxic  Drugs  — I.  M.  Murray-Lyon  et 
al  (R.  Williams,  King’s  College  Hosp,  Lon- 
don). Lancet  2:172-175  (July  25)  1970. 

Eleven  patients  with  symptoms  due  to  sec- 
ondary tumor  deposits  in  the  liver  were 
treated  by  ligation  of  the  hepatic  artery, 
and  in  five  this  was  followed  by  infusion 
of  the  portal  vein  with  5-fluorouracil. 
Liver  function  was  moderately  disturbed  in 
all  patients  but  none  went  into  hepatic  fail- 
ure, and  the  one  postoperative  death  was 
due  to  a cardiac  arrhythmia.  The  surviving 
ten  achieved  good  relief  from  abdominal 
pain  for  up  to  ten  months,  and  most  gained 
weight.  Serial  scintiscans  showed  reduction 
in  size  of  the  deposits,  and  tumor  necrosis 
was  demonstrated  on  liver  biopsy.  In  three 
patients  with  the  carcinoid  syndrome  the 
necrosis  was  reflected  biochemically  by  an 
immediate  and  striking  rise  in  urinary  5- 
hydroxyindoleacetic  acid  excretion  followed 
by  a return  towards  normal  levels,  and  in 
these  patients  it  is  preferable  to  precede 
hepatic  artery  ligation  by  a period  of  he- 
patic artery  infusion  with  cytotoxic  drugs. 


“First  off,  let’s  begin  by  putting  you  on  a diet.” 
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Achrocidin*  Tablets  and  Syrup 

Tetracycline  HCl— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCl— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCl  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tric distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anoTexi?L, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  /f/iJney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— UTlicaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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MEDICAL  SPACE 
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Lincoln's  Lccrgest  Medical 
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Adjoining,  with 
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bridge  for  Doc- 
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Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
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Gilmour-Danielson 
Drug  Company 
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Phone  432-1246 

1701  South  17th  Street 
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“Hot  Spots”  in  Lung  Scans  — D.  F.  Preston 
and  H.  R.  Greenlaw  (Univ  of  Kentucky 
Medical  Center,  Lexington).  J Nucl  Med 
11:422-425  (July)  1970. 

Lung  scanning  is  a widely  accepted  thera- 
peutic tool  to  visualize  the  regional  distribu- 
tion of  pulmonary  blood  flow.  Occasionally, 
intense  focal  areas  of  radioactivity,  or  “hot 
spots,”  occur  in  lung  scans.  Their  etiology 
is  clear;  during  difficult  venipuncture  blood 
is  often  withdrawn  into  the  syringe  and  can 
be  seen  to  clot.  Examination  of  these  clots 
shows  they  have  accumulated  radioiodinated 
macroaggregates  above  that  found  in  the 
surrounding  fluid.  If  this  inhomogeneous 
mixture  is  injected  into  the  patient,  the 
radioactive  clot  will  be  seen  as  a hot  spot. 
This  has  been  demonstrated  in  vitro  in  ex- 
perimental animals  and  in  humans.  Patients 
receiving  lung  scans  are  often  debilitated 
and  have  accelerated  clotting.  The  addition 
of  macroaggregates  further  speeds  up  the 
clotting  process.  When  difficult  venipunc- 
ture causes  blood  to  mix  with  the  macro- 
aggregates and  delayed  injection  occurs,  it 
is  best  to  use  a new  dose  of  macroaggregated 
human  serum  albumin  to  prevent  hot  spots 
in  the  lung  scan. 


“I  recommend  a simple  operation  to  remove  a 
growth  from  your  head.” 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


WATCH  US  GROW 

We  seem  to  have  grown  like  the  states, 
and  I am  now  able  to  count  50  states  (can 
you?)  and  more  specialties.  I have  been 
at  some  pains  to  compile  this  list;  I hope 
you  find  it  interesting,  and  I hope,  too,  that 
like  the  states,  we  are  united.  We  are  all 
specialists  now,  and  while  some  of  the  newer 
specialties  may  seem  strange,  twenty-year 
old  ones,  now  taken  for  granted,  seemed 
equally  so  when  they  began. 

Administrative  medicine 
Allergy 

Anesthesiology 

Apoplectology 

Broncho-esophagology 

Cardiovascular  diseases 

Cardiovascular  surgery 

Child  psychiatry 

Colon  and  rectal  surgery 

Dermatology 

Diagnostic  radiology 

Dolorology 

Ecology 

Edalogy 

Emergency  room  physician 
Environmentology 
Family  practice 
Fetology 

Forensic  medicine 

Gastroenterology 

General  preventive  medicine 

General  surgery 

Genetic  counseling 

Gerontology 

Intensive  care  (unit)  physician 

Internal  medicine 

Maxillofacial  surgery 

Neonatology 

Nephrology 

Neurological  surgery 

Nuclear  medicine 

Obstetrics  and  gynecology 

Occupational  medicine 

Oncology 

Ophthalmology 

Orthopedic  surgery 

Otolaryngology 

Otology 

Pathology 


Pediatrics 

Pediatric  allergy 

Pediatric  cardiology 

Physical  medicine  and  rehabilitation 

Plastic  surgery 

Psychiatry 

Public  health 

Pulmonary  diseases 

Radiology 

Reconstructive  surgery 
Rheumatology 
Social  medicine 
Space  medicine 
Suicidology 
Thanatology 
Therapeutic  radiology 
Thoracic  surgery 
Urology 


That’s  the  list  as  we  go  to  press ; there 
may  be  more  when  you  read  it.  There’s  the 
clinician,  too;  he’s  a wise  old  bird,  like  the 
owl,  whom  he  sometimes  resembles.  If 
you’re  looking  for  proctology,  you’ll  find  it 
in  colon  and  rectal  surgery ; and  general 
practice  is  now  family  practice,  of  course. 
I have  seen  diseases  and  surgery  of  the 
retina,  hand  surgery,  burns,  pediatric  oph- 
thalmology, aesthetic  surgery,  detachment 
of  the  retina,  and  diabetic  retinopathy.  The 
emergency  room  physician  is  new,  but  I saw 
his  counteiqDart  years  ago.  If  some  of  these 
look  new  and  different,  I can  only  say  I 
have  seen  them  somewhere. 


And  if  you  look  through  the  list,  you 
will  find  yourself. 


— F.C. 


THE  DOCTOR  AND  THE  PLACEBO 

My  very  own  formula  for  telling  how 
long  you  are  going  to  live  is  three  fourths 
of  the  way  from  your  present  age  to  80, 
and  I am  beginning  to  count.  I am  count- 
ing breakthroughs,  too,  and  what  are  un- 
fortunately called  wonder  drugs.  I have 
just  run  across  the  phrase:  “the  low  value 
placed  on  steroids  for  treating  arthritis,” 
but  I remember  when  they  were  wonder 
drugs.  If  their  value  is  low,  why  did  we 
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once  think  they  were  not  merely  good,  but 
wonderful?  Is  meprobamate  still  a w'ond- 
der  drug? 

If  oral  hypoglycemic  drugs  are  not  won- 
der drugs,  why  were  they  wonderful  only  a 
little  w'hile  ago?  Or  maybe  they  still  are. 
In  my  struggling  for  three  quarters  of  the 
way  to  80,  I have  seen  so  many  things  come 
and  go.  Some,  like  sulfanilamide,  were  re- 
placed by  better  ones.  Others  were  outwitted 
by  the  microorganisms  they  were  designed 
to  overcome.  Some  are  still  with  us,  as  in 
the  fight  against  cancer,  the  overthrow  of 
tuberculosis,  and  the  elimination  of  polio- 
myelitis. And  now,  levodopa. 

^Meanwhile,  things  happen  to  drugs,  but 
what  happens  to  us?  Perhaps  the  placebo 
effect,  which  makes  the  patient  think  some- 
thing wonderful  is  happening,  is  finally 
spreading  to  the  doctor.  Maybe  that’s  why 
we  think  a drug  is  wonderful. 

Some  day  there  will  be  a pill  for  appen- 
dicitis, and  one  for  thrombocytopenic  pur- 
pura. We  will  have  one  to  dissolve  gallstones, 
and  another  to  cure  cancer  of  the  lung. 

This  is  the  age  of  chemistry,  and  the 
beaker  will  one  day  replace  the  scalpel,  and 
the  internist  will  finally  triumph  over  the 
surgeon. 

— F.C. 


(1909  - ) 

That  means  he’s  still  living,  but  the  print- 
er has  left  space  to  fill  in  the  year  of  death 
when  that  event  takes  place,  for  take  place 
it  will,  death  being  as  certain  as  taxes. 

There  is  probably  no  word  that  looks 
as  ominous  as  the  word  “dead.”  And  to 
soften  a blow  that  hardly  permits  of  soften- 
ing, we  avoid  it  when  death  has  taken  some- 
one we  loved. 

So  a patient  dies,  but  a mother  passes 
away.  A stranger  becomes  a coipse,  while 
a friend  is  now  the  dear  departed.  A 
grieving  widow  will  say  her  husband  went 
away,  or  simply,  he  left  us. 


She’s  gone,  and  she  is  no  longer  with  us, 
or  not  here  anj'  more  are  sometimes-heard 
euphemisms.  He  is  only  asleep,  read  the  in- 
sciiption  on  the  gravestone,  and  the  passer- 
by said.  I’d  like  to  see  you  wake  him  up. 

There  are  other  ways  of  avoiding  the 
dreaded  word;  he’s  been  taken  from  us,  and 
he’s  gone  to  his  reward.  For  once-important 
people,  we  say  deceased,  not  dead. 

There’s  one  more  I like: 

Father  is  all. 

—F.C. 


WE  CAN  HARDLY  BELIEVE  OUR 
OWN  CENSUS 

The  population  of  Nebraska  in  1969  was 
estimated  at  1,449,000,  some  10,000  more 
than  in  1968. 

There  were  24,801  births,  or  one  live  birth 
every  21  minutes;  the  birth  rate  was  17.1 
per  thousand  estimated  population.  This 
was  the  first  year  since  1961  to  show  an  in- 
crease in  the  number  of  live  births.  IMore 
children  were  born  in  August  than  in  any 
other  month,  but  July  was  a close  second. 

There  were  14,898  deaths  during  the  year, 
or  one  every  35  minutes.  The  death  rate 
was  10.3  per  thousand. 

The  leading  causes  of  death  were,  in  this 
order : 

Heart  disease 
Cancer 

Cerebrovascular  disease 

Accidents 

Pneumonia 

The  average  age  at  the  time  of  death  was 
68.6.  The  number  of  deaths  and  the  death 
rate  were  less  than  in  1968. 

There  were  422  deaths  under  one  year,  and 
156  suicides.  We  had  five  maternal  deaths, 
the  same  as  in  1968;  the  rate  per  thousand 
live  births  was  0.2. 

—F.C. 
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ORIGINAL  ARTICLES 


Household  Plant  Emergencies* 


There  are  more  than  500  species 
of  plants  in  the  United  States 
which  are  considered  to  be 
toxic  for  humans.^  Responsible  factors  for 
poisoning  of  both  adults  and  young  children 
are  ignorance  concerning  the  nature  and 
toxicity  of  the  particular  plant  and  frequent 
or  exceptional  access,  particularly  in  the  case 
of  children.  Toxic  symptoms  may  appear 
anytime  during  the  first  24  hours  after  in- 
gestion of  the  poisonous  plant,  its  fruit  or 
seed,  and  the  clinical  picture  depends  large- 
ly on  the  amount  and  toxic  substances  of  the 
ingested  offender. 

The  majority  of  ingested  toxic  plants  re- 
sult in  considerable  irritation  of  upper  and 
lower  gastrointestinal  tract,  with  burning 
sensation,  redness,  swelling  of  buccal  mu- 
cosa, diarrhea,  and  vomiting  due  to  various 
alkaloids  present,  such  as  toxalbumin,  sola- 
nin,  colchicine,  and  oxalates.  Systemic  mani- 
festations, such  as  bradycardia,  aiThythmias, 
atropine  like  effects,  convulsions  and  death 
have  been  well  documented  following  inges- 
tion and  absorption  of  poisonous  plants.^-^.^ 

Many  of  the  household  decorative  plants 


GEORGE  D.  MARAGOS,  M.D.. 
ANTHONY  J.  LOMBARDO,  M.D., 

and 
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contain  poisonous  ingredients,  and  some  of 
them  are  notoriously  known  as  the  “deadly” 
ones.  The  public  in  general  is  not  well  aware 
of  the  hidden  danger,  and  familiarity  with 
the  nature  of  the  household  flora  appears 
to  be  of  importance  for  everyone  concerned. 

The  following  are  descriptive  elements  of 
most  commonly  encountered  plants  in  the 
house,  with  emphasis  on  the  ingredients  and 
their  toxicity.  (Table  1). 

The  severity  of  the  symptoms  following 
the  ingestion  of  toxic  plants  depends  main- 
ly on  the  quantity  ingested,  as  well  as  on 
the  toxic  ingredients  they  contain.  Inges- 
tion even  of  one  chewed  seed  of  the  rosary 

*From  the  Nebraska  Master  Poison  Control  Center,  Chil- 
drens Memorial  Hospital,  Omaha,  Nebraska.  Presented  as  a 
scientific  exhibit  at  the  37th  Annual  Postgraduate  Assembly 
of  the  Omaha  Mid-West  Clinical  Society,  November  1969. 


Plant 

Table  1 

Toxic  Ingredients 

Symptoms 

1. 

Dieffenbachia  (Dumb  Cane) 

Philodendron 

Caladium 

Calcium  oxalate 

Buccal  and  throat  edema, 
superficial  necrosis. 

2. 

Azaleas 

Laurel 

Rhododendron 

Andrometoxin 

Gastrointestinal,  respiratory, 
cardiovascular,  and  CNS 
toxicity. 

3. 

Oleander 

Lilly  of  the  Valley 
Milk  Bush 

Cardiac  glycosides  related 
to  digitalis 

Gastrointestinal,  and 
cardiovascular  toxicity. 

4. 

Morning  Glory 
Heavenly  Blue  Glory 
Pearly  Gates 

Lysergic  acid  Diethylamide 
(LSD). 

Psychic  effect. 

5. 

Glory  Lily 
Climbing  Lily 

Colchicine 

Gastrointestinal,  respiratory, 
renal,  and  severe  CNS 
toxicity. 

6. 

English  Holly 

Hlexanthin  and  ilex  acid 

Violent  diarrhea  and  vomiting. 

7. 

Mistletoe 

Sympathetic  amines,  choline 

Has  oxytoxic  properties, 
stimulates  smooth  muscles. 

8. 

Rosary  Pea 
Crabs-eye 
Precatory  Bean 

Phytotoxins 

Irritation  of  gastrointestinal 
tract,  depression  of  vaso- 
motor center. 

9. 

Castor  Beans 

Phytotoxins 

Gastrointestinal  symptoms, 
vasomotor  depression, 
convulsions. 

10. 

English  Ivy 

Saponic  glycosides 

Allergic  dermatitis,  excite- 
ment, breathing  difficulties, 
coma. 
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pea  group,  or  the  chewing  of  an  oleander 
leaf,  may  be  fatal. 

Prompt  emptying  of  the  stomach  by  using 
ipecac  syrup  or  performing  gastric  lavage 
is  the  indicated  treatment  in  any  plant  in- 
gestion, regardless  of  the  amount  ingested, 
especially  if  it  is  difficult  to  identify  the 
plant  accurately.  The  treatment  of  local  and 
systemic  symptoms  is  symptomatic.  There 
is  no  specific  antidote  for  plant  poisoning. 
Close  observation  of  the  patient  for  the  next 
24  hours  following  the  ingestion  is  strong- 
ly recommended. 

There  is  no  doubt  that  familiarity  with  the 
potential  hazards  associated  with  all  house- 
hold flora  would  greatly  decrease  the  num- 
ber of  poisoning  cases  reported  every  year, 
especially  among  young  children. 


The  public  in  general  should  be  instructed 
to  keep  plants,  seeds,  fruits,  and  bulbs  away 
from  infants.  Children  should  be  taught  the 
potential  dangers  of  toxic  plants,  to  keep 
away  from  poison  ivy  and  sucking  nectar 
from  flowers,  as  well  as  to  know  how  to 
recognize  the  various  plants  in  their  imme- 
diate living  area. 
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Delay:  A Problem  in  Cancer  Control 


Introduction 

A serious  limiting  factor  in  the 
physician’s  cancer  control  pro- 
gram is  patient  delay.  No  mat- 
ter how  earnestly  the  physician  may  strive 
for  the  earliest  possible  detection  of  cancer, 
his  program  will  be  doomed  to  total  failure 
if  patients  fail  to  call  his  attention  to  early 
signs  and  symptoms  indicative  of  cancer. 
This  is  obviously  an  extremely  complex  and 
multifaceted  problem  which  involves  atti- 
tudes and  feelings  on  the  part  of  both 
physician  and  patient.  The  physician’s  man- 
ner and  attitude  toward  the  patient  will  af- 
fect the  way  he  is  viewed  psychologically  by 
the  patient.  It  will  also  determine  the  extent 
to  which  he  is  “approachable.”  On  the  other 
hand,  the  educational  level  of  the  patient 
and  his  personality  influence  his  relation- 
ship to  and  manner  of  communication  with 
his  physician.  Other  factors  which  may  con- 
tribute to  patient  delay  include  financial 
status,  relative  availability  of  medical  serv- 
ices, distance  and  transportation  problems, 
and  the  level  of  the  patient’s  understand- 
ing of  the  significance  of  signs  and  symp- 
toms of  cancer.  So  much  depends  upon 
these  factors  that  the  success  or  failure  of 
a cancer  detection  program  can  almost  be 
measured  by  them. 

We  have  been  interested  in  the  problem  of 
delay  in  cancer  detection  for  the  past  8 
years,  as  part  of  our  research  in  cancer 
genetics  as  well  as  in  studies  of  attitudes 
and  feelings  about  our  patients’  conceptuali- 
zations of  the  cancer  problem  per  se.  There- 
fore, we  propose  to  present  findings  con- 
cerning reasons  for  delay  among  patients 
who  were  receiving  treatment  for  cancer  of 
certain  specific  anatomic  sites.  Our  infor- 
mation was  ascertained  either  at  interviews 
or  was  revealed  in  questionnaires. 

Material  and  Methods 

Patient  delay  is  defined  as  his  failure  to 
seek  medical  attention  for  obvious  signs 
and  symptoms  of  cancer  for  a period  of 
three  months  or  longer.  Physician  delay  is 
defined  as  failure  on  his  part  to  recognize 
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the  seriousness  and  significance  of  the  pa- 
tient’s complaints,  failure  to  prescribe  ap- 
propriate therapy,  or  failure  to  insure  ade- 
quate patient  followup  studies.^ 

For  several  years,  our  studies  of  delay 
were  concerned  primarily  with  cancer  fam- 
ilies. Patients,  their  relatives,  and  their 
physicians  were  carefully  interviewed  in 
order  to  determine  reasons  which  had  con- 
tributed to  delay  in  seeking  care  for  signs 
and  symptoms  of  cancer.  In  order  to  avoid 
patient  and  observer  bias,  a standard  inter- 
view form  was  devised  for  use  in  interview- 
ing each  patient  who  was  admitted  to  our 
cancer  genetic  protocol.  Thus,  we  were  able 
to  obtain  information  on  patients  who  sought 
medical  attention  promptly  for  signs  and 
symptoms  of  cancer  as  well  as  those  who 
exhibited  significant  delay. 

A second  study  involved  a systematic 
evaluation  of  83  patients  who  were  receiving 
treatment  at  a University  Cancer  Chemo- 
therapy Clinic  (University  of  Nebraska  Col- 
lege of  Medicine) ; later  a medical  record  re- 
view was  carried  out  on  170  consecutive 
breast  cancer  patients  and  165  consecutive 
patients  with  cancer  of  the  penis,  all  of 
whom  had  received  treatment  at  the  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Houston,  Texas.  In 
addition,  selected  patients  who  had  pre- 
sented with  inordinate  delay  in  both  the 
breast  cancer  series  and  cancer  of  the  penis 
series  were  intensively  interviewed  and, 
whenever  possible,  their  close  relatives  were 
interviewed  in  order  to  elicit  as  much  infor- 
mation as  possible  concerning  factors  which 
contributed  to  delay  in  cancer  detection. 

*Associate  Professor  and  Chairman,  Department  of  Pre- 
ventive Medicine  and  Public  Health,  Creighton  University 
School  of  Medicine,  Omaha,  Nebraska. 

fAssistant  Pi'ofessor,  Department  of  Preventive  Medicine 
and  Public  Health,  Creighton  University  School  of  Medicine. 
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Results 

The  results  of  the  medical  review  of  170 
consecutive  patients  with  histologically  veri- 
fied breast  carcinoma  are  shown  on  Table 
1.  One  half  (85)  of  these  patients  had  been 
followed  in  a surgical  breast  clinic  (oper- 
able) ; one  half  (85)  received  treatment  in  a 
medical  breast  clinic  (advanced  or  inoper- 
able). 

Results  in  the  breast  clinic  series  (Table 
1)  show  that  no  significant  difference  in 
delay  was  noted  between  the  operable  and 
advanced  breast  cancer  groups  in  the  inter- 
val of  three  months  to  one  year.  However, 
a significant  difference  was  noted  between 
these  groups  when  delay  was  of  a duration 
of  one  year  or  longer  (x^  = 16.7 ; p> 
0.001).  The  difference  in  five-year  sur- 
vival between  the  two  groups  was  also  sig- 
nificant (x2  = 33.9;  p>0.001),  with  longer 

Table  1 


BREAST  CARCINOMA  — DELAY 


No.  of  patients 

Operable 
No.  Percent 

85  100 

Advanced 
No.  Percent 

85  100 

No  delay 

35 

41 

19 

22 

Delay,  3 mo.  to  1 yr. 

30 

35 

20 

24 

Delay,  1 yr.  and 
longer 

20 

24 

46 

54 

Patient  and  physician 
delay 

7 

8 

18 

21 

Five  year  survival 

61 

72 

23 

27 

This  table  depicts  a comparison  of  the  extent  of  delay 
before  seeking  medical  care  exhibited  by  a group  of  85 
women  with  operable  breast  carcinoma  and  a group  of  85 
women  with  advanced  (inoperable)  bieast  carcinoma.  (Re- 
produced with  permission  from  Surg  Gynec  Obstet  128 : 
1027-1032.  1969). 

Table  2 

REASONS  GIVEN  FOR  DELAY  BY  85  PATIENTS 
WITH  ADVANCED  BREAST  CARCINOMA 
AND  85  PATIENTS  WITH  OPERABLE 
BREAST  CARCINOMA 

Medical  Surgical 

Breast  Breast 

Clinic  Clinic 


Fear 27  17 

Misconceptions:- 

No  pain,  bleeding,  or  discharge 19  2 

Misunderstanding  or  failure  to 

recognize  symptoms  32  21 

Denial  11  6 

Extrinsic  reasons: 

Physician  delay,  included 

physician  and  patient 18  7 

Illness  in  close  family  member 5 4 

Finances  and  transportation 12  10 


This  table  compares  the  reasons  for  delay  ascertained 
from  a group  of  85  women  with  operable  breast  carcinoma 
and  a group  of  85  women  with  advanced  (inoperable)  breast 
carcinoma.  (Reproduced  with  permission  form  Surg  Gynec 
Obstet  128:1027-1032,  1969). 


survival  of  patients  in  the  operable  group, 
among  whom  the  delay  was  of  shorter  dura- 
tion.-^ 

The  overall  findings  revealed  that  major 
factors  contributing  to  delay  in  breast  can- 
cer patients  included  fear  of  surgery  and 
of  the  mutilative  aspects  involved  in  the 
removal  of  a breast,  denial,  anxiety,  pessi- 
mism, fatalism,  apathy,  and  misconceptions 
about  the  cancer  problem  (Table  2). 

Case  histories  of  two  patients  will  be  pre- 
sented in  greater  detail  below. 

Results  of  the  penile  cancer  study  have 
been  published.®  Brief  comments  of  our  find- 
ings relevant  to  delay  will  be  discussed. 

Delay  in  the  penile  cancer  series  showed 
that  combined  delay  on  the  part  of  the  physi- 
cian and  patient,  as  well  as  exclusive  patient 
delay,  occurred  in  134  of  165  patients 
(81%).  Exclusive  physician  delay  was  a 
result  of  failure  to  examine  the  penis  dur- 
ing the  physical  examination  and/or  failure 
to  obtain  biopsies  of  suspicious  lesions.  At- 
titudes of  fear  and  anxiety,  particularly  with 
reference  to  loss  of  the  organ,  guilt,  denial, 
apathy,  as  well  as  misconceptions  about  the 
type  of  lesion  were  all  instrumental  in  pre- 
venting patients  from  seeing  their  physicians 
early  in  the  course  of  the  disease. 

Delay  factors  in  83  patients  with  can- 
cer of  all  sites,  treated  at  a University  Cancer 
Chemotherapy  Clinic  are  presented  in  Table 

3. 

Delay  in  patients  with  a strong  family  his- 
tory of  cancer  was  primarily  caused  by  at- 

Table  3 

EXTENT  OF  AND  REASONS  FOR  DELAY  IN 
PATIENTS  OF  TUMOR  SERVICE  SERIES 

No.  Percent 


Total  number  interviewed 83  100 

Males  23  28 

Females 60  72 

Diagnosis  of  carcinoma 83  100 

No  delay 36  43 

Delay  longer  than  3 months 45  57 

Reasons  for  delay: 

Emotional  or  psychological 9 19 

Extrinsic  and  iatrogenic 16  34 

Misconceptions  and  misinterpre- 
tation of  symptoms 20  43 

This  table  reveals  the  extent  of  and  reasons  for  delay 
in  seeking  medical  care  in  a randomly  selected  group  of 


patients  who  were  receiving  palliative  treatment  in  a tumor 
clinic  of  a university  hospital.  (Reproduced  with  permis- 
sion from  Arch  Environ  Health  17:204-209,  1968). 
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titudes  of  fatalism  and  pessimism,  stem- 
ming from  many  years  of  observing  cancer 
in  relatives  often  with  a poor  outcome.  Un- 
fortunately, patients  from  cancer  families 
often  overlooked  the  fact  that  their  rela- 
tives who  had  poor  outcomes  had  also  delayed 
for  prolonged  periods  of  time  before  seek- 
ing medical  attention.^-  ® 

When  a physician  is  aware  that  a pa- 
tient under  his  care  is  a member  of  a cancer 
family,  he  can  expect  one  of  several  reac- 
tions from  the  patient.  Some  may  react 
with  hypochondriasis  and  consult  him  un- 
necessarily ; others  may  deny  or  ignore 
symptoms  and  fail  to  mention  them  to  the 
physician ; while  others  may  react  with  fear, 
or  hostility  because  of  an  attitude  that  can- 
cer is  an  “unmentionable”  disease,  or  in- 
curable. 

At  a field  visit  where  members  of  a can- 
cer family  were  being  examined,  a family 
physician  discussed  the  above  matter  with 
us.  He  believed  that  the  physician  should 
take  an  active  part  in  encouraging  members 
of  cancer  families  to  go  for  regular  health 
maintenance  examinations,  and  he  encour- 
aged his  patients  to  discuss  their  feelings 
about  this  matter. 

Case  Studies 

The  following  case  reports  of  patients 
whom  we  interviewed  are  representative  of 
many  patients  who  exhibit  delay. 

Case  I — 

This  patient  (Fig.  1)  was  a 41-year- 
old  married  woman  who  lived  in  a small 
city  with  her  husband  and  three  chil- 
dren, ages  17,  13,  and  10.  Her  mother 
had  died  of  breast  cancer  at  the  age  of 
64,  a year  previously.  Her  diagnosis 
was  inoperable  carcinoma  of  both 
breasts  with  extensive  metastases  to 
skin  and  lungs.  She  was  unable  to  dis- 
cuss her  symptoms  of  cancer  at  an 
interview  in  the  clinic,  but  when  inter- 
viewed in  her  home,  she  explained  that 
her  symptoms  were  quite  different  from 
what  she  thought  cancer  symptoms 
would  be.  “I  never  had  a lump  in  my 
breast,  nor  any  pain.  I was  never  ill, 
but  just  got  more  tired.”  She  explained 
that  she  was  the  type  who  never  “ran 


to  the  doctor.”  However,  when  she  de- 
veloped a severe  cough  and  dyspnea,  she 
finally  consulted  a physician.  The 
physician  recognizing  her  far  advanced 
pathology,  referred  her  immediately  to 
a metropolitan  hospital.  She  had  been 
reluctant  to  go  to  the  hospital  stating 
that  she  would  refuse  surgery  if  it  were 
recommended.  When  asked  about  this, 
she  said  that  her  mother  had  had  breast 
surgery,  followed  two  years  later  by  a 
“red  spot”  which  appeared  in  the  scar. 
Following  a second  operative  procedure, 
her  mother  went  rapidly  downhill  and 
died  within  a few  months.  Soon  after- 
ward, she  learned  that  a friend  had  also 
had  breast  surgery  and  died  within  two 
years.  Our  patient  and  her  husband 
were  both  under  the  impression  that 
surgery  would  only  hasten  death.  This 
was  an  obvious  misconception  concern- 
ing the  benefits  of  surgery,  since  they 
thought  that  it  would  “spread  the  can- 
cer around.”  This  case  illustrates  the 
fact  that  fear,  misinterpretation  of 
symptoms,  misconceptions  about  sur- 
gery, and  possible  lack  of  patient-physi- 
cian communication  may  all  have  con- 
tributed to  delay  in  seeking  medical  at- 
tention. 

Case  II  — 

This  patient  (Fig.  2)  was  a 71-year- 
old  Negro  widow  who  lived  alone  in  a 
small  community.  She  was  referred  by 
her  family  physician  to  a tumor  insti- 
tute, where  diagnoses  were  made  of  car- 
cinoma of  the  left  breast  with  massive 
nodes  in  the  left  axilla  and  in  the  supra- 
clavicular region,  increased  size  of 
nodes  in  the  right  axilla,  arteriosclerotic 
heart  disease,  obesity,  and  rheumatoid 
arthritis. 

When  the  patient  was  interviewed  in 
the  Breast  Clinic,  she  stated  that  she 
first  noted  “kernels  under  my  arm” 
about  a month  previously.  When  they 
became  sore,  she  used  linaments  to  “get 
them  down.”  She  complained  of  “ar- 
thritis” in  her  left  shoulder,  elbow  and 
both  knees,  which  had  been  developing 
slowly  for  about  five  years.  Though  she 
applied  linament  to  her  arm,  the  swell- 
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ing  and  pain  continued.  She  said  that 
her  son  had  insisted  that  she  see  a 
doctor,  even  though  she  had  felt  that 
the  lesions  under  her  arm  might  have 
been  “boils.”  When  asked  what  the  doc- 
tor told  her  it  was,  she  answered,  “He 
said  it  might  be  cancer.”  She  then 
told  the  clinic  physician,  “If  I’m  not 
too  late,  maybe  you  can  help  me.”  The 
clinic  physician  asked  her  if  she  had 
thought  it  might  be  cancer.  She  said 
that  she  did  not  think  it  was,  but  that  her 
son  thought  it  was  cancer.  Throughout 
the  interview,  she  was  extremely  eva- 
sive about  the  amount  of  time  that  she 
had  delayed,  and  denied  that  her  symp- 
toms such  as  swollen  breast  and  en- 
larged axillary  lymph  nodes  had  been 
present  longer  than  two  months.  In- 
spection of  the  lesions  showed  that  they 
must  have  been  apparent  to  her  for 
many  months. 

The  medical  social  worker  interviewed 
the  patient’s  son  who  said  that  he  knew 


his  mother  had  had  “arthritis”  for  about 
two  years,  but  that  she  tried  to  hide  her 
symptoms  from  him.  She  never  com- 
plained about  any  of  her  ailments,  but 
seemed  to  be  trying  to  ignore  them.  He 
said  that  his  mother  never  went  to  a 
doctor  for  her  complaints  unless  she  felt 
extremely  ill. 

Family  History;  This  lady  had  cared 
for  a sister  who  had  died  15  years  pre- 
viously of  cancer  of  the  breast.  She 
had  also  cared  for  a second  sister  young- 
er than  herself  who  had  a cancer  (pri- 
mary site  unknown)  three  years  previ- 
ously at  age  59.  It  is  therefore  quite 
evident  that  the  patient  knew  about 
cancer  and  should  have  understood  what 
can  happen  with  or  without  treatment. 
The  examiners  were  impressed  that  the 
patient  was  not  only  fearful  but  was 
trying  to  ignore  her  symptoms  for  as 
long  as  possible. 


Fi^re  2,  Anterior  view  of  patient,  Mrs.  D.,  revealing  enlargement  of  left  breast,  dimpling  of  nipples  and  swelling 
of  left  arm. 
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Discussion 

The  cure  rate  for  many  cancers  could  be 
increased  significantly  if  patients  would 
only  seek  medical  attention  early  in  the 
natural  history  of  the  specific  malignant 
neoplasm.®-*  The  hiatus  which  exists  between 
early  signs  and  symptoms  of  malignancy, 
and  the  time  the  patient  seeks  medical  care 
becomes  increasingly  more  tragic  as  our 
scientific  technology-  and  medical  acumen  for 
early  diagnosis  improves.  Thus,  with  many 
different  practical  cancer  tests  available  to- 
day in  any  physician’s  office,®- 1®  detection 
and  cure  could  be  effected  for  some  while 
they  are  still  at  a preclinical  stage.  In  spite 
of  commendable  efforts  by  the  American 
Cancer  Society,  through  neighbor-to-neigh- 
bor  appeals,  television,  newspaper,  and  radio, 
a number  of  patients  continue  to  present  to 
the  physician  for  the  first  time  with  far  ad- 
vanced malignant  disease.  Soberingly,  sta- 
tistics compiled  annually  by  this  society 
monotonously  reveal  that  approximately  one- 
third  of  the  cancer  deaths  each  year  could 
have  been  averted  by  earlier  cancer  detec- 
tion. 

Our  observations  in  a variety  of  clinical 
settings  and  in  cancer  genetic  research  re- 
vealed that  delay  in  cancer  detection  was  a 
formidable  problem. The  critical  reader 
might  immediately  state  that  results  based 
on  a university  clinic,  comprised  of  a ma- 
jority of  indigent  patients,  may  pose  a seri- 
ous bias  because  most  are  members  of  a 
lower  socioeconomic  group.  Patients  re- 
ceiving treatment  at  a major  tumor  insti- 
tute represent  a cross  section  of  individuals 
from  a wide  range  of  educational  and  socio- 
economic backgrounds,  but  they  may  also 
present  a bias  because  the  majority  have 
more  serious  or  advanced  disease  which  is 
often  the  basis  for  their  referral.  Patients 
in  cancer  families  may  also  present  a bias 
since  cancer  is  concentrated  in  a kinship 
which  presents  its  own  peculiar  psycho- 
logical problems.  The  authors  admit  the 
presence  of  these  biases  but  admonish  the 
reader  to  weigh  the  data  critically  even 
with  these  biases  in  mind,  for  we  find,  un- 
fortunately, that  delay  is  also  a serious  prob- 
lem when  entire  populations  are  systematic- 
ally sampled  and  surveyed,  as  has  been  done 
repeatedly  in  the  past  by  the  American  Can- 


cer Societyii  and  other  professional  organ- 
izations.13 

At  a recent  meeting  of  the  World  Health 
Organization  Expert  Committee  on  Early 
Detection  of  Cancer,  it  was  stated  that  at 
the  present  time  while  the  etiology  of  can- 
cer remains  unclear,  the  best  method  of  pre- 
vention of  serious  illness  due  to  cancer  is 
early  detection  by  proper  diagnostic  pro- 
cedures. Mass  screening  campaigns  were 
recommended. 

We  believe  that  data  based  on  our  own 
observations  of  reasons  for  delay  and/or 
reasons  for  not  wishing  to  undergo  screen- 
ing tests  for  cancer  could  be  useful  to  the 
physician  who  is  attempting  to  effect  a 
cancer  control  program  in  his  own  prac- 
tice. 

Many  underlying  psychodynamics  may 
permit  patients  to  neglect  their  bodies  by 
avoiding  medical  attention  when  obvious 
signs  and  symptoms  are  present.  Carl  Men- 
ningei',1^  in  his  classic  work  on  the  subject, 
comments  on  underlying  self  - destructive 
and  suicidal  tendencies  as  motives  in  such 
patients.  He  distinguished  between  the 
"cone ions  wish  to  die  (or  wish  not  to  die) 
and  the  unconscious  wish  to  die,  the  former 
being  . . . the  result  of  numerous  cooperat- 
ing and  conflicting  vectors.  One  suspects 
an  unconscious  wish  not  to  die  . . . more 
correctly,  the  absence  of  the  wish  to  die  . . . 
in  frequent  attempts  of  suicide  which  turn 
out  unsuccessfully  because  of  faulty  tech- 
nique . . . the  powerful  self-destructive  ten- 
dencies with  conspicuous  aggressive  and 
punitive  elements  . . . thwarted  in  every 
case  by  what  appears  to  be  a comparative 
weakness  of  the  wish  to  die  . . .”  As  physi- 
cians, we  channel  our  thoughts  and  energies 
toward  maintaining  life  and  comfort  for  our 
patients  and,  in  conjunction  with  this,  we 
assume  that  our  patients  will  also  help  us 
attain  this  goal.  However,  Menninger  em- 
phasizes the  fact  that  this  is  not  always 
the  case:  “.  . . destructiveness  in  the  world 
cannot  all  be  ascribed  to  fate  and  the  forces 
of  nature,  but  must  in  part  be  laid  at  the 
door  of  man  himself  . . . this  destructive- 
ness, in  paradoxical  contradiction  to  the 
axiom,  that  self-preservation  is  the  first 
law  of  life.”  Finally,  Menninger  raised  the 
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question  of  a balance  of  forces  between  the 
so-called  “death  instinct”  of  Freud  and 
“life  instinct”  or  “primary  impulses  of  cre- 
ativeness and  constructiveness ; it  is  various 
phases  of  indirection  between  these  two 
which  constitute  the  psychological  and  bio- 
logical phenomenon  of  life.” 

Such  reasoning  in  no  way  implies  that 
man  must  respond  to  such  underlying  “death 
instinct”  impulses.  Rather,  it  must  be 
realized  that  such  behavior  may  represent  a 
response  to  a multitude  of  psychological 
forces  which  include  anxiety,  apprehension, 
misconceptions  and  fear  of  cancer  which 
may  be  modified  even  further  by  economic 
factors.  For  many  patients,  it  is  probably 
too  late  to  begin  to  attack  this  particular 
“set”  late  in  adult  life.  Rather,  the  time  to 
develop  a more  positive  and  objective  at- 
titude toward  such  an  emotionally  charged 
subject  as  cancer  is  early  in  life;  and  hope- 
fully through  early  education  about  the  sub- 
ject of  cancer,  a serious  cancerophobia  might 
be  averted.  The  end  result  could  hopefully 
be  improved  patient-physician  communica- 
tion about  this  subject.  A skilled  interview- 
er soon  learns  that  many  trivial  problems 
which  present  “acutely”  are  in  fact  signals 
given  by  the  person  that  all  is  not  well,  i.e., 
family  problems,  occupational  disappoint- 
ments, and  in  some  cases,  fearful  underlying 
signs  and  symptoms  consistent  with  cancer. 
In  the  latter  case,  these  may  be  so  charged 
with  emotion  that  the  patient  cannot  muster 
the  courage  to  tell  what  is  really  bother- 
ing him.  Thus,  a patient’s  complaint  of  a 
“sore  throat”  would  be  her  way  of  coming 
to  the  attention  of  her  physician ; she  might 
hope  that  he  might  ask  her  about  her  post- 
coital  bleeding  or  about  a mass  in  her  breast, 
rather  than  personally  having  to  initiate  dis- 
cussion of  these  worrisome  problems  herself. 
We  believe  that  the  important  solution  to  this 
matter  is  for  the  physician  to  take  the  time 
to  listen  to  the  patient’s  statements  of  her 
problem  and  to  encourage  her  to  discuss 
all  of  her  complaints.  However,  in  a physi- 
cian’s busy  practice,  time  may  be  a severely 
limiting  factor.  Thus,  unfortunately,  the 
cycle  continues,  ie.,  a fearful  patient  sends 
up  a “flare,”  but  this  alert  goes  unanswered 
because  time  did  not  permit  full  discussion 
of  her  problem! 


In  order  to  improve  patient  - physician 
communication  so  that  patients  might  under- 
stand the  significance  of  signs  and  symp- 
toms of  cancer,  we  urge  that  cancer  educa- 
tion begin  as  early  in  grade  school  as  rea- 
sonably possible,  with  the  addition  of  more 
descriptive  material  in  high  school.  Em- 
phasis should  be  placed  on  objectivity  about 
the  biological  aspects  of  cancer  with  careful 
attention  to  the  importance  of  early  diag- 
nosis of  this  disease.  Additional  attention 
should  be  given  to  etiology  and  the  effects 
of  carcinogens  in  our  environment,  how  they 
can  be  controlled  in  some  cases,  such  as 
cigarette  smoking.  Considerable  attention 
is  now  being  given  to  sex  education  in  grade 
school  and  high  school.  In  such  programs, 
ample  opportunity  should  be  allowed  for 
stressing  the  importance  of  Pap  smears  in 
the  detection  of  cervical  cancer  and  the  im- 
portance of  self-palpation  for  early  detec- 
tion of  breast  cancer. 

Students  should  be  taught  that  a physician 
can  be  an  important  ally  in  the  maintenance 
of  health,  but  they  should  also  learn  that  this 
type  of  relationship  can  only  become  fruitful 
when  the  patient  cooperates  with  his  family 
physician  by  planning  for  regular  checkups 
and  seeing  him  at  the  first  sign  or  symp- 
tom of  cancer. 
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Current  Concepts  — Status  Epilepticus 


Status  epilepticus  and  its 
therapy  is,  perhaps,  among  the 
most  controversial  and  least 
understood  problems  confronting  the  physi- 
cian and  especially  the  neurologist  and  neuro- 
pediatrician. 

It  is  the  purpose  of  this  paper  to  present 
a review  of  the  literature  in  an  attempt  to 
achieve  “order  out  of  chaos.” 

Basically  what,  then,  is  status  epilepti- 
cus? 

Over  the  centuries,  the  meaning  of  the 
word  “status”  has  changed  from  a designa- 
tion for  the  common  feature  of  some  disease, 
or  the  height  of  an  attack.  According  to 
Lennox,*  Calmeil  in  1824  attributed  the  pres- 
ent day  use  of  the  term  to  the  patients  at 
the  Salpetriere  and  the  Bicetre,  i.e.,  “c'est 
ce  que  les  malades  appellent  entre  eux  etat 
de  mal”  Trousseau,  in  1868,  went  one  step 
further  and  specified  that  “I'etat  de  mal” 
could  last  for  several  days,  even  ending  in 
death.  Status  in  the  modern  sense,  then, 
designates  a period  in  which  symptoms  are 
usually  continuous  or  unduly  severe,  critical, 
or  prolonged.  The  best  way  to  express  it  is 
as  Lennox*  has  done,  when  he  compares 
status  to  “red  beads  along  a black  string 
of  coma,  to  differentiate  it  from  that  type 
of  seizure  which  is  continuous  but  which 
does  not  have  coma  gluing  them  together. 
During  this  period,  brain  potentials,  as  re- 
corded by  the  EEC,  are  almost  quiescent,  but 
may  return  to  normal  within  24  hours  if 
the  patient  survives. 

The  term  “status  epilepticus”  commonly 
refers  to  major  motor  or  grand  mal  convul- 
sions, although  petit  mal  status  is  recognized 
in  which  the  patient  seems  in  a constant 
daze.  According  to  Janz,’^  a propulsive  type 
of  petit  mal  status  may  be  recognized  by 
remarkable  waxing  and  waning  presenting 
itself  as  a chaos  of  irregular,  uncoordinated, 
more  or  less  forceful  “sliding”  movements, 
affecting  mainly  shoulders  and  arms,  but 
also  rump  and  legs,  and  which  may  appear 
as  chorea  or  an  hysteriform  attack.  A psy- 
chomotor status  has  been  described  on  the 
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EEC.  Finally,  “epilepsia  partialis  continua” 
designates  the  status  of  onesided  Jacksonian 
attacks. 

Of  all  of  these,  only  grand  mal  status  is 
life-threatening,  and,  even  with  successful 
therapy,  may  still  give  rise  to  temporary  or 
permanent  brain  damage,  paralyses,  speech 
damages,  ataxia,  and  dementia.  Rapidly  re- 
peated severe  convulsions  and  anoxia  may 
cause  or  increase  pathological  lesions  and 
mental  decay.  In  successive  attacks,  the  in- 
teiwals  of  consciousness  yield  to  stupor,  and 
then  to  coma.  Temperature,  pulse,  and  res- 
piratory rates  increase;  the  body  is  bathed 
in  cold,  foul-smelling,  sweat;  and  complete 
exhaustion  may  end  the  convulsive  move- 
ments. After  an  attack  of  deep  coma,  the 
patient  may  then  expire.  Since  brain  dam- 
age is  determined  considerably  by  the  at- 
tack, the  prognosis  depends  on  the  dura- 
tion and  the  severity  of  the  attacks. 

Etiology 

In  the  excellent  review  by  Janz,^  and  in 
agreement  with  other  authors,  it  is  stressed 
that  status  occurs  more  frequently  in  symp- 
tomatic than  in  idiopathic  epilepsy.  In  the 
latter,  status  usually  occurs  after  a long  and 
progressive  disease  course,  while  the  for- 
mer are  frequently  ushered  in  by  a status. 
A presupposition  that  the  appearance  of  a 
status  means  concurrent  brain  damage  would 
seem  valid,  and  in  this  case,  status  can  be 
considered  as  an  especially  dramatic  general 
symptom  of  cerebral  pathology  which  must 
be  clarified  through  a thorough  general 
neurologic  examination. 

The  most  frequent  causes  are  brain  tu- 
mors or  trauma,  with  tumors  being  mainly 
of  the  astrocytoma  or  glioblastoma  multi- 
forme groups.  Other  tumors  leading  to 

‘From  the  Department  of  Pediatrics.  The  Creighton  Univer- 
sity School  of  Medicine,  and  The  Children’s  Memorial  Hospital 
of  Omaha. 
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status  include  oligodendrogliomas,  ependy- 
momas, angiomas,  and  meningiomas,  al- 
though abscesses  may  also  present  as  ex- 
panding lesions.  Open  brain  trauma  is  three- 
fold as  productive  of  status  as  closed  brain 
trauma.  Cerebral  trauma  and  tumors  lead- 
ing to  status  are  almost  universally  located 
in  the  forebrain  regions  and  unilaterally, 
since  bilateral  affect  leads  to  the  picture  of 
frontal  akinesia.  Status  may  also  be  secon- 
dary to  inflammatory  and  degenerative  de- 
myelinating  encephalopathy,  intoxication  and 
nutritional  damage.  Status  many  times 
repetitive  bespeaks  a brain  tumor,  where- 
as a single  bout  of  status  of  considerable 
duration  may  indicate  a more  acute  ence- 
phalopathy. Cerebral  edema,  concomitant 
with  status,  may  be  secondary  to  acute  infec- 
tion, alcohol  intoxication,  sunstroke  with 
increased  fluid  intake,  as  well  as  diagnostic 
or  therapeutic  intervention  on  the  brain. 
Discontinuation  of  antiepileptic  medication 
in  a known  epileptic  is  another  cause  of 
status  epilepticus.  The  patient  may  have 
forgotten  to  take  the  medication  for  a few 
days  or  a few  doses;  he  may  have  not  had 
medication  in  his  possession  for  some  time; 
the  physician  who  initially  prescribed  the 
medication  may  not  have  emphasized  the 
necessity  for  uninterrupted  continuation  of 
medication. 

Therapy 

Before  a discussion  of  therapy,  some  com- 
mon errors  should  be  emphasized,  namely: 

1.  Initial  therapy  is  given  in  too  small 
a dose. 

2.  Continuing  status  is  treated  hesitantly 
with  insufficient  medication. 

3.  One  could  avoid  many  exacerbations  if, 
once  the  status  were  interrupted,  one 
gave  further  parenteral  medication 
dosage  at  regular  intervals  until  con- 
sciousness supervened  and  oral  medi- 
cation could  be  substituted. 

A medication  is  deemed  excellently  effec- 
tive if  it  halts  the  status  immediately  or 
within  ten  minutes,  good  if  intervals  are  pro- 
longed for  over  75%  by  comparison  with 
pre-therapy  intervals,  and  poor  if  the  above 
criteria  are  not  met. 


I.  Bromides  — First  used  by  Locock  in 
1853,  they  have  been  recommended  for  gen- 
eral control  of  epileptic  seizures  since  1857. 
They  were  supplanted  by  phenobarbital  in 
1912,  but  still  remain  excellent  medications 
for  the  control  of  grand  mal  epilepsy.  Ef- 
fectiveness of  therapy  necessitates  lowered 
but  fairly  constant  intake  of  table  salt,  and 
excretion  takes  place  slowly  and  primarily 
by  way  of  the  kidneys  which  probably  ex- 
plains why  status  epilepticus  rarely  occurs 
if  a few  doses  are  missed  or  the  drug  is 
withdrawn  abruptly.  Side  effects  include 
skin  rashes  and  psychoses.  Triple  bromide 
solution  is  most  frequently  used  in  a dosage 
of  300  mgm  twice  daily  to  600  mgm  four 
times  daily. 

II.  Barbiturates  — Phenobarbital  intra- 
venously is  a fairly  well-established  therapy 
for  status  epilepticus.  The  medication 
should  be  injected  very  slowly  intravenously 
(60  mgm  per  minute),  with  pauses  for  five 
minutes  after  every  100  mgm,  in  order  to 
watch  for  cessation  of  seizures.  For  in- 
fants, 5 mgm/kgm  is  the  optimum  dosage. 
One  must  watch  closely  for  development  of 
respiratory  depression,  since  this  is  a fre- 
quent complication  at  these  dosages.  Per- 
sonnel trained  in  the  use  of  artificial  respira- 
tion must  be  available  when  this  therapy  is 
employed.  Such  therapy,  therefore,  should 
only  be  undertaken  in  a hospital  setting. 

III.  Aldehyde  Group  — Chloral  hydrate 
i.v.  in  a dosage  of  0.01  to  0.02  gm/kgm  as 
10%  solution,  or  3 to  5 gm  in  the  form  of  an 
enema  have  been  used.  Paraldehyde  is  par- 
ticularly recommended  by  Livingston^i  for 
concomitant  use  with  barbiturates.  0.2 
ml/kg  i.m.  is  used  for  older  infants  and 
children. 

IV.  Hydantoinates  — Of  this  group,  di- 
phenylhydantoin  (Dilantin®)  has  been  the 
most  frequently  used  since  the  trial  by  Mur- 
phy and  Schwab®  in  1956.  Usually  150  to 
250  mgm  i.v.  suppresses  seizure  activity, 
but  another  100  to  150  mgm  may  be  given 
after  1/2  hour,  if  the  initial  trial  is  unsuccess- 
ful. The  dosage  may  be  repeated  every  six 
hours  as  necessary  over  the  next  36  hours. 
Side  effects  are  cosmetic,  hematopoietic,  he- 
patic, and  renal,  and  excess  or  prolonged 
administration  may  lead  to  permanent  struc- 
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tural  damage  of  the  peripheral  or  central 
nervous  system  and  catastrophic  effect  on 
a pre-existing  irritable  myocardium. 

V.  Local  Anesthetics  — Bernhard  and 
Bohm  in  1954  showed  these  to  be  effective. 
Lidocaine,  2 to  6 mgm/kgm/hr,  has  been 
shown  to  be  effective  in  diminishing  or 
abolishing  epileptic  attacks.  In  1955,  a 
marked  synergism  between  barbiturates  and 
lidocaine  was  demonstrated.  Unfortunate- 
ly, local  anesthetics  possess  epileptogenic 
properties  and  may  lead  to  cardiorespiratory 
failure. 

VI.  General  Anesthetics  — Brown®  et  al, 
in  1967,  recommended  i.v.  sodium  pento- 
thal  on  the  basis  of  their  success  in  117  pa- 
tients over  a six  year  period.  It  must  be 
given  as  a continuous  infusion.  An  initial 
i.v.  dose  of  25  to  100  mgm  is  given  i.v. 
slowly,  until  convulsions  cease.  Then  one 
gram  is  dissolved  in  550  cc  of  Ringer  lactate, 
and  given  at  the  rate  of  1 ml  per  minute. 
If  spells  are  absent  for  i/?  hour,  the  dose  is 
lowered  by  50%.  Usually  1 gm  is  needed 
in  the  first  12  hours,  with  a range  of  0.5 
to  2.0  gm.  The  average  therapy  will  last 
48  hours.  Dundee,®  however,  does  not  con- 
sider this  to  be  the  best  of  all  methods  since 
this  compound,  related  to  the  barbiturate 
series,  will  give  all  signs  of  barbiturate  over- 
dosage, i.e.,  respiratory  depression,  hypoten- 
sion, anoxia,  and  metabolic  acidosis.  His 
patients  needed  curare,  endotracheal  intu- 
bation, and  IPPB  to  assist  in  their  recov- 
ery. In  any  case,  a qualified  anesthesi- 
ologist is  required  for  this  form  of  therapy. 
A note  of  caution  — it  is  wrong  to  give 
these  patients  atropine,  since  they  may  al- 
ready be  febrile. 

VII.  Dehydrating  Agents  — Since  a com- 
mon factor  in  all  status  patients  will  sooner 
or  later  be  the  complication  of  cerebral 
edema,  and  cerebral  edema  may  itself  lead 
to  status,  a number  of  diuretic  agents  in- 
cluding Diamox,  urea  and  Mannitol  have 
been  recommended.  Diamox  is,  additionally, 
helpful,  since  in  order  for  propagation  of 
seizures,  sufficient  carbonic  anhydrase  must 
be  present,  and  Diamox  is  a carbonic 
anhydrase  inhibitor.  Urea  should  be  used 
with  caution,  if  at  all,  since  in  most 
cases  the  patient  has  impaired  renal  func- 


tion secondary  to  dehydration,  acidosis, 
etc.  Mannitol  has  been  used  in  a dosage  of 
1.5  to  2.5  gm/kgm  of  body  weight  over  1 
hour  as  a 25%  solution.  Caution  must  be 
used  since,  in  the  presence  of  failing  kidneys, 
systemic  circulation  may  become  overloaded, 
leading  to  pulmonary  edema.  Steroids,  addi- 
tionally, are  helpful,  especially  dexametha- 
sone,  4 to  8 mgm/m2/24  hours. 

VIII.  Benzodiazepines  — Of  these,  dia- 
zepam (Valiumi)  is  the  most  effective  and 
to  have  the  least  side  effects.  Since  1962, 
when  first  success  reports  appeared,  a num- 
ber of  authors  have  reported  about  the  safe, 
yet  highly  effective,  results  obtained  with 
diazepam  in  the  therapy  of  status  epilepticus. 
Though  the  exact  mechanism  of  action  of 
diazepam  is  uncertain,  it  is  known  that  dia- 
zepam affects  the  limbic  system  (hippo- 
campus and  amygdala),  the  reticular  forma- 
tion, and  appears  to  alter  spontaneous  seiz- 
ure activation  and  excite  inhibitory  neurons. 

Gastaut  found  diazepam  ineffective  in  con- 
trol of  seizures  of  traumatic  or  vascular  ori- 
gin. Lombrosoi®  found  the  drug  of  less 
value  in  seizures  secondary  to  diffuse  brain 
disease,  than  in  those  of  clearly  focal  ori- 
gin. Prensky  found  that  prolonged  seizures 
in  acute  brain  disease  responded  poorly  to  a 
single  i.v.  dose  or  diazepam,  and  required 
repeated  small  dosages  or  continuous  i.v. 
infusion. 

Dangers  of  treatment  appear  to  result 
from  combined  usage  with  other  medica- 
tions. Hypotension,  and  respiratory  depres- 
sion, results  from  the  previous  use  of  bar- 
biturate and/or  paraldehyde  medication.  Re- 
ports have  arisen  concerning  cardiac  arrest 
with  concomitant  use  of  hydantoinates.  Lin- 
gual obstruction,  the  most  frequent  side-ef- 
fect reported  by  Nicol,!"*  has  been  attributed 
to  the  muscle  relaxing  effect  of  diazepam. 
Diazepam,  given  intravenously  in  average 
doses  of  5 to  15  mgm  has  been  found  to  be 
useful  in  all  varieties  of  status  epilepticus 
and  has  become  established  as  the  probable 
drug  of  choice. 

General  Supportive  Measures 

These  include  general  therapy  of  coma, 
respiration,  heart  and  circulation,  dehydra- 
tion with  proper  use  of  electrolytes  and  al- 
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bumin,  suction,  oxygen,  hypothermia,  and 
antibiotic  therapy  for  the  hypostatic  pneu- 
monitis which  so  frequently  develops. 

AVOIDd): 

1.  Phenothiazines  — these  lower  thresh- 
old to  seizures. 

2.  Opiates  — lead  to  respiratory  em- 
barassment. 

3.  Cardiazol  and  camphor  — these  lead 
to  seizures  and  irritable  myocardium. 

Summary 

When  seizures  recur  at  a frequency  which 
does  not  allow  the  interim  recovery  of  the 
patient,  he  is  said  to  be  in  status  epilep- 
ticus.  It  is  a life-threatening  condition  and 
must  be  combatted  safely  and  effectively. 
The  aim  is  the  delivery  of  a large  dose  of 
anticonvulsant  in  a relatively  brief  period 
of  time.  The  physician  should  be  familiar 
with  the  anticonvulsants  he  is  using,  and  be 
aware  of  the  various  side  effects  and  com- 
plications, with  the  possibility  of  respiratory 
depression  being  ever  present.  General  anes- 
thesia should  be  undertaken  only  by  a quali- 
fied anesthesiologist  in  a hospital  setting. 
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Tuberculin  Skin  Testing  of  Omaha-Douglas 
County  School  Children 


The  purpose  of  this  paper  is  to 
review  the  tuberculin  skin  test- 
ing program,  and  to  give  im- 
petus to  obtain  the  follow-up  for  diagnosis 
and  proper  treatment  for  the  positive  re- 
actors. Infection  with  tuberculosis  in  chil- 
dren and  youth  continues  to  be  a problem, 
despite  major  advances  in  tuberculosis  con- 
trol. 

The  history  of  tuberculin  testing  in  the 
country  has  extended  for  more  than  50  years, 
and  in  this  area  for  over  30  years.  During 
this  time,  new  techniques  and  methods  have 
improved  the  efficiency  including  the  Man- 
toux.  Tine  test,  Heaf  Sterneedle  test,  and 
the  use  of  the  jet  gun.  These  and  all  other 
programs  have  been  aimed  at  the  ultimate 
eradication  of  tuberculosis.  This  goal  was 
first  stated  in  the  1959  Arden  House  Confer- 
ence, at  which  time  drug  treatment  as  a 
public  health  tool  was  made  the  chief  vector 
by  which  this  goal  could  be  obtained.  Chemo- 
therapy, developed  in  the  late  1940’s  and 
early  1950’s,  made  this  a realistic  goal. 
While  tuberculosis  had  dropped  to  20th  place 
as  cause  of  death  in  the  United  States  by 
1964,  it  has  remained  as  one  of  the  common- 
est infectious  causes  of  death.  In  the  United 
States  in  1966,  47,767  new  active  cases  were 
reported,  with  9,739  or  20%  less  than  25 
years  of  age,  and  5,583  or  11.7%  less  than 
15  years  of  age.^  Tuberculosis  remained 
among  the  5 to  10  leading  causes  of  death 
in  the  15-44  age  group.  With  the  avail- 
ability of  prophylaxis  and  chemotherapy  by 
proven  drug  regimes  it  is  important  to  find 
every  new  case.  Ferebee  has  reported  that 
between  20-25%  of  new  cases  reported  an- 
nually will  occur  in  recently  infected  contacts 
and  75-80%  will  develop  among  those  previ- 
ously infected  through  endogenous  reinfec- 
tion.^ 

More  than  70,000  persons  have  partici- 
pated in  the  United  States  Public  Health 
Service  controlled  trials  on  isoniazid  prophy- 
laxis. These  persons  have  been  followed 
yearly  for  an  average  of  12.5  years  within 
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the  range  from  9.5  to  15  years.  The  purpose 
of  the  study  was  to  determine  the  effective- 
ness of  preventive  treatment  in  various  popu- 
lation groups  — children  with  primary  tu- 
berculosis, contacts  of  new  cases,  patients 
in  mental  institutions  and  persons  with  in- 
active lesions  — and  to  observe  the  longterm 
results  of  the  one  year  course  of  isoniazid. 
The  rate  for  complications  of  primary  tuber- 
culosis in  children  was  30  per  1,000  for  the 
placebo  group,  and  4 per  1,000  for  the  isoni- 
azid group.  The  rate  for  household  contacts 
was  6 per  1,000  for  the  placebo  group  and 
2 per  1,000  for  the  isoniazid  group.  Over- 
all isoniazid  prophylaxis  has  shown  a reduc- 
tion in  subsequent  cases  of  tuberculosis  rang- 
ing from  55-85%  after  1 year  of  isoniazid.^ 

For  the  child  under  5 years  of  age,  tuber- 
culin testing  is  done  routinely  every  year 
until  school  entrance.  The  child  under  5 
years  of  age  is  more  apt  to  be  under  a medi- 
cal care  program  from  the  private  physician 
or  public  supported  clinics  either  in  univer- 
sity medical  schools  or  local  health  depart- 
ments. 

A sharp  decline  in  the  number  of  active 
cases  of  tuberculosis  over  the  next  five  years 
is  predicted  by  Dr.  Alfonso  H.  Holguin  of 
the  National  Communicable  Disease  Center. 
By  1975,  he  estimates  the  number  of  per- 
sons with  tuberculosis  will  have  dropped 
from  75,000  to  50,000  and  prolonged  hos- 
pitalization will  be  a rarity  in  the  United 
States.  During  1967-68,  there  was  a 6.6% 
decline  in  the  number  of  new  active  cases 
reported,  the  greatest  reduction  seen  in  a 
single  year  since  1959.  The  “dramatic 

♦Chief.  Maternal  and  Child  Health  Division,  Omaha-Douglas 
County  Health  Department. 

tPreventable  Disease  Control  Officer,  Omaha-Douglas  County 
Health  Department. 
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change”  is  attributable  to  the  widespread 
acceptance  of  preventive  treatment  with 
isoniazid  for  persons  in  special  risk  groups/ 
During  the  late  1940’s  and  1950’s,  the  effec- 
tiveness of  isoniazid  and  other  antimycobac- 
terial  drugs  had  been  clearly  demonstrated. 
It  is  now  recommended  that  tuberculin  test- 
ing be  conducted  in  the  kindergarten,  first 
and  elementary  grade  levels  because  early 
treatment  with  isoniazid  has  proven  to  be 
the  method  of  choice  for  recent  tuberculin 
converters  particularly  the  infant  and  young 
child.®  Routine  tuberculin  testing  is  first 
done  between  six  and  twelve  months  of  age, 
and  repeated  annually  up  to  four  or  five 
years  of  age.  The  American  College  of  Chest 
Physicians  recommends  testing  every  two 
years  thereafter  depending  on  the  prevalence 
and  risk  of  exposure  to  tuberculosis.® 

As  can  be  seen  in  Table  1,  the  rate  of  new 
cases  in  the  United  States  has  dropped 
56.8%  and  61.4%  in  Omaha-Douglas  County 
from  1954  to  1968.  Likewise  mortality  rates 
are  reduced  67.6%*  in  the  United  States  as 
compared  to  76.7%  in  Omaha  - Douglas 
County. 

For  many  years,  the  Nebraska  Tubercu- 
losis Association  in  cooperation  with  the 
schools  and  Omaha  - Douglas  County  Health 
Department  conducted  Tuberculin  Skin  Test- 
ing Programs  throughout  all  school  systems 


in  Omaha-Douglas  County.  All  children  en- 
tering high  school  were  tested  and  positive 
reactors  were  refeired  to  private  physicians 
or  clinics.  This  program  was  discontinued 
in  1959,  because  the  number  of  reactors  had 
decreased  to  the  point  where  mass  systems 
were  no  longer  productive  and  selective  test- 
ing became  necessary.  Unfortunately,  this 
was  not  done  and  no  testing  was  done  again 
until  1966. 

The  measles  epidemic  of  1966-67  promoted 
a review  of  tuberculin  testing  in  the  school 
age  child.  Following  the  recommendations 
of  the  United  States  Public  Health  Service 
and  the  American  Academy  of  Pediatrics,  it 
was  the  recommendation  of  the  Omaha- 
Douglas  County  Medical  Society  to  tuber- 
culin skin  test  children  before  launching  a 
measles  campaign  to  the  target  areas  of 
poverty.  The  results  of  this  testing 
showed  that  2.2%  were  positive  tuberculin 
reactors  and  were  of  sufficient  numbers  to 
waiTant  further  programming. 

Following  this,  it  was  proposed  that  a 
county-wide  program  be  conducted  annually 
for  certain  school  age  children.  During  the 
school  year  1967-68,  first  and  sixth  graders 
were  tested.  All  schools  in  the  city  and 
county  cooperated.  There  were  112,000  chil- 
dren registered  in  grades  one  to  twelve  in 
Douglas  County  for  1967-68.  From  this,  it 


Table  1 

ANNUAL  TUBERCULOSIS  MORBIDITY  AND  MORTALITY 
NEW  ACTIVE  CASES 

Per  100,000  Population  (1954-1968) 

DOUGLAS  COUNTY  NEBRASKA  UNITED  STATES 


New  Cases 

Deaths 

New  Cases 

Deaths 

New 

Cases 

Deaths 

Year 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

1954 

Ill 

37.6 

22 

7.3 

244 

17.7 

53 

4.1 

79,775 

49.3 

16,392 

10.2 

1955_ 

_ - 138 

45.1 

28 

9.2 

289 

20.8 

55 

4.3 

77,368 

46.9 

14,940 

9.1 

1956 

_ 78 

25.1 

21 

6.7 

241 

16.6 

54 

4.0 

69,895 

41.6 

14,061 

8.4 

1957 

84 

26.3 

34 

10.7 

210 

14.6 

74 

5.1 

67,149 

39.2 

13,324 

7.8 

1958 

_ 68 

21.1 

13 

4.0 

203 

14.2 

34 

2.4 

63,534 

36.5 

12,361 

7.1 

1959 

56 

17.1 

18 

5.5 

131 

8.3 

28 

2.0 

57,535 

32.5 

11,456 

6.5 

1960 

92 

26.7 

12 

3.5 

198 

14.0 

26 

1.8 

55,494 

30.8 

10,866 

6.0 

1961 

_ 92 

26.2 

13 

3.7 

176 

12.6 

32 

2.3 

53,726 

29.4 

9,938 

5.4 

1962- 

73 

20.4 

13 

3.6 

160 

11.4 

23 

1.6 

53,315 

28.7 

9,506 

5.1 

1963 

. 80 

22.0 

9 

2.4 

144 

10.3 

48 

3.5 

54,042 

28.7 

9,311 

4.9 

1964 

_ 57 

15.4 

12 

3.2 

140 

9.5 

26 

1.8 

50,874 

26.6 

8,303 

4.3 

1965 

_ _ 66 

17.6 

12 

3.2 

141 

9.5 

32 

2.2 

49,016 

25.3 

7,934 

4.1 

1966 

. _ 73 

19.2 

14 

3.7 

132 

9.1 

15 

1.0 

47,767 

24.4 

7,625 

3.9 

1967 

59 

14.8 

7 

1.8 

121 

8.4 

15 

1.0 

45,647 

23.1 

6,901 

3.5 

1968 

59 

14.5 

7 

1.7 

117 

8.1 

14 

1.0 

42,623 

21.3 

6,600* 

3.3* 

—Provisional 

Data, 

National 

Communicable 

Disease  Center. 

TB 

Branch, 

Public  Health  1 

Service, 

Department 

of 

Health.  Education  and  Welfare 
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was  estimated  that  9,000  first  graders  and 
9,000  sixth  graders  were  enrolled  in  150  ele- 
mentary schools. 

The  method  of  testing  in  the  Omaha  area 
has  followed  that  generally  seen  in  this  coun- 
try. From  1933  through  1959,  the  Mantoux 
Skin  Test  was  used.  During  this  period,  the 
positive  rate  dropped  from  28.3%  in  1938 
to  a low  of  3.9%  in  1959,  as  shown  in  Table 
2.  In  1966,  the  Tine  Test  was  used  in  all  the 
elementary  grades  in  the  schools  in  the  pov- 
erty area.  The  positives  were  retested  with 
Mantoux.  In  1967  and  1968,  the  children 
in  the  1st  and  6th  grades  in  all  the  schools 
in  Douglas  County  were  tested  with  the 
Heaf-Sterneedle.  Eighty-three  per  cent  of 
the  children  participated  in  the  program. 
During  this  past  three  year  period,  there 
were  a total  of  669  (1.8%)  reactors  as  shown 
in  Table  2.  Reports  of  follow-ups  were  ob- 
tained on  540  (80.0%)  and  185  (34.3%) 
were  placed  on  prophylactic  therapy. 

The  United  States  Public  Health  Service, 
the  American  Thoracic  Society,  and  the  Na- 
tional Tuberculosis  and  Respiratory  Disease 
Association,  recommend  isoniazid  for:  (1) 


persons  known  to  have  recently  become  in- 
fected, i.e.,  converted  from  negative  to  posi- 
tive tuberculin  reaction;  (2)  children  who 
are  reactors  through  the  age  of  adolescence; 
and  (3)  school  personnel  and  other  adult  re- 
actors closely  associated  with  children.  For 
the  positive  reactor,  the  United  States  Pub- 
lic Health  Service  recommends  the  follow- 
ing dosage:  300  mg  per  day  for  adults  and 
10  mg  per  kilogram  body  weight  for  chil- 
dren not  to  exceed  300  mg  per  day,  to  be 
administered  daily  for  a period  of  12 
months.® 

The  three  most  common  methods  used  for 
mass  tuberculin  testing  are  the  Mantoux,  the 
Tine  Test,  and  the  Heaf-Sterneedle.  Cur- 
rently, the  Heaf-Sterneedle  is  the  method 
selected  for  testing  in  our  program.  This 
is  a multiple  puncture  test,  which  is  accepted 
by  the  children  because  it  avoids  the  use  of 
a needle.  All  positive  reactors  were  referred 
to  their  medical  resource  of  choice;  the 
family  physician.  University  Clinics,  or 
Health  Department  Tuberculosis  Clinics. 
Table  3 shows  the  differences  in  the  above 
named  methods  for  reading. 


Table  2 

SKIN  TESTING  IN  OMAHA  PUBLIC  SCHOOLS 

Positive 


Positive 


School 

Year 

# Tested  # 

% 

School  Year 

# Tested 

# 

% 

1933 

19.8 

1950 

3,788 

603 

15.9 

1934 

1951 

3,629 

508 

14.0 

1935 

1952 

4’589 

289 

6.3 

1936 

, 



1953 

_ _ 3,561 

178 

5.0 

1937 

19,54 

3,915 

269 

6.9 

1938 

1,855  525 

28.3 

1955 

3,438 

201 

5.8 

1939 



Both 

Public  and  Catholic  - 

— High  School 

1940 

_ 

22.0 

Freshmen 

1941 

4,394  614 

14.0 

1956 

4,460 

220 

4.9 

1942 

3,851  729 

18.9 

1957 

_ 2,732 

98 

3.6 

1943 

4,167  963 

23.1 

1958 

2,945 

90 

3.1 

1944 

4,547  1,163 

25.6 

1959 

3,036 

119 

3.9 

1945 

2,467  577 

23.4 

1946 

2,260  573 

25.4 

1966 

9,293 

201 

2.2 

1947 

2,244  581 

26.0 

1967 

15,045 

200 

1.3 

1948 

470  96 

20.0 

1968 

14,784 

268 

1.8 

1949 

. 2,325  520 

22.3 

Table 

3 

SKIN  TEST  READING 

M-antoux 

Tine 

Heaf-Sterneedle 

(PPD  or  OT) 

(PPD 

or 

OT) 

(PPD) 

Reading 

48  - 72  hours 

48  - 72 

hours 

3-7  day 

Negative 

0-4  mm 

Under 

2 

mm 

Pale  papules 

Doubtful 

.5-9  mm 

2-4  mm 

Induration  without 

coalescence 

Positive  _ 

10  mm  or  more 

5 mm 

or 

more 

Induration  with  coalescence 
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The  reason  for  testing  the  younger  child 
is  that  positive  tuberculin  reactors  should 
be  placed  on  antimycobacterial  therapy  re- 
gardless of  clinical  status  as  the  best  results 
are  obtained  the  earlier  in  life  that  prophy- 
lactic regimes  can  be  instituted.'  Numerous 
studies  have  shown  that  breakdown  into  ac- 
tive tuberculosis  in  later  years  occurs  among 
those  who  were  positive  reactors  in  child- 
hood. If  untreated  positive  reactors  can  be 
held  to  a minimum,  future  active  cases  could 
reasonably  be  expected  to  decline. * Addi- 
tional emphasis  is  stressed  on  testing  young- 
er children  because  the  contact  environment 
is  far  more  limited  than  for  high  school  stu- 
dents. Contact  investigation  at  the  young- 
er age  level  has  proven  more  productive  in 
detecting  and  bringing  to  treatment  new 
cases  of  tuberculosis. 

Because  of  the  rising  problem  of  atjiiical 
mycobacterial  infection  a dual  testing  pro- 
gram has  been  conducted  by  the  U.  S.  Navy 
and  U.  S.  Public  Health  Service  since  1958. 
The  comparative  test  is  done  as  follows: 

The  comparative  test  consists  of  5 
TU  of  PPD-S  given  intradermally  in  one 
forearm  and  an  equivalent  dose  of 
PPD-B  in  the  other.  Both  tests  must 
be  given  at  the  same  time  for  reaction 
sizes  to  be  properly  compared  after  48 
to  72  hours. 

The  results  have  shown  that  when  the  two 
antigens  are  used  simultaneously  it  is  pos- 
sible to  separate  most  of  the  tuberculous 
and  atypical  reactions.  PPD-B  is  not  a sim- 
ple procedure  for  testing  large  numbers  of 
persons.  The  material  is  not  available  com- 
mercially but  upon  request  is  supplied  by 
the  Public  Health  Service  to  TB  Control  Of- 
ficers for  state  or  local  use.^ 


Summary 

1.  Of  the  37,080  pupils  tested  from  1966 
through  1968,  669  (1.8%)  were  positive 
reactors. 

2.  Follow-up  obtained  on  540  (80%)  of  the 
positive  reactors  revealed  that  185 
(34.3%)  were  administered  prophylactic 
therapy. 

3.  Tuberculosis  chemotherapy  is  recom- 
mended for  the  young  positive  reactor. 

4.  School  tuberculin  testing  programs  con- 
ducted on  selected  age  groups  can  be  an 
effective  method  to  identify  tuberculous 
infection. 

5.  The  combined  and  coordinated  efforts 
by  private  and  public  medicine  are  need- 
ed via  control  methods,  chemoprophy- 
laxis and  chemotherapy  to  bring  tuber- 
culosis to  eradication. 
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Drug  Use-Abuse:  Quo  Vadimus* 


I.  Social  Context  of  Drug  Use  — 

A Rationale 

ONE  of  the  primary  problems  in 
facing  up  to  the  need  to  develop 
a rationale  concerned  with  drug 
use  in  our  society  today  is  the  ever-pressing 
demand  that  we  develop  a general  thesis 
that  would,  without  bias,  embrace  both 
user  and  non-user,  both  problematic  and  non- 
problematic drug  use,  both  abstinence  and 
dependence,  regardless  of  the  purposes  which 
bring  about  such  drug  practices. 

Our  culture  is,  beyond  any  reasonable 
doubt,  a drug-taking  culture.  It  has  a tech- 
nological bent  for  producing  “the”  pill  for 
any  specified  ailment,  emotion,  or  sensation 
that  any  of  us  volitionally  chooses  to  modify. 
In  the  course  of  a day  at  a meeting  like 
this  it  would  not  be  unlikely  that  several 
among  you  will,  following  liberal  libation 
the  evening  before,  have  gingerly  ingested 
an  effervescent  liquid  on  arising  this  morn- 
ing before  taking  your  coffee  and  lighting 
up  the  first  cigarette  of  the  day;  perhaps 
then  on  to  a bit  of  dexedrine  to  get  the  old 
motor  fired  up  for  the  day’s  traffic,  and 
then  throughout  the  day  you  will  often  take 
in  caffeine,  nicotine,  and  alcohol  in  varying 
amounts  to  be  topped  off  before  going  to 
bed  with  a sleep  tablet.  The  very  opposite 
end  of  that  activity  pole  would  be  those 
among  you  whose  entire  practiced  attitude 
towards  drug-taking  is  one  of  revulsion  man- 
dating total  abstinence  as  a way  of  life. 

The  rationale  or  thesis  to  contain  both  of 
these  extremes  can  be  incorporated  into  a 
single  diagram  or  drug-intake  spectrum.  The 
spectrum  would  have  at  its  extreme  left  end 
abstinence,  and  at  its  extreme  right  end 
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dependence.  The  point  must  be  made  that 
the  compulsive  abstainer  and  the  compulsive 
drug-taker  share  with  a very  high  and  con- 
tinuing frequency  obsessive-compulsive  per- 
sonality traits  — more  often  than  not  their 
thinking  and  life  styles  are  but  359  degrees 
apart;  in  fact,  they  form  the  two  sides  of  a 
Janus  headed  coin. 

Another  frame  of  reference  to  be  borne 
in  mind  throughout  my  discussion  today 
is  that,  although  I shall  frequently  refer  to 
the  polar  extremes  of  abstinence  and  depend- 
ence, I am  fully  cognizant  of  the  fact  that 
there  is  no  such  thing  as  a “pure  culture” 
user  just  as  there  is  no  such  individual  as 
a “pure  culture”  alcoholic  or  “speed  freak.” 
Drugs  taken  singly  and  in  a variety  of  com- 
binations, which  themselves  are  constantly 
changing,  comprise  the  dominant  drug-tak- 
ing practices  for  most  of  us.  In  this  sense, 
the  drinker  who  goes  on  the  wagon  today 
positions  himself  at  the  abstinent  end  of 
the  scale  — to  the  far  left  on  our  drug  in- 
take spectrum  — but  when  he  falls  off  the 
wagon  at  the  next  annual  school  reunion, 
his  aching  head  attests  the  fact  that  within 
the  course  of  the  celebrations  he  managed 
to  achieve  positioning  on  the  far  right  end 
of  the  drug  intake  spectrum. 

fResearch  supported  in  part  by  Bureau  of  Research,  Depart- 
ment of  Mental  Hygiene.  Sacramento,  Project  7-T. 

*The  opinions  or  conclusions  stated  in  this  paper  are  those 
of  the  author  «and  are  not  to  be  construed  as  official  or  as 
necessarily  reflecting  the  policy  of  the  Department  of  Mental 
Hygiene. 
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The  current  social,  emotional,  and  legal 
context  of  drug  use  in  our  society  today  is 
one  that  begs  of  us,  the  experts,  that  we 
provide  a rationale  such  as  the  drug  intake 
spectrum  so  as  to  aid  in  the  search  for 
development  of  new  knowledge  through 
study  and  experimentation  and  the  reorder- 
ing of  old  knowledge  through  rethinking. 
Finally,  we  must  weed  out  and  discard  the 
old  wives’  tales  and  myths  which  even  to- 
day form  a strange  melange  in  which  the 
United  States  Treasury  Department,  law 
enforcement  and  the  Department  of  Justice, 
frightened  legislators  (state  and  federal), 
and  medical  practitioners  exhibit  propor- 
tionate amounts  of  hysterical  overtones  that 
augur  no  good  for  scientific  inquiry. 

II.  Growth,  Development,  and 
Diiig  Choice 

Erik  Erikson  (Childhood  and  Society),  a 
psychoanalytic  researcher,  some  years  ago 
advanced  a theory  concerned  with  the  psy- 
chological growth  and  development  of  the 
child  which  I feel  has  high  relevance  to  the 
choices  drug  users  make  — in  fact,  to  any 
of  us  who  establish  patterns  of  drug  usage 
through  rationalized  choice  and  preference. 

Simply  stated,  Erikson’s  theory  was  as 
follows:  That  over  the  first  several  years 
of  the  child’s  life  he  must  first  develop  a 
basic  trust  which,  if  successfully  accom- 
plished and  acquired,  can  lead  ultimately  to 
autonomy  and  initiative  for  that  individual 
as  other  developmental  growth  stages  are 
passed  through. 

As  parents,  all  of  us  have  witnessed  the 
crawling  infant  who,  having  established  the 
fact  that  Mother  is  the  trusted  source  of  all 
“goodies,”  can  then  proceed  to  explore  the 
world  out  of  sight  of  mother  but  frequently 
peeping  around  the  door  to  ensure  that  yes, 
indeed,  she  is  still  available.  Later  on  the 
same  child  achieves  the  autonomy  of  the 
sandbox  where  he  can  play  confidently  out 
of  sight  of  mother,  having  recourse  to  test 
for  her  presence  only  infrequently.  This 
theory,  then,  suggests  that  there  are  those 
who  can  easily  and  appropriately  negotiate 
these  basic  developmental  steps  leading  to  a 
fully  confidenced  individual.  Similarly,  there 
are  those  who  are  only  in  paid  successful 
and,  unfortunately,  some  who  never  manage 


to  have  developed  the  basic  trust  and  confi- 
dence that  leads  to  autonomy. 

Examples  from  observations  of  those  chil- 
dren who  made  it  or  did  not  make  it  are 
fairly  accurately  selected  and  categorized  by 
watching  a child’s  reaction  when  introduced 
to  the  merry-go-round  for  the  first  time. 
We  will  inevitably  observe  one  mother  whose 
child,  when  the  merry-go-round  starts  up 
and  the  drums  and  cymbals  and  clanging  be- 
gins, almost  escapes  from  her  clutching  hand 
in  his  pursuit  to  dash  in  and  become  part 
of  the  noisy  machinery.  Alongside  we  will 
observe  another  mother  with  a child  of 
the  same  age  who,  when  the  noise  begins, 
clutches  at  mother,  grabs  her  by  the  leg, 
begins  to  cry  and  withdraw,  as  if  to  retire 
from  all  the  clangor. 

It  is  my  contention  that  the  first  child, 
whom  we  might  call  extroverted,  seeks  to 
quest  and  engage  his  environment  so  as  to 
deal  with  and  incorporate  many  stimuli  that 
are  not  normally  available  to  himself  in 
terms  of  his  own  resources.  The  second 
child  who  cringes  and  attempts  to  with- 
draw — perhaps  we  might  call  him  intro- 
verted — represents  that  class  of  individual 
who  seeks  to  fend  off  stimuli  which  he  finds 
unmanageable,  fear  provoking,  and  even 
overwhelming. 

Such  a dichotomy  can  easily  be  applied  to 
the  pharmacopeia  of  drugs  and  medicines 
being  used  in  the  social  scene  today.  One 
class  of  drugs  we  must  call  centrifugal,  in 
that  the  predominant  drug  action  and  people- 
response  to  the  drug  makes  available  to  the 
user  wider  and  additional  varieties  of  stimuli 
than  would  be  normally  available  to  him. 
The  second  class  of  drugs  we  may  label 
centripetal,  as  representative  of  those  drugs 
that  normally  diminish,  put  down,  or  lower 
the  intensity  of  the  stimuli  that  the  indi- 
vidual has  to  deal  with.  Thus,  the  cen- 
trifugal classes  of  drugs,  those  which  users 
like  to  classify  as  the  “up”  type  of  drugs, 
are  exemplified  by  such  drugs  as  marihuana, 
the  amphetamines,  and  hallucinogens.  The 
centripetal  drugs,  those  which  fend  off 
stimuli  and  called  by  users  the  “down”  type 
drugs,  would  include  opium  and  any  of  its 
narcotic  derivatives,  the  sedative  hypnotics, 
alcohol,  and  tranquilizers. 
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Epidemiologically  speaking,  this  type  of 
classification  of  drugs,  drug  selection  and 
response  can  be  used  to  classify  populations 
in  terms  of  the  relative  proportions  or  the 
ratio  of  “up”  to  “down”  drugs  which  are 
taken  in  and  then  relating  that  ratio  to  per- 
sonality profiles  and  to  the  behavioral  con- 
sequences of  such  drug  use.  A sine  wave 
type  of  drug  use  pattern  would  be  that  of 
the  individual  who  takes  a dexedrine  in  the 
morning  to  start  his  day  and  takes  a corre- 
sponding amount  of  barbiturate  at  night  to 
go  to  sleep.  Likely,  as  long  as  this  pat- 
tern is  in  equilibrium  and  compatible  with 
well-being,  such  an  individual  would  fall 
heir  to  no  difficulty.  However,  should  the 
ratio  sharply  vary  in  terms  of  either  the 
dexedrine  intake  (the  up  side  of  the  ratio) 
or  the  barbiturate  (on  the  dowm  side  of  the 
ratio),  the  drug  use  pattern  at  that  point 
would  become  noticeably  dysfunctional  with 
undesirable  consequences  for  the  individual’s 
life  style  context  as  well  as  for  his  personal 
and  observable  behavior. 

If  we  now  join  our  classification  of  drugs, 
i.e.,  the  centrifugal  and  centripetal  rubric, 
to  the  personality  development  theory  of 
Erikson;  that  is,  the  trust-autonomy-ini- 
tiative triad  as  we  observe  its  consequences 
in  the  individual,  we  can  then  quite  readily 
appreciate  both  the  nature  and  quality  of 
some  of  the  choices  as  well  as  the  rationali- 
zations for  the  choices  being  made  during 
the  period  of  adolescent  and  pre-adult 
storm.  Every  state  in  the  union  today  claims 
to  have  always  increasing  intelligence  infor- 
mation that  our  youth  and  young  adults  are 
testing,  experimenting,  and  some  actually 
becoming  dependent  on  many  types  of  drugs 
and  combinations  of  drugs.  Further,  follow- 
ing the  technological  bent  of  the  cultural 
parent,  many  have  entered  into  all  of  the 
illicit  side  traffic  necessary  to  maintain  the 
trappings  of  the  drug  using  world  — the 
spoon,  the  needle,  the  connection,  the  gang, 
the  corner,  the  alley,  the  hustle.  I have  a 
friend  who  describes  normal  adolescence  as 
a period  of  psychosis;  Fritz  Redl  describes 
adolescence  as  that  period  of  “what  to  do 
till  ego  comes.”  However  delineated,  cer- 
tainly we  can  all  agree  adolescence  is  for 
most  a time  of  rapid  change,  a time  of 
forced  choice-making,  a series  of  running 


fits  and  starts  of  depressions  — largely  at- 
tributable to  the  loss  of  youthful  innocence 
(the  loss  of  irresponsibility),  the  loss  of  the 
right  not  to  make  major  decisions  (e.g.,  col- 
lege, occupation),  and,  finally,  the  character- 
istic adolescent  emotional  “crisis”  budget- 
ing. 

Although  I have  spoken  here  of  adolescent 
development,  I am  sure  all  of  us  in  our 
various  practices  have  seen  the  17  year  old 
teenager  going  on  82  and  also  the  46  year 
old  adolescent  going  on  12.  In  short,  I do 
not  mean  to  imply  that  the  characteristic 
development  or  maldevelopment  of  the  ado- 
lescent period  and  the  choices  and  selections 
mandated  during  that  period  don’t  apply  to 
the  mature  or  immature  adult  that  develops 
therefrom.  Therefore,  there  are  several 
basic  life-questions  commonly  asked  by  the 
adolescent  in  his  developmental  period  with 
which  we  as  adults  continue  to  wrestle  and 
have  constant  recourse  to  asking  these  same 
questions  of  ourselves  at  various  stages  of 
our  life  .span.  These  questions  are,  “Who 
am  I?”,  “Who  are  you?”,  “Who  are  all 
those  others?”,  and  “What  the  hell  are  we 
doing  here?” 

The  foregoing  concepts  and  background 
give  applicable  cues  for  the  manner  in 
which  drug  use  with  unwanted  consequences 
can  be  logically  suspicioned  and  not  infre- 
quently detected.  The  signs  and  symptoms 
by  pharmacologic  drug  action  I need  not 
review  here,  as  these  are  matters  of  simple 
text  reference  and  likely  for  many  of  you 
a matter  of  daily  practical  encounter.  How- 
ever, I choose  to  speak  about  the  principal 
kinds  of  observations  for  changes  in  life 
style  which  should  command  your  attention 
and  heighten  awareness  as  to  the  possibility 
of  drug  use. 

In  order  to  observe  life  style  change,  one 
must  first  have  an  appreciable,  knowledge- 
able, awareness  of  the  fairly  constantly  pre- 
senting living  patterns  of  a given  individual 
and  particularly  the  change  cycles  through 
which  that  individual  tends  to  go.  Even 
the  adolescent,  for  all  of  his  storms  and 
quick  changes,  has  some  kind  of  life  style 
rhythm  which  becomes  appreciated  as  his 
personality,  which  we  often  sum  up  in  a 
word  label  such  as  “He  is  the  spastic  one,” 
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“She  is  the  hysterical  type,”  “He  is  the 
moody  one,”  “She  is  the  bookish  type,”  etc. 
Inexplicable  changes  apparently  not  related 
to  chronological  aging  which  present  as 
changes  in  levels  of  nervousness,  apathy, 
listlessness,  excessive  daydreaming,  inatten- 
tion to  duties,  changes  in  work  quality  pro- 
duced, furtiveness,  lying  and  evasiveness, 
and,  finally,  a twisting  of  the  diurnal  time 
clock  such  that  family  confrontation  as  a 
group  function  diminishes  to  the  point  of 
simply  passing  each  other  through  the  hall 
or  a murmured  goodnight  en  route  to  bed  or 
to  the  street. 

At  this  point  we  refer  back  to  the  theory 
of  basic  trust.  If  the  child,  and  later  the 
adult,  was  able  to  successfully  develop  trust, 
then  the  types  of  conversation,  question  and 
response,  necessary  to  explain  changes, 
vitally  needed  to  explain  behaviors  and  ac- 
tions, can  be  engaged  without  loss  of  face 
or  punitive  feelings  and  guilt.  It  is  inter- 
esting to  note  that  most  of  the  successful 
drug  treatment  programs  rapidly  mush- 
rooming across  the  country  tend  to  involve  a 
great  amount  of  self-help  therapies  pat- 
terned along  the  lines  of  the  historic  Alco- 
holics Anonymous  or  the  more  recent  Syna- 
non.  The  basic  operation  of  these  therapeu- 
tic groupings  demands  that  the  individuals 
band  into  “families,”  develop  trust,  honesty, 
forthrightness  and  ultimately  learn  to 
share  confidences  such  that  prior  patterns 
of  drug  use  are  no  longer  necessary  to  pro- 
ductive, satisfying  living. 

Carl  Jung  (1875-1961)  stated,  “Man,  as 
we  realize  if  we  reflect  for  a moment,  never 
perceives  anything  fully  or  comprehends 
anything  completely.  He  can  see,  hear, 
touch  and  taste;  but  how  far  he  sees,  how 
well  he  hears,  what  his  touch  tells  him,  and 
what  he  tastes  depends  upon  the  number 
and  quality  of  his  senses.  These  limit  his 
perception  of  the  world  about  him.  By  us- 
ing scientific  instruments,  he  can  partly 
compensate  for  the  deficiencies  of  his  senses. 
For  example,  he  can  extend  the  range  of 
vision  by  binoculars,  or  of  his  hearing  by 
electrical  amplification.  But  the  most  elab- 
orate apparatus  cannot  do  more  than  bring 
distant  or  small  objects  within  the  range 
of  his  eyes  or  make  faint  sounds  more  audi- 


ble. No  matter  what  instruments  he  uses, 
at  some  point  he  reaches  the  edge  of  cer- 
tainty beyond  which  conscious  knowledge 
cannot  pass.” 

It  is  precisely  at  this  point,  where  man 
looks  beyond  the  edge  of  certainty  and  is 
afraid,  that  he  erects  defenses  or  elaborate 
behavioral  structures  or  takes  to  using  hu- 
man resources  (drugs  among  them)  in  some 
fashion  in  order  to  assuage  his  fear,  to 
treat  his  anxiety.  Subsequently,  he  then  re- 
sponds to  the  structures  or  resources  of  his 
own  making  which,  dependent  upon  the  ap- 
pearance of  wanted  or  unwanted  conse- 
quences, fixes  itself  into  his  living  practice 
either  enhancing  to  or  destructive  of  his 
lebensraum. 

A recent  statement  by  the  Deputy  Com- 
missioner of  Health,  New  York  City,  report- 
ed that  there  were  some  three  to  four 
deaths  a day  attributable  to  heroin  in  New 
York  City.  A series  of  articles  currently 
running  in  a San  Francisco  newspaper  sug- 
gests as  from  the  mouth  of  the  seven  year 
old  that  he  “turns  on  because  mommy  and 
daddy  fight  all  the  time.”  Admissions  to 
Mendocino  State  Hospital,  a state  mental 
hospital  two  and  a half  hours  north  of  San 
Francisco,  totalled  800  for  the  month  of 
February  — 700  of  these  admissions  were 
for  a variety  of  drug  using  individuals. 
Perhaps  this  is  the  mistrusted  world  that  we, 
the  adults,  built  and  to  which  another  gener- 
ation, as  well  as  our  own,  is  now  respond- 
ing. Much  hurried  and  sometimes  illy 
thought  through  legislation  is  being  brought 
to  completion  and  our  jails  begin  to  swell. 
It  behooves  the  entire  medical  profession 
to  become  actively  involved  in  ensuring  the 
fact  that  such  legislation  is  based  against 
as  much  scientific  fact  as  can  be  mustered; 
that  we  honestly  describe  our  knowledge 
deficits  and  explicate  where  additional  re- 
search needs  to  be  done. 

In  talking  to  youth  groups  I always  point 
out  that  misuse  of  almost  any  substance  can 
kill  — water  is  essential  to  the  life  and 
well-being  of  mankind,  but  too  much  of  it 
administered  in  a given  manner  will  drown 
you.  Always  at  some  part  of  “rap”  ses- 
sions with  youth  groups  they  question  the 
types  of  laws  about  drug  use  being  made 
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today.  I first  point  out  that  any  drug  can 
kill  if  sufficiently  abused  and  then  usually 
follow  through  with  the  following  classifica- 
tion : ( 1 ) Some  drugs  are  legal  all  the  time 
— aspirin;  (2)  some  drugs  are  legal  only 
some  of  the  time  and  in  some  places  and  at 
some  ages — alcohol;  (3)  some  drugs  are 
legal  only  in  the  hands  of  the  right  profes- 
sional— morphine;  (4)  some  drugs  are  total- 
ly illegal  all  the  time  by  existing  laws — mari- 
huana, LSD.  I then  look  the  kids  in  the  eye 
and  say,  “You’ve  got  choices.” 
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Bizarre  Bezoars  and  the  Retarded 


IN  this  institution  we  have 
averaged  500  severe  retardates 
in  the  past  ten  years.  Two  of 
them,  both  men,  had  surgery  for  the  removal 
of  bezoars. 

Case  I 

The  x-ray  diagnosis  of  this  case  was 
foreign  body  of  the  bezoar  type  within 
a dilated  stomach.  The  surgical  diag- 
nosis was  a large  stomach  bezoar  meas- 
uring approximately  15  x 24  cm.  It 
contained  vegetables,  sheets,  and  other 
foreign  materials  as  well  as  36  empty 
tobacco  sacks. 

Case  II 

This  man  was  admitted  to  the  hos- 
pital because  of  obvious  intestinal  ob- 
struction. X-ray  diagnosis  was  “bezoar 
in  stomach,  duodenum,  and  jejunum, 
with  intestinal  obstruction.” 

This  patient  had  had  a posterior  gas- 
trojejunostomy six  years  before.  From 
the  x-ray  examination  it  was  apparent 
that  most  of  the  foreign  material  was 
lying  distal  to  the  anastomosis,  with 
material  within  the  proximal  small 
bowel.  The  radiologist  stated  further, 
“this  bezoar  has  also  metalic  foreign 
bodies  lying  in  the  stomach  portion 
of  the  bezoar.” 

Surgical  Note 

The  abdomen  was  opened.  It  was  noticed 
that  the  proximal  jejunum  was  distended 
three  times  its  normal  size.  Further  explor- 
ation revealed  a hard  tumor,  the  superior 
part  of  which  was  lying  in  the  stomach,  the 
rest  in  the  jejunum  having  gone  through  the 
anastomosis.  The  jejunum  was  opened  longi- 
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tudinally.  The  specimen  was  removed  in 
toto,  the  measurements  of  this  foreign  body 
being  33  x 15  cm.  The  part  i n the  small 
bowel  was  stained  green  due  to  bile  action; 
the  stomach  portion,  due  to  gastric  acids, 
was  dark  hued. 

Pathology  Note 

Specimen  consisted  of  a large  irregular 
mass  of  foreign  debris  removed  from  the 
stomach  and  small  bowel  in  the  course  of  the 
excision  of  a large  bezoar.  The  specimen 
had  a total  weight  of  640  gm.  Material  was 
made  up  of  bile-stained  foreign  material 
which  consisted  somewhat  of  hair,  but  many 
other  foreign  bodies  were  present.  Some 
bits  of  cloth,  metallic  bodies,  etc.,  were  inter- 
mixed. 

Pathological  Diagnosis 

Large  bezoar  consisting  of  multiple  types 
of  foreign  bodies,  hair,  etc.,  removed  from 
the  stomach  and  jejunum. 

Postoperative  course  of  both  patients  was 
uneventful. 

Doctors  who  are  responsible  for  treating 
the  severe  retardate  should  be  aware  of 
foreign  bodies.  Any  chronic  discharge  from 
the  nose,  ears,  or  unusual  symptoms  of  pain 
in  the  abdomen  or  distention  should  alert 
one.  An  x-ray  examination  perhaps  is  the 
best  instrument  we  have  for  diagnosing  for- 
eign bodies. 

•Clinical  Director,  Beatrice  State  Home. 
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Prosthetic  Replacement 
Of  the  Aortic  Valve: 

A Current  Assessment  of  Operative  Results 


IN  the  adult  patient  with  clin- 
ically significant  aortic  ste- 
nosis or  aortic  regurgitation, 
the  aortic  valve  is  always  severely  de- 
formed, frequently  lacking  in  substance, 
and  usually  the  site  of  dense  calcification. 
In  the  past,  attempts  were  made  to  restore 
function  to  such  valves  by  debridement, 
commissurotomy,  or  other  reconstructive 
procedures,  but  experience  has  shown  that 
these  operations  are  ineffective  in  provid- 
ing lasting  benefit.  Thus,  when  operative 
treatment  becomes  necessary  in  the  adult 
with  acquired  aortic  valve  disease,  it  must 
be  assumed  that  total  replacement  of  the 
valve  will  be  necessary. 

The  Starr-Edwards  prosthesis  has  been 
most  widely  utilized  for  aortic  valve  re- 
placement, and  between  February  1963  and 
September  1967  it  was  employed  in  175 
patients  undergoing  valve  replacement  at 
the  National  Heart  Institute.  The  early  and 
late  results  of  operation  in  these  patients 
are  summarized  in  the  present  report. 

The  Patients 

The  175  patients  were  16  to  68  years  of 
age  (mean  47  yrs.)  ; 136  were  men  and  39 
women.  All  were  distinctly  symptomatic; 
36  were  in  functional  Class  II  (New  York 
Heart  Association  Criteria),  123  in  Class 
HI,  and  16  in  Class  IV.  The  patients  in 
Class  II  were  all  severely  limited  by  episodic 
angina  pectoris  and/or  syncope.  On  exam- 
ination, the  usual  physical,  roentgenograph- 
ic,  and  electrocardiographic  findings  asso- 
ciated with  aortic  valve  disease  were  present. 
All  patients  were  studied  preoperatively  by 
cardiac  catheterization  and  selective  angi- 
ography. Pure  or  predominant  aortic  ste- 
nosis was  present  in  76  patients,  pure  or  pre- 
dominant aortic  regurgitation  in  59  patients, 
and  in  40  patients  stenosis  and  regurgitation 
were  considered  of  similar  severity.  Thir- 
teen patients  had  defective  aortic  prostheses 


ANDREW  G.  MORROW,  M.D.f 


of  other  types,  and  4 had  aneurysms  of  the 
ascending  aorta  which  necessitated  resec- 
tion or  aneurysmorrhaphy.  Excluded  from 
present  consideration  are  other  patients  in 
whom  aortic  valve  replacement  was  accom- 
panied by  an  operation  on  the  mitral  and/or 
tricuspid  valve. 

The  aortic  valve  was  exposed  during  total 
cardiopulmonary  bypass  conducted  during 
mild  (30°C.)  general  hypothermia.  The  left 
coronary  artery  was  perfused.  The  diseased 
valve  and  any  residual  calcific  deposits  in  the 
annulus  and  septum  were  resected,  and  a 
prosthesis  of  suitable  size  inserted.  The 
valves  were  those  available  at  the  time,  and 
they  had  silastic  poppets  and  bare  metal 
struts  and  orifices  (Models  1000  or  1200).  In 
virtually  all  patients  anticoagulation  with 
warfarin  was  instituted  in  the  early  post- 
operative period  and  maintained  thereafter. 

The  Results 

Immediate  Mortality:  Twenty  - four  pa- 

tients (14%)  died  during  the  hospital  ad- 
mission at  which  valve  replacement  was  per- 
formed. Nine  patients  died  in  the  operating 
room,  5 as  a result  of  technical  problems  re- 
lated to  placing  the  valve  or  closing  the  aorta ; 
4 other  patients  could  never  sustain  an  ef- 
fective circulation  after  bypass,  and  one  of 
them  was  found  at  necropsy  to  have  severe 
and  unrecognized  mitral  stenosis.  Post- 
operatively,  fatal  hypotension  and  low  out- 
put occurred  in  3 patients,  possibly  because 
the  prosthesis  was  too  large  for  the  aorta. 
Five  patients  died  of  uncontrollable  ven- 
tricular arrhythmia,  and  3 of  renal  failure. 
Cerebral  hemorrhage,  infected  aortotomy, 

fChief.  Clinic  of  Surgery,  National  Heart  Institute,  Bethes- 
da,  Maryland  20014. 

Prepared  by  the  Nebraska  Heart  Association  for  this  Journal. 
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pulmonary  consolidation,  and  endocarditis 
caused  one  death  each. 

Late  Mortality:  Thirty-eight  of  the  or- 
iginal 175  patients  (22%)  have  died  at 
intervals  of  3 months  to  5 years  after  oper- 
ation. In  10  patients  death  was  sudden  and 
unexpected,  and  no  anatomic  cause  was  ap- 
parent at  necropsy.  Ten  other  patients  have 
died  as  the  result  of  degeneration  of  the  si- 
lastic ball.  The  remaining  18  patients  died 
of  various  causes  including  left  ventricular 
failure,  arrhythmia,  myocardial  infarction, 
endocarditis,  and  hepatitis. 

Thromboembolism:  Since  1965,  all  pa- 

tients with  Starr-Edwards  valves  have  been 
given  therapeutic  doses  of  warfarin  unless 
a specific  contraindication  existed.  Twenty- 
eight  of  the  113  surviving  patients  have  had 
a total  of  31  cerebral  emboli  with  definite 
neurologic  abnormalities.  Twenty-five  of 
the  28  patients  recovered  without  detect- 
able neurologic  sequelae;  in  2 patients  mild 
residual  abnormality  persists,  and  in  the 
other  moderate  weakness  of  the  arm  pre- 
vents employment.  A number  of  other  pa- 
tients have  described  brief  episodes  of  ver- 
tigo, paresthesia,  or  aphasia,  but  none  has 
ever  had  a neurologic  abnormality  on  exam- 
ination. Two  patients  who  died  suddenly 
and  unexpectedly  were  found  at  necropsy 
to  have  coronary  artery  emboli. 

Eight  patients  have  experienced  bleeding 
as  the  result  of  warfarin  administration, 
and  2 of  them  with  intracranial  bleeding 
(intracerebral  or  subdural)  died. 

Symptomatic  Improvement : The  113  sur- 
viving patients  have  been  followed  for  pe- 
riods of  one  to  5 years  (average  34  mos.), 
and  detailed  reassessments  have  been  made 
in  all.  Eighty  of  the  113  survivors  (71%) 
are  asymptomatic  (Class  I),  while  the  re- 
maining 32  experience  symptoms  only  dur- 
ing unusual  activity  (Class  II). 

Hemodynamic  Improvement : Postopera- 

tive cardiac  catheterization  has  been  per- 
formed in  100  patients  at  an  average  inter- 
val of  7 months  postoperatively.  A systolic 
gradient  across  the  prosthesis  was  usually 
evident,  but  the  average  value  at  peak  sys- 
tole was  only  12  mm.  Hg.  The  left  ven- 
tricular end-diastolic  pressure  exceeded  15 


mm.  Hg  in  66  patients  preoperatively ; it 
fell  postoperatively  in  all  but  4 of  these, 
and  the  value  was  greater  than  15  mm. 
Hg  in  only  15  patients  postoperatively.  The 
cardiac  index  was  usually  normal  both  be- 
fore and  after  operation  in  patients  with 
aortic  stenosis.  In  two-thirds  of  those  with 
aortic  regurgitation  it  was  abnormally  low 
preoperatively,  and  normal  in  all  but  3 post- 
operatively. 

Some  Conclusions  Concerning  Aortic 
Valve  Replacement 

The  immediate  risk  of  aortic  valve  re- 
placement is  10-15%,  and  a significant 
number  of  survivors  may  be  expected  to 
die  later  of  causes  directly  or  indirectly  re- 
lated to  the  operation  or  the  prosthetic  valve. 
Thus,  at  this  time  operation  should  only  be 
recommended  to  distinctly  symptomatic  and 
severely  incapacitated  patients,  those  in 
whom  the  risk  of  early  death  without  opera- 
tion can  reasonably  be  considered  equal  to 
or  greater  than  that  associated  with  valve 
replacement.  Valve  replacement  is  certainly 
to  be  avoided  under  all  but  extreme  circum- 
stances in  the  child  or  adolescent.  The  diag- 
nosis of  aortic  stenosis  and/or  regurgitation 
is  readily  apparent  on  clinical  examinations, 
but  information  concerning  the  severity  of 
the  malformation  can  only  be  obtained  by 
appropriate  hemodynamic  and  angiographic 
studies.  Such  studies  should  be  applied  pre- 
operatively in  most  patients,  to  provide  as- 
surance that  symptoms  are  entirely  or  prin- 
cipally attributable  to  the  defective  valve, 
and  that  improvement  can  be  expected  after 
valve  replacement.  When  severe  stenosis  or 
regurgitation  is  proved  to  be  present  in  a 
severely  symptomatic  patient,  operation  is 
always  recommended.  Certain  preoperative 
findings,  such  as  prior  myocardial  infarc- 
tion, probably  indicate  an  increased  oper- 
ative risk,  but  at  this  time  none  constitutes 
an  absolute  contraindication  to  operation. 

Patients  who  survived  operation  deri.ve 
gratifying  symptomatic  improvement,  and 
in  most  this  is  accompanied  by  a retum  of 
the  intracardiac  pressures  to  normal  or  near- 
normal values. 

These  attitudes  and  conclusions  concern- 
ing aortic  valve  replacement  are  based  al- 
most entirely  on  relatively  early  experiences 
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with  Starr-Edwards  prostheses.  Early  mor- 
tality can  certainly  be  reduced  by  more  exact 
intraoperative  and  postoperative  manage- 
ment, and  almost  two-thirds  of  the  early 
deaths  in  this  series  could  now  be  avoided. 
Also,  valves  used  since  September  1967  have 
metallic  poppets,  which  should  be  indestruc- 
tible, and  fabric  covering  of  the  orifice  and 
struts  should  eliminate  or  greatly  reduce 


the  incidence  of  systemic  embolization.  With 
these  valves  permanent  anticoagulation  is 
presently  considered  unnecessary.  When 
there  is  sound  evidence  that  modifications 
of  the  operation  and  the  prosthesis  have 
reduced  the  risk  of  late  death  or  disability, 
valve  replacement  can  then  be  recommended 
to  patients  early  in  the  course  of  their  dis- 
ease. 
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Death  By  Their  Own  Hands  — 

A Statistical  Study  of  Suicides  in 
Nebraska  During  1968 


Suicides  by  Nebraskans  in 
Nebraska  during  the  calendar 
year  1968  are  the  subject  of 
this  statistical  study.  Official  records  in 
the  State  Department  of  Health’s  Division 
of  \htal  Statistics  provided  the  basic  data. 
Accuracy  of  these  data  is  considered  the 
best  obtainable.  There  is  always  the  possi- 
bility of  minor  error  since  the  stigma  of 
suicide  may  still  operate  to  color  official 
reporting.  Personnel  of  the  Division  are 
conscientious  in  follow-up  of  incomplete  in- 
formation. County  attorneys  are  the  coro- 
ners in  Nebraska.!  Suicide  is  not  mentioned 
in  the  statutes  of  Nebraska  as  a crime. 

One  hundred  thirty-two  Nebraskans  took 
their  own  lives  in  the  state  during  1968. 
This  cause  accounted  for  0.88  percent  of  the 
total  deaths  recorded  for  the  year.  Suicides 
were  reported  as  occurring  in  47  counties. 
This  geographic  distribution  places  at  least 
one  death  from  this  cause  in  more  than  half 
(50.535^)  (Table  1)  of  the  state’s  93  coun- 
ties. The  greatest  number  of  suicides  in 
one  county  took  place  in  Douglas  County, 
the  most  populated  in  the  state,  and  the  sec- 
ond greatest  incidence  was  in  Lancaster 
County,  the  state’s  next  most  heavily  popu- 
lated county.  The  approximate  rates  in 
those  two  counties  were  0.79  and  0.66  per 
thousand  inhabitants  respectively,  based  on 
county  population  estimates  for  1968  pre- 
pai'ed  by  the  Bureau  of  Business  Research, 
University  of  Nebraska.^  The  incidence  rate 
for  the  whole  state  is  0.88  suicides  per  hun- 
dred thousand  residents,  using  a population 
denominator  derived  from  same  source.  If 
the  latest  federal  Bureau  of  the  Census  state 
population  estimate  for  1969  is  used  as  de- 
nominator, the  incidence  rate  is  0.92  per 
hundred  thousand  residents.^  In  lightly 
populated  counties,  the  rate  is  difficult  to 
calculate  with  any  accuracy,  since  county 
population  estimates  are  little  more  than 
educated  guesses. 
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Ages  Involved 

Age  distribution  of  suicides  is  shown  in 
figure  1.  The  median  5-year  age  group  is 
50  to  54  years  of  age.  The  modal  decade  of 
life  is  50  to  59  years  of  age,  occupied  by  a 
quarter  of  the  total  decedents. 

Sex 

Males  took  their  own  lives  more  frequently 
than  females:  91  males  and  41  females  were 
recorded  as  suicides.  Nebraska’s  population 
is  fairly  evenly  divided  by  sex,  with  a very 
slight  preponderance  of  females  (50.5%). 


Table  1 

GEOGRAPHIC  DISTRIBUTION  OF  SUICIDES 
By  County,  Nebraska 
Calendar  Year  1968 


Adams  3 

Box  Butte 1 

Brown  1 

Buffalo  3 

Burt  1 

Cass  2 

Cherry  1 

Cheyenne  1 

Colfax  3 

Custer  2 

Dakota 2 

Dawes  1 

Dawson  3 

Deuel  2 

Dodge  4 

Douglas  32 

Dundy  1 

Gage 2 

Hall  3 

Hitchcock  1 

Jefferson 1 

Johnson  1 

Kearney  2 

Knox  1 

Lancaster  11 


Lincoln  5 

Logan  1 

Madison  7 

Merrick  1 

Morrill 
Nance  _ 

Nemaha  2 

Nuckolls  1 

Pawnee  1 

Polk  1 

Saline  1 

Sarpy 3 

Saunders  2 

Seward 2 

Sioux  2 

Scottsbluff  6 

Thayer  1 

Valley  1 

Washington  2 

Wayne  1 

Wheeler 1 

York 1 


TOTAL  132 
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The  sex  difference  in  suicide  is  accordingly 
a significant  one.  Males  accounted  for  68.9 
percent  of  suicides  and  females  for  31.1  per- 
cent. 

Sex  - Age 

Examination  for  age-sex  differences  shows 
that  only  in  the  75  to  79  year  age  group  do 
females  outnumber  males,  and  here  the  num- 
bers are  so  small  as  to  be  no  more  than  a 
curiosity.  There  were  four  times  more  male 
than  female  suicides  in  persons  over  70  years 
of  age,  there  being  no  suicides  of  females 


aged  70  to  74  years  or  over  79  years  of  age. 
While  half  of  the  suicides  in  the  age  group 
15  to  19  years  old  were  women,  the  total 
number  is  too  small  for  this  to  be  a signifi- 
cant sex  difference.  The  age  decade  of  45 
to  54  years  of  age  was  the  decade  of  highest 
female  suicide,  43.3  percent  of  the  cases  be- 
ing women.  These  ages  correspond  with  the 
menopausal  years,  and  there  may  be  some 
correlation  with  this  period  of  psychic  stress. 
The  youngest  suicide  in  Nebraska  in  1968 
was  an  18  year  old  male,  and  the  oldest 
was  an  87  year  old  male. 


Figure  1 

SUICIDES  IN  NEBRASKA,  1968 
By  age  and  sex 
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By  Occupation  and  Sex 

There  were  27  housewives  among  the  41 
female  decedents.  The  next  most  numerous 
female  occupational  category  is  composed 
of  four  office  workers,  three  of  whom  were 
clerical  or  secretarial,  and  one  a reception- 
ist. Another  four  women  were  employed  in 
food  service.  Two  of  this  category  were 
checkers  or  cashiers  in  restaurants,  one  was 
a waitress,  and  one  a cook.  Only  two  fe- 
male suicides  worked  in  industrial  produc- 
tion. Of  the  other  women,  one  was  a beau- 
tician, one  was  a nurses’  aid,  one  was  a stu- 
dent, and  for  one  no  occupation  is  available. 

The  occupations  of  male  suicides  are  con- 
siderably more  varied.  IM  o s t numerous 
category  was  that  of  farmer,  rancher,  or 
farm  hand,  with  29  men  following  these 
pursuits.  There  were  13  men  who  were  ar- 
tisans — cabinet  makers,  carpenters,  me- 
chanics, masons  and  brick  layers  being  rep- 
resented among  others.  Laborers  accounted 
for  8 suicides.  Merchants  and  salesmen 
were  next  most  common,  there  being  six 
of  each  category  in  the  list.  There  were 
four  government  employees  and  three  mili- 
tary persons.  Three  men  were  heavy  equip- 
ment operators,  three  worked  in  utility  com- 
panies, three  were  railroad  men,  three  were 
truck  drivers  and  three  were  meat  cutters. 
There  were  two  hotel  employees  and  two 
were  classified  as  students.  There  was  one 
clerk,  one  journalist  and  one  attorney. 

Means  of  Suicide 

The  means  used  to  commit  suicide  in  Ne- 
braska were  not  innovative.  The  greatest 
number  of  suicides,  65  (49.2  percent),  were 
accomplished  by  firearms.  Of  these  gun- 
shot deaths,  23  were  caused  by  head  wounds, 
5 by  chest  wounds,  2 by  abdominal  wounds 
and  35  at  unspecified  sites  of  the  body.  The 
next  most  common  means  was  hanging,  28 
instances  being  reported  for  21.2  percent  of 
the  total.  Gas  inhalation,  principally  auto- 
mobile exhaust  carbon  monoxide,  was  used 
by  21  (15.9  percent).  Poisonous  substances 
or  overdoses  of  drugs  were  ingested  by  13 
(9.8  percent).  Substances  ingested  were 
“sleeping  pills”  or  barbiturates  in  6 in- 
stances, tranquilizers  in  3,  caustics  in  2, 
“wash  day  bleach,”  presumably  hypochlor- 
ous  acid,  in  1,  and  an  unspecified  “poison”  in 


1.  One  additional  death  might  be  included 
in  this  last  category,  “induced  sleep”  (pre- 
sumably by  drugs,  rather  than  hypnotism) 
having  preceded  the  victim’s  drowning  in  a 
bath.  One  suicide  fell  or  jumped  3 stories 
to  her  death.  There  were  two  incidents  of 
fatal  suffocation  by  pulling  plastic  bags  over 
the  head.  The  most  unusual  means  employed 
was  caused  by  a person  who  applied  highly 
flammable  fluid  to  her  clothing  and  set  fire 
to  it.  All  of  these  last  four  extraordinary 
means  were  employed  by  women. 

Means  by  Sex 

jNIales  used  only  four  means  of  committing 
suicide.  Gunshot  was  most  common ; 56 
(61.54%)  employed  this  means.  Hanging 
was  next  numerically;  20  men  (21.98%) 
using  it.  There  were  14  (15.58%)  males 
who  administered  fatal  inhalations  to  them- 
selves. Only  one  man  (1.2%)  used  an  over- 
dose of  drugs. 

Females  use  less  violent  means  more  often. 
Only  9 women  (21.95%)  used  firearms,  a 
considerable  difference  from  the  almost  62% 
of  males  using  this  means.  Hanging  was 
employed  by  8 women  (19.51%),  and  inhala- 
tion poisoning  by  7 women  (17.07%). 
These  proportions  are  not  too  dissimilar  from 
the  21.98%  and  15.38%  respective  propor- 
tions of  males.  In  contrast,  12  women 
(29.98%)  took  overdoses  of  drugs  or  ingest- 
ed poisonous  substances.  This  is  a consid- 
erable difference  from  the  1.2%  male  pro- 
portion using  this  means.  As  pointed  out 
above,  the  5 remaining  women  used  means 
not  employed  by  any  male. 

Race 

By  far  the  majority  of  the  Nebraska  sui- 
cides were  Caucasians,  128  of  the  total. 
There  were  2 blacks,  both  males.  One  fe- 
male was  an  American  Indian.  One  male 
was  said  to  be  a Mexican.  It  is  interesting 
that  in  this  part  of  the  country  Latin-Ameri- 
cans  are  often  classified  as  a separate  race 
or  as  “Spanish”  or  some  other  equally  non- 
specific category,  such  as  “other.”  The  Cau- 
casian rblack  ratio  in  Nebraska  is  approxi- 
mately 97:1,  so  the  observed  suicide  propor- 
tion of  128:2,  while  perhaps  a trifle  high,  is 
really  not  significant.  The  single  Indian 
death  also  fits  fairly  well  into  the  Nebraska 
population  mix. 
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Location 

Most  suicides  occurred  in  or  in  the  en- 
virons of  the  home  of  the  decedent,  111  such 
deaths  being  recorded.  Roads  or  streets 
were  the  scene  for  4 suicides.  The  same 
number,  4,  occurred  in  hospitals,  nursing 
homes,  or  other  medical  institutions.  Jails 
were  the  sites  of  2 such  deaths,  and  2 sui- 
cides occurred  in  parking  lots.  One  person 
took  her  life  in  a hotel  residence,  and  2 used 
automobile  garages  other  than  their  own. 
One  suicide  occurred  at  a relative’s  home  and 
another  at  a “house,  not  own.”  The  place 
of  occurrence  of  four  suicides  was  not  stat- 
ed. In  fixing  the  location  of  suicide,  ap- 
parently the  location  of  the  deed  itself  has 
been  assigned,  since  some  of  these  persons 
must  have  been  discovered  and  removed  for 
medical  treatment  before  death  ensued. 

In  addition  to  the  132  suicide  deaths  oc- 
curring in  Nebraska,  there  are  8 known  sui- 
cides by  Nebraskans  outside  their  home 
state.  While  the  duration  of  exile  is  not 
known,  it  apparently  was  not  permanent  or 
of  long  duration  in  the  majority  of  these 
cases  for  only  1 of  the  8 is  said  to  have 
been  “home”  at  the  time.  Death  occurred 
in  five  states:  Iowa,  3;  South  Dakota,  2; 


Missouri,  Kentucky  and  Wisconsin  1 each. 
Ages  ranged  between  17  and  93  years.  There 
were  6 males  and  2 females.  Firearms,  gun- 
shot and  gas  asphyxiation  were  each  of  the 
means  employed  by  2 suicides.  An  unspeci- 
fied anticoagulant  was  taken  in  overdose  by 
one  person.  One  deliberately  caused  herself 
to  be  struck  by  a railroad  train.  Both  of 
the  latter  two  persons  were  women,  again 
illustrating  that  women  use  less  common 
ways  of  taking  their  lives.  Places  used  by 
these  exiles  seem  to  illustrate  they  are  out 
of  their  natural  environments.  These  in- 
clude a city  park,  a vacant  apartment,  a 
motel  room,  a county  road,  the  grounds  of  a 
hospital  and,  of  course,  railroad  tracks. 
These  deaths  are  recorded  in  the  states 
where  they  occurred.  They  are  included  here 
simply  because  the  data  are  available  and 
for  possible  contrast  with  those  cases  oc- 
curring in  Nebraska. 

References 

1.  23-1210,  Reissue  Revised  Statutes,  Nebraska. 

2.  Business  in  Nebraska,  No.  295,  University  of 
Nebraska  News,  No.  24,  Vol.  48,  April,  1969. 

3.  Estimates  of  the  Population  of  States  July  1, 
1968  and  1969;  Population  Estimates  and  Projections, 
Series  P-25,  No.  436,  January  7,  1970,  U.S.  Dept,  of 
Commerce. 


November,  1970 


683 


NOVEMBER 


PRESIDENT’S  PAGE 

The  roaring  current  of  change  so  powerful 
today  invades  the  future  of  our  lives;  but 
histoncally,  the  month  of  November  is 
known  for  Election  Day,  Armed  Forces  Day, 
and  Thanksgiving. 

The  AMA,  as  well  as  state  medical  organ- 
izations, is  frequently  accused  of  not  repre- 
senting the  practicing  physician.  It  is  said 
that  programs  and  meetings  sponsored  by 
the  State  Medical  Association,  and  AMA 
merely  endorsed  actions  taken  by  the  De- 
partment of  Health,  Education,  and  Welfare. 
Financing  one’s  own  disaster  is  ludicrous,  if 
not  stupid.  Medicine  in  America  might  be 
forced  into  being  a puppet  of  federal  and 
state  governments.  Peer  review,  standards 
of  medical  practice  and  drug  usage  by  physi- 
cians, changes  in  ethical  codes  allowing  third 
party  adjudication,  fixed  fee  schedules,  man- 
datory postgraduate  education,  and  many 
other  forceful  coercive  actions  are  current- 
ly being  imposed  on  practicing  physicians, 
and  more  can  be  anticipated.  The  recent  in- 
troduction of  the  four  major  bills  on  National 
Health  Insurance,  namely,  AjMA’s  Medicred- 
it  AFL-CIO  National  Health  Insurance  Act 
(Griffith’s),  Committee  of  lOO’s  Health  Se- 
curity Program  ( Kennedy  et  al),  and  Medi- 
care for  All  (Javits)  make  it  imperative 
that  candidates  supported  by  Nebraska  PAC 
and  AMPAC  should  be  elected  at  this  elec- 
tion. Communication  and  dialogue  with 
these  elected  candidates  must  continue  dur- 
ing the  debate  and  hearings  of  the  afore- 
mentioned bills  by  all  physicians.  Total  re- 
sponsibility must  not  be  relegated  to  the 
Ai\IA  and  state  association  officialdom. 
Some  type  of  legislation  will  be  consummated 
from  the  bills  introduced.  Now  is  the  time 
for  action,  not  after  it  has  passed  and  we 
find  it  intolerable  and  impossible  to  live 
with. 

As  I have  mentioned  before,  some  physi- 
cians have  dropped  their  membership  be- 


cause of  increased  dues,  status  on  abortion, 
and  so  on.  American  medicine  is  being  di- 
vided. In  all  its  branches,  organized  medi- 
cine is  finding  dissention.  Remember  “a 
house  divided  within  itself  can  not  stand.” 

On  this  Armed  Forces  Day,  let  us  remem- 
ber the  words  of  Gen.  Douglas  MacArthur — 
“Duty  — Honor  — Country.  Those  three 
hallowed  words  reverently  dictate  what  you 
ought  to  be,  what  you  can  be,  what  you 
will  be.”  Let’s  stop  tearing  down  our  coun- 
try and  get  back  to  building  an  ever  improv- 
ing society  by  “pledging  allegiance  to  the 
flag  of  the  United  States  of  America  and 
to  the  republic  for  which  it  stands,  one  na- 
tion, under  God,  indivisible,  with  liberty  and 
justice  for  all.” 

Finally,  on  Thanksgiving,  let  it  not  only 
be  a day  of  food,  drink,  and  football,  but  in- 
clude a few  moments  of  prayerful  apprecia- 
tion of  our  many  blessings  and  oppoi'tunity 
to  serve  our  fellow  man. 

Clarence  R.  Brott,  M.D. 

President, 

Nebr.  State  Medical  Assn. 
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Wash  ingtoNot  es 


1.  Quality  of  medical  care 

The  American  Medical  Association  empha- 
sized that  the  quality  of  medical  care  should 
not  be  sacrificed  for  the  sake  of  economy 
in  government  health  care  programs. 

Dr.  William  O.  LaMotte  Jr.,  of  Wilming- 
ton, Del.,  chairman  of  the  AMA’s  Council 
on  Legislation,  repeatedly  stressed  the  im- 
portance of  assuring  high  quality  care  in 
testimony  at  a Senate  Finance  Committee 
hearing  on  proposed  changes  in  medicare 
and  medicaid. 

He  also  pointed  out  the  advantages  of  the 
AMA’s  plan  for  review  of  physicians’  serv- 
ices aimed  at  holding  down  costs  over  an 
alternative  proposal  before  the  committee. 
The  AMA  supported  a provision  of  the  pro- 
posed legislation  that  would  provide  for 
physical  therapy  services  but  opposed  includ- 
ing chiropractic  services  under  medicare. 

Dr.  LaMotte  said  that  there  should  be 
pilot  projects  before  a “Health  Maintenance 
Organization”  program  is  started  nation- 
wide. A HMO  would  provide  both  hospital- 
ization and  physicians’  services  for  medicare 
patients  for  a set  per  capita  amount. 

“There  are  questions  regarding  in-fact 
cost  savings,  as  well  as  the  quality  of  health 
care  which  may  be  provided  when  there  are 
economic  incentives  to  providers  to  reduce 
utilization,”  the  AMA  spokesman  said. 
“We  wish  to  assure  that  medicare  patients 
uniformly  receive  the  best  quality  care. 

“To  this  point  of  quality  care,  we  have 
one  additional  concern.  As  defined  in  the 
bill,  the  HMO  may  be  a “for-profit’  organ- 
ization and  one  managed,  controlled  and  op- 
erated by  lay  individuals.  Under  such  cir- 
cumstances, the  incentive  for  profit  and/or 
lack  of  the  basic  essentials  of  knowledge, 
training  and  experience  in  medical  matters 
could  result  in  the  patient  being  furnished 
less  than  the  optimum  of  quality  care.  To 
avoid  such  a result,  we  recommend  that  or- 
ganizations delivering  health  care  should  be 
under  the  control  and  guidance  of  medical 
personnel.” 


Dr.  LaMotte  also  questioned  the  desir- 
ability of  a provision  that  would  restrict 
payments  to  institutions. 

“Will  this  section  create  different  classes 
of  services  based  upon  the  ability  or  desire 
of  patients  to  pay  for  additional  services?” 
Dr.  LaMotte  asked.  “A  goal  of  medicare  was 
to  make  available  to  all  over  65  persons  the 
same  level  of  health  care  available  to  other 
individuals.  Has  that  goal  now  been 
changed  ?” 

He  assured  the  committee  that  the  na- 
tion’s physicians  as  a group  “share  the  con- 
cern of  the  public  and  the  Congress”  con- 
cerning rising  health  care  costs.  But,  he 
said,  the  AMA  must  oppose  a provision  that 
would  substitute  an  arbitrary  statutory  limi- 
tation on  physicians’  fees  for  the  “reason- 
able” fee  now  allowed.  He  said  cost  factors 
were  too  complex  for  such  a simple  solution 
and  that  the  arbitrary  limitation  would  make 
the  medical  profession  the  only  sector  of  the 
nation’s  economy  under  price  or  wage  con- 
trols. 

As  for  utilization  or  peer  review.  Dr.  La- 
Motte said  the  AMA  objects  “most  force- 
fully” to  a provision  of  the  pending  legisla- 
tion that  would  have  non-medical  groups  act 
as  review  teams  and  pass  judgment  on  medi- 
cal services. 

Following  Dr.  LaMotte’s  testimony,  the 
committee  modified  somewhat  the  profes- 
sional review  amendment  sponsored  by  Sen. 
Wallace  F.  Bennett  of  Utah,  second-ranking 
Republican  on  the  committee,  after  he 
had  heard  an  AMA  spokesman  advocate  the 
peer  review  principle. 

The  modified  version  relaxed  a require- 
ment for  preadmission  clearance  to  hos- 
pitals for  elective  surgery  to  leave  the  mat- 
ter of  such  a requirement  up  to  review 
agencies.  But  the  committee  version  would 
permit  the  Secretary  of  Health,  Education 
and  Welfare  to  enter  into  agreements  with 
organizations  or  agencies  other  than  state 
medical  societies  for  administering  the  re- 
view programs  in  areas  of  300  or  more 
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physicians.  The  AMA  contended  strongly 
that  the  responsible  agencies  should  be  only 
state  medical  societies. 

Meade  Whitaker,  tax  legislative  counsel 
for  the  Treasury  Department,  asked  the 
committee  to  add  a provision  to  the  legisla- 
tion that  would  require  health  insurance 
companies  and  carriers  to  report  unassigned 
payments  to  physicians  and  other  providers 
of  health  care.  Unassigned  payments  go 
directly  to  patients  to  be  given  by  them  to 
their  physicians.  A similar  proposal  was 
knocked  out  of  last  year’s  tax  reform  legisla- 
tion by  a House-Senate  conference  commit- 
tee. 

The  AiMA  — along  with  the  carriers  and 
HE\\’  — have  opposed  mandatory  reporting 
by  carriers  of  unassigned  payments  on  the 
grounds  that  it  would  be  difficult  and  costly 
to  furnish  the  data  and  that,  in  many  in- 
stances, the  patient  might  not  have  passed 
along  the  payment  to  the  physician.  This 
last  circumstance  unfairly  would  put  on  the 
physician  the  burden  of  proving  that  he  did 
not  receive  such  income. 

Whitaker  said  the  Internal  Revenue  Serv- 
ice had  found  that  more  than  half  of  3,000 
physicians  who  received  $25,000  or  more  in 
government  medicare  or  medicaid  payments 
in  1968  failed  to  report  a substantial  amount 
of  their  income  to  the  tax  agency. 

The  audits  were  ordered  after  the  senate 
committee  raised  the  question  of  whether 
physicians  receiving  a large  total  of  annual 
payments  under  the  government  medical  pro- 
grams were  paying  income  taxes  on  all  of 
it. 

“Preliminary  results  indicate  a number  of 
instances  of  substantial  unreported  income, 
including  some  where  the  omission  exceeds 
$100,000,”  Whitaker  said. 

The  committee  had  turned  over  to  the  IRS 
the  names  of  11,000  doctors  who  had  received 
medicare  or  medicaid  payments  exceeding 
$25,000  in  1968.  Whitaker  said  4,000  of 
the  11,000  doctors  “justified  detailed  audit” 
and  3,000  of  the  audits  were  nearly  com- 
plete, and  that  “about  half  of  the  3,000  we 
audited  will  come  up  with  substantial  de- 
ficiencies” in  reported  income. 


Sen.  Russell  B.  Long  (D.,  La.)  said  the  in- 
vestigation had  disclosed  a “vast  area  of 
tax  cheating”  and  urged  the  IRS  to  initiate 
criminal  prosecutions  against  doctors  who 
had  hidden  their  medicare  or  medicaid  in- 
come. 

Long  added  that,  as  far  as  he  could  see, 
the  AMA  “from  the  ethical  point  of  view  on 
taxes,  has  been  completely  forthright  and 
honorable  and  sought  to  shield  no  one.” 

Long  agreed  with  the  AMA  as  to  NOT 
including  chiropractic  services  in  the  medi- 
care program.  He  told  a chiropractic  spokes- 
man testifying  before  the  committee: 

“Insofar  as  you  can  convince  me  that 
you  are  doing  somebody  some  good,  I would 
be  willing  to  cooperate,  but  I am  not  in- 
clined to  cooperate  when  I am  not  convinced 
that  you  have.  My  feeling  is  the  only  time 
a chiropractor  tried  it  on  me  it  didn’t  do 
any  good,  so  I guess  I am  prejudiced  by 
that.” 


2.  National  health  insurance  legislation 

The  Nixon  Administration  came  out 
strongly  against  the  cradle-to-grave  compre- 
hensive national  health  insurance  legisla- 
tion sponsored  by  Sen.  Edward  M.  Kennedy 
(D.,  Mass.)  and  supported  by  organized  labor 
leaders. 

John  G.  Veneman,  Under  Secretary  of 
Health,  Education  and  Welfare,  testified  be- 
fore the  Senate  Committee  on  Labor  and 
Public  Welfare,  that  the  program  that  would 
be  provided  by  the  legislation  “is  not  a 
proper  or  workable  approach  to  the  solu- 
tion of  the  health  problems  of  this  nation” 
and  would  cost  $77  billion  in  the  first  year 
of  full  operation. 

The  committee  held  hearings  on  the  legis- 
lation this  year  only  to  publicize  it  and  to 
provide  a forum  for  its  supporters  to  ex- 
pound their  views.  The  sponsors  resorted  to 
a gimmick  — a change  in  the  financing  pro- 
vision — to  get  it  before  the  labor  and  public 
welfare  panel  after  it  first  was  sent  to  the 
finance  committee  which  ordinarily  handles 
such  legislation.  The  same  maneuver  was 
used  in  1949  to  get  a hearing  on  President 
Truman’s  national  health  insurance  pro- 
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posal.  Kennedy  and  six  co-sponsors  of  his 
legislation  are  members  of  the  labor  and 
public  welfare  committee. 

“There  are  those  who  insist  that  the  pres- 
ent system  is  sound  and  should  be  left  alone,” 
Veneman  said.  “Others  demand  that  we 
throw  out  the  baby  with  the  bath  water  and 
replace  our  pluralistic  health  enterprise 
with  some  monolithic  scheme  in  which  the 
Federal  Government  controls  everything. 

“I  think  both  points  of  view  are  wrong. 
The  deep  troubles  of  the  health  care  enter- 
prise have  been  nurtured  by  many  factors, 
not  the  least  of  which  is  past  failure  to  plan 
and  prepare  for  the  soaring  demand  that 
observant  people  knew  was  coming.  But  I 
do  not  believe  that  past  neglect  means  that 
we  now  have  to  start  over  and  pursue  some 
course  of  action  that  would  be  entirely  alien 
to  our  basic  traditions. 

“The  central  issue,  over  and  above  the  in- 
conceivable commitment  of  general  fund 
revenues  for  S.  4323,  is  whether  such  a 
drastic  abandonment  of  existing  mechanisms 
in  our  health  care  system  is  necessary  to 
remedy  the  defects  in  the  system  and 
whether,  in  fact,  it  may  not  create  more 
problems  than  it  will  solve.  . . 

“Government  is  currently  purchasing  more 
than  36%  of  the  total  output  of  the  health 
care  system.  This  figure  indicates  that  the 
use  of  its  purchasing  power  is  probably  the 
government’s  primary  source  of  leverage  to 
initiate  changes  in  the  organization  and  de- 
livery of  health  care.  As  government  be- 
comes more  involved  in  financing  it  also 
has  a greater  responsibility  to  remedy  the 
defects  in  the  system. 

“The  question  now  is  whether  we  should 
divert  revenues  needed  for  income  mainten- 
ance, nutrition,  the  environment,  housing 
and  other  health-related  efforts,  and  con- 
centrate them  all  on  creating  the  federal 
system  of  health  financing  proposed  by  S. 
4323.  To  do  so  would  assume  the  failure  of 
the  measures  currently  proposed  to  correct 
defects  in  the  present  mixed  public-private 
health  system. 

“In  short,  we  (the  Administration)  have 
made  substantive  recommendations  for  im- 


proving the  organization  and  delivery  of 
services,  increasing  the  efficiency  of  the 
health  care  industry,  and  for  stimulating 
necessary  reorganization  and  redistribution, 
through  financing  mechanisms.  We  are  very 
much  aware  of  the  urgent  need  for  solution 
of  many  problems  in  the  financing  and  de- 
livery of  care,  and  have  committed  ourselves 
to  an  insurance  program  to  provide  protec- 
tion to  low  income  families  with  children. 

“However,  we  have  serious  reservations 
about  the  desirability  of  embarking  on  a 
program  like  S.  4323,  that  will  protect  not 
only  the  unprotected  but  those  with  sub- 
stantial coverage,  and  that  will  radically  re- 
structure the  health  financing  and  health 
service  industry  without  having  tested  the 
instruments  of  change.” 


Thyroidectomy  for  Hyperthyroidism  — W. 

R.  Olsen,  R.  H.  Nishiyama,  and  L.  W. 
Graber  (Univ  of  Michigan  Medical  Cen- 
ter, Ann  Arbor).  Arch  Surg  101:176-180 
(Aug)  1970. 

Postoperative  thyroid  function  was  deter- 
mined in  285  patients  who  had  thyroidectomy 
for  hyperthyroidism,  and  the  results  cor- 
related with  the  amount  of  lymphocytic  in- 
filtration of  the  surgical  specimen.  Com- 
plications of  total  and  subtotal  thyroidec- 
tomy were  recorded.  Twenty-five  percent 
of  the  patients  followed  more  than  two 
years  after  subtotal  thyroidectomy  developed 
hypothyroidism,  and  7%  developed  recur- 
rent hy]3erthyroidism.  Although  hyperthy- 
roidism usually  developed  in  the  late  post- 
operative period,  96%  of  those  patients  who 
developed  hypothyroidism  did  so  within  two 
years  postoperatively.  Marked  lymphocytic 
infiltration  of  the  thyroid  gland  has  some 
statistical  correlation  with  the  later  develop- 
ment of  hypothyroidism  but  cannot  be  used 
to  predict  postoperative  thyroid  function. 
Both  subtotal  thyroidectomy  and  total  thy- 
roidectomy are  safe  and  effective.  Because 
of  the  higher  risk  of  complications  after  re- 
peat thyroidectomy,  insulin  1 131  is  advised 
for  recurrent  hyperthyroidism. 
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SPECIAL  ARTICLES 


What's  Ahead  for  the  AAAA? 


Q.  Dr.  Parrott  (Max  H.  Parrott,  M.D., 
Chairman  of  the  Board  of  Trustees),  what’s 
ahead  for  the  AMA  ? 

A.  Two  years  ago,  the  House  of  Dele- 
gates approved  a statement  calling  for  in- 
tensified leadership  from  the  AMA  in  areas 
of  public  concern.  And  I’m  sure  you’re 
aware  of  the  increased  public  concern  about 
all  kinds  of  medical  problems  — physician 
shortages,  national  health  insurance,  the 
environment,  nutrition,  and  health  care  de- 
livery, as  examples.  Physicians  have  a great 
deal  of  expertise  in  areas  like  this,  and  if 
medicine  doesn’t  provide  the  leadership  in 
finding  solutions,  we’re  likely  to  be  left  with 
the  job  of  trying  to  salvage  programs  de- 
signed by  people  without  real  awareness  of 
the  medical  problems  involved. 

As  I see  it,  that’s  half  of  our  role  in  the 
future.  The  other,  which  is  equally  im- 
portant, is  service  to  the  profession.  Of 
course,  the  two  inter-relate  in  many  areas. 

Q.  Can  you  give  some  examples? 

A.  One  of  the  most  important  is  medical 
education.  When  school  began  this  year, 
there  were  103  medical  schools ; in  1960 
there  were  85.  Internship  and  residency  pro- 
grams also  are  increasing.  Since  the  days 
of  the  Flexner  Report,  AMA  has  been  a 
major  influence  in  the  course  of  medical 
education.  If  we’re  going  to  continue,  we 
have  to  expand  our  programs. 

What  we  do  in  medical  education  natur- 
ally has  great  effect  on  medicine,  so  the 
public  has  an  equally  important  stake  in  the 
outcome. 

Q.  What  about  new  areas  of  service  to 
members  ? 

A.  One  important  one  is  in  audio-visual 
production,  wliich  would  enable  AMA  to  pro- 
vide continuing  medical  education  material 
for  medical  societies,  hospitals,  and  indi- 
vidual physicians,  along  with  patient-in- 
struction and  socioeconomic  films. 

Another  is  development  of  a professional 
liability  insurance  program  under  AMA 
sponsorship,  along  with  national  educational 


campaigns  on  claims  prevention  and  patient 
safety.  The  Board  outlined  quite  a list  of 
them  in  its  report  to  the  House  last  June. 

Q.  It  seems  that  one  of  the  most  frequent 
questions  from  MDs  is  “What  am  I get- 
ting for  my  $70?’’ 

A.  The  list  of  tangible  services  is  a long 
one  — including  the  AMA’s  publications, 
medicolegal  information,  scientific  films  and 
an  outstanding  scientific  library  service, 
drug  information,  practice  management  ad- 
vice, a group  disability  insurance  program, 
and  a members’  retirement  plan.  These  are 
just  a few,  but  their  value  — if  you  could 
measure  it  in  dollars  — would  be  a lot  more 
than  a member  pays  in  dues. 

However,  we  feel  the  intangible  benefits 
are  worth  even  more.  Most  of  AMA’s  work 
is  devoted  to  helping  the  physician  practice 
better  medicine  — that’s  a major  goal  of 
our  publications  and  scientific  programs. 
And  we  have  many  dedicated  members  who 
serve  on  councils  and  committees  and  devote 
a lot  of  their  time  to  evaluating  the  chang- 
ing world  of  medicine  — both  from  scien- 
tific and  socioeconomic  aspects. 

Another  factor  that’s  hard  to  measure  is 
AMA’s  role  in  such  things  as  accreditation 
of  hospitals  and  educational  programs,  and 
in  medical  ethics  work.  All  these  things  are 
very  important  to  medicine  — they  have 
to  be  done,  and  if  the  profession  doesn’t  do 
them,  someone  else  will  have  to. 

Current  AMA  expenditures  show  only 
11.2%  listed  as  “services  for  members.’’ 
However,  that  doesn’t  include  our  educa- 
tional and  scientific  activities,  scientific 
publications,  and  public  affairs  activities, 
much  of  which  is  really  membership  service. 
In  fact,  everything  we  do  is  membership 
service,  because  the  members  give  the  orders 
and  make  the  policy  — the  Board  and 
House  carry  out  those  instructions. 

l\’e’ve  figured  out  that  if  members  had 
to  support  the  entire  cost  of  AMA’s  activ- 
ities, dues  would  have  to  be  $188  a year. 
But  even  for  $188  a year,  members  couldn’t 
purchase  what  they’re  getting  — in  fact. 
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they  probably  couldn’t  purchase  it  at  all. 
What  they’re  getting  is  the  vast  experience 
and  skills  of  a central  organization.  Fur- 
thermore, the  individual  physician,  when  he 
pays  his  dues,  is  becoming  a part  of  a strong, 
unified  voice  on  national  issues  affecting 
our  patients  and  our  profession. 

Q.  And  you  feel  this  is  the  most  im- 
portant factor  of  membership? 

A.  All  the  factors  are  important.  But  let 
me  say  this.  Dr.  Davis  (Burt  L.  Davis,  M.D., 
chairman  of  the  AMA  Finance  Committee) 
and  I have  been  talking  to  you  about  dues. 
Now,  it’s  easy  to  make  all  kinds  of  com- 
parisons — AMA  dues  as  compared  with 
union  dues,  specialty  society  dues,  American 
Bar  Association  dues,  etc.  — but  we  don’t 


feel  these  are  relevant.  The  AMA  is  a 
unique  organization  fulfilling  a special  func- 
tion — it  is  the  physicians’  national  organ- 
ization, and  the  dues  for  next  year  — $110, 
or  just  over  $9  a month  — are  necessary 
to  do  the  job  that  our  members,  through 
their  elected  delegates,  have  decided  are 
necessary. 

When  a physician  pays  dues  to  the  AMA, 
he’s  making  a membership  investment;  this 
investment  creates  a unifying  factor  which 
in  turn  helps  create  a more  concerned,  par- 
ticipating membership.  Financial  participa- 
tion isn’t  the  only  aspect.  Good  members 
not  only  pay  dues,  but  they  also  get  involved 
in  the  affairs  of  medicine.  This  type  of 
concerned  member  holds  the  key  to  our  suc- 
cess in  the  future. 


While  Making  Rounds 


Quote  Unquote. 

“Here  on  earth  I have  done  my  job.’’ 
Einstein 

“Don’t  think,  try!’’ 

John  Hunter 

“It  is  a fine  thing  to  obey  your  country’s 
laws.” 

Crispin 

Words  We  Can  Do  Without. 

Cicatrix 

Infeasibility 

Surplusage 

Our  Own  Monthly  Statistical  Report. 

About  three  million  people  in  the  U.S. 
have  hearing  impairment. 

Strange  Disease  Of  The  Month. 

Down-beat  nystagmus. 

Who? 

Who  invented  special  writing  for  the 
blind  ? 

Braille,  in  1829. 

Poetiy  Department,  or  The  Surgeon’s  Cry. 
“When  in  doubt. 

Cut  it  out.” 

Aphorisms. 

“Bleeding  always  stops.” 


Why  O Why? 

The  top  of  the  stomach  is  called  the  fun- 
dus, which  means  bottom.  The  bottom 
of  the  heart  is  called  the  apex,  which 
means  top. 

Curiosity  Corner. 

“Qui  transtulit  sustinet”  is  the  motto  of 
Connecticut.  “He  who  transplanted 
will  sustain”  is  what  it  means.  They 
mean  God,  of  course,  but  it’s  a cheery 
note.  There  was  the  rib  resection  in 
Genesis,  and  the  deep  sleep  that  pre- 
ceded it. 

Lines  To  Practice  By. 

“The  wound  that  bleedeth  inward  is  most 
dangerous.” 

Lyly 

“Brevity  in  writing  is  the  best  insurance 
for  its  perusal.” 

Virchow 

“Good  wombs  have  borne  bad  sons.” 
Shakespeare 

Anniversary  Time. 

November,  1930. 

Leake  and  Chen:  The  anesthetic  proper- 
ties of  certain  unsaturated  ethers  (in- 
troduction of  divinyl  ether). 

— F.C. 


November,  1970 


689 


EATURES 


Who's  In  The  News? 


Doctor  Leonard  J.  Chad  etc  of  West  Point 
has  been  re-elected  to  active  membership  in 
the  American  Academy  of  General  Practice. 

Doctor  Ronald  R.  Tesch  has  joined  Doc- 
tor Roy  Smith  in  practice  at  the  Albion, 
Nebraska,  Clinic. 

Doctor  Robert  Fox,  Spalding,  has  been 
named  the  new  Chief  of  Alcoholic  Services 
at  the  Hastings  Regional  Center. 

Doctor  B.  J.  Moor,  Grand  Island,  was 
the  speaker  at  a recent  meeting  of  the  Cen- 
tral Nebraska  Ostomy  Association. 

Doctor  R.  L.  ToUefson  of  Wausa  was  in- 
stalled as  president  of  the  Nebraska  Chap- 


ter of  the  American  Academy  of  General 
Practice.  Dr.  Arden  Bonebrake  of  Nebras- 
ka City  is  president-elect.  Dr.  Lyle  H.  Nelson 
of  Crete  is  vice  president,  and  Dr.  John  A. 
Brount  III  of  Lincoln  is  delegate  to  the  na- 
tional convention. 

Doctor  Monte  M.  Scott,  Lincoln,  is  the 
new  President-Elect  of  the  Lancaster  Area 
Heart  Association.  Doctor  Herbert  E.  Reese 
is  the  new  President. 

Doctor  Gordon  Francis,  Grand  Island, 
has  been  notified  of  his  acceptance  as  a 
Diplomate  of  the  American  Board  of  Family 
Practice. 


Notes  From  All  Over 


Fire  problems 

Workshops,  forums,  panel  discussions  and 
lectures  on  fire  problems  in  homes,  hospitals, 
public  buildings,  industrial  plants  and  spe- 
cific special  situations  comprise  the  three- 
day  1970  Fall  Conference  of  the  National 
Fire  Protection  Association  (NFPA). 

Sessions  Nov.  17-19  at  the  Sheraton-Nash- 
ville  Motor  Hotel  in  Nashville,  Tenn.,  will  be 
open  to  everyone  interested  in  fire  preven- 
tion and  protection,  whether  or  not  they  are 
members  of  NFPA,  the  Boston-based  inter- 
national fire  safety  research  and  education 
organization. 

Topics  of  three  workshop  sessions  of  the 
NFPA  Fall  Conference  are  life  safety  in 
buildings,  fire  inspections,  and  fire  safety 
in  hospitals. 

Panels  will  discuss  “Convincing  Consum- 
ers to  Install  Automated  Fire  Protection;” 
NFPA’s  new  “FIRST”  Program  — Fire  In- 
formation Retrieval  System  Techniques;  and 
“Handling  Spills  Involving  Hazardous 
Chemicals.” 


Fall  Conference  keynote  speakers  will  in- 
clude NFPA  President  John  J.  Ahern  of  De- 
troit, i\Iich.,  Director  of  Security  for  Gen- 
eral Motors  Corp.,  and  Charles  S.  Morgan, 
NFPA  General  ^Manager.  “Protection  and 
Organization  of  the  Fire  Seiwices  During 
Periods  of  Civil  Unrest”  is  the  title  of  an 
address  by  Claude  Armour,  Special  Assist- 
ant to  the  Governor  of  Tennessee.  William 
White,  Executive  Director  of  the  National 
Product  Safety  Commission,  will  be  the  fea- 
tured speaker  at  the  NFPA  luncheon  session 
Wednesday,  Nov.  18. 

Program  and  registration  information  is 
available  from  NFPA  Headquarters,  60 
Batterymarch  St.,  Boston,  Mass.  02110. 


New  Blue  Shield  president 

Ned  F.  Parish,  Executive  Vice  President 
of  the  National  Association  of  Blue  Shield 
Plans  (NABSP),  has  been  designated  to  be- 
come President  of  the  National  Association 
of  Blue  Shield  Plans  when  John  W.  Castel- 
lucci  retires  next  year. 
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I It  s New 

I Information  contained  in  this  section 

has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 

!traindications,  dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


Safety  belt  clip 

A new  safety  belt  security  clip  has  been 
introduced  by  the  Posey  Company.  This 
unique  safeguard  device  eliminates  the  pos- 
sibility of  a patient  untying  the  Posey  belts 
or  wristlets  which  prevent  him  from  getting 
out  or  falling  from  his  bed  or  wheelchair. 
Designated  the  POSEYCLIP  this  spring 
steel  item  can  be  used  on  virtually  all  Posey 
safety  devices.  The  POSEYCLIP  is  easily 
attached  or  removed  from  Posey  safety  belts 
and  vests  by  the  nurse,  yet  removal  by  the 
patient  is  virtually  impossible.  The  POSEY- 
CLIP fits  all  webbing  up  to  two  inches  wide. 
The  new  POSEYCLIP,  Cat.  No.  8150  is 
priced  at  $18.00  per  dozen.  For  further  in- 
formation, contact  your  local  hospital  sup- 
ply dealer  or  write  the  Posey  Company,  39 
South  Santa  Anita  Avenue,  Pasadena,  Cali- 
fornia 91107. 


Body  plethysmo^raph 

CPI  Model  2000  Body  Plethysmograph  is 
a totally  integrated  pressure  plethysmograph 
system  for  measuring  airway  resistance, 
thoracic  gas  volume,  lung  compliance,  and 
flow-volume  loops.  This  system  is  a valuable 
diagnostic  tool  for  detection  of  respiratory 
disease  in  clinical  and  research  pulmonaiy 
function  laboratories. 

The  basic  flow  sensor  is  CPI’s  “single 
plane”  pitot  tube  pneumotachograph.  The 
mouth  pressure  channel  has  four  pressure 
ranges  and  the  box  pressure  channel  incor- 
porates an  improved  calibration  technique. 
All  transducers  are  automatically  balanced  to 
zero  with  one  switch  and  the  entire  test  pro- 
cedure is  performed  with  another  single 
switch  closure.  All  slopes  can  be  photo- 
graphed or  read  directly  from  the  storage 
oscilloscope,  thus  enabling  answers  to  be 
determined  in  a matter  of  seconds. 
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New  practi-pak  vinyl  examination 
gloves 

Cenco  Medical/Health  announces  a new 
series  of  vinyl  examination  gloves  available 
in  sterile  singles,  or  pairs,  and  tissue-type 
dispenser-packed  singles.  Made  with  sheer 
fingers  to  provide  maximum  sensitivity  of 
touch  in  pelvic  and  rectal  examinations,  the 
gloves  are  also  formulated  to  offer  suffi- 
cient strength  for  floor  procedures  such  as 
catheterization  and  dressing  changes. 


All  gloves  are  pre-powdered,  have  beaded 
cuffs  for  easy  donning  or  removal,  and  fit 
either  hand.  The  sterile  gloves  are  pre- 
cuffed, have  an  inner  wrap,  and  are  fur- 
nished in  peel-open  packages.  All  types  are 
available  in  small,  medium,  or  large  styles 
to  fit  hand  sizes  from  6 through  9. 

For  further  information,  contact:  Cenco 
Medical/Health,  4401  West  26th  Street,  Chi- 
cago, Illinois  60623.  Telephone  312-277-7600. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS— 
November  7 — Norfolk,  Elks  Lodge 
November  14  — Superior,  Elks  Lodge 
December  5 — North  Platte,  Elks  Lodge 

THE  COUNCIL  ON  ARTERIOSCLEROSIS 
of  the  American  Heart  Association  will 
hold  its  1970  annual  scientific  meeting  on 
Tuesday,  Nov.  10  and  Wednesday,  Nov. 
11,  1970,  in  Howard  Johnson’s  Motor 
Lodge,  Atlantic  City,  N.J.,  immediately 
preceding  the  Heart  Association’s  Scien- 
tific Sessions  in  that  city.  The  Council 
sessions  are  open  to  all  and  members  and 
non-members  are  invited  to  attend. 

Fourth  Annual  Conference  on  “TODAY’S 
HOSPITAL  PROBLEMS:  AN  INTERDIS- 


CIPLINARY APPROACH”  — a Leader- 
ship course  for  Chiefs  of  Staff,  Hospital 
Administrators  and  Governing  Personnel 
(or  Trustees).  Mound  Park  Hospital 
Foundation  and  the  University  of  Florida 
— November  11  to  14,  1970.  To  be  held 
at  the  Tides  Hotel  and  Bath  Club,  Reding- 
ton  Beach,  Florida.  The  Foundation  and 
University  reserve  the  right  to  limit  regis- 
tration. Fee:  $100.00  — Lunches  on  No- 
vember 11,  12  and  13  included  in  the 
Registration  Fee.  20  Accredited  Hours 
by  the  American  Academy  of  General 
Practice  if  desired.  Address:  Postgi'adu- 
ate  Medical  Education,  Mound  Park  Hos- 
pital Foundation,  Inc.,  St.  Petersburg, 
Florida  33701. 
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Forms  to  register  for  the  43rd  ANNUAL 
SCIENTIFIC  SESSIONS  OF  THE  AMER- 
ICAN HEART  ASSOCIATION  may  now 
be  obtained  through  the  Association’s  Na- 
tional Office  or  from  local  Heart  Associa- 
tions. The  meeting  is  being  held  from 
Thursday  morning,  Nov.  12  through  Sun- 
day noon,  Nov.  15  in  Convention  Hall,  At- 
lantic City,  N.J.  Seven  programs  on  Clin- 
ical Cardiology  and  concurrent  sessions  on 
various  phases  of  cardiovascular  research 
and  medicine,  will  be  presented.  In  ad- 
dition, the  meeting  will  feature  lectures, 
panels,  symposia  and  the  screening  of  re- 
cently produced  cardiovascular  films.  On 
Thursday  evening,  Nov.  12,  a series  of 
Cardiovascular  Conferences  will  be  devot- 
ed to  small  group  discussion  of  CV  prob- 
lems. A special  “Meet  the  Expert”  ses- 
sion will  be  held  on  Saturday  evening,  Nov. 
14  for  talks  on  a variety  of  cardiovascular 
topics.  As  in  the  past,  scientific  and  in- 
dustrial exhibits  will  be  displayed  through- 
out the  meetings.  Industrial  exhibit  space 
may  be  obtained  through  Steven  K.  Her- 
litz,  Inc.,  850  Third  Ave.,  New  York,  N.Y. 
10022. 

AMERICAN  MEDICAL  ASSOCIATION— 
24th  Clinical  Convention,  Boston,  Massa- 
chusetts, November  29-December  2,  1970. 

NEBRASKA  STATE  OBSTETRIC  & GYN- 
ECOLOGIC SOCIETY  — December  3,  4, 
5,  1970;  New  Frontier  Hotel,  Las  Vegas, 
Nevada.  Write;  W.  H.  Taylor,  Jr.,  M.D., 
Secretary,  3610  Dodge  Street,  Omaha,  Ne- 
braska 68131. 

ARIZONA  HEART  ASSOCIATION— Four- 
teenth Annual  Cardiac  Symposium,  Ari- 
zona Biltmore  Hotel,  Phoenix,  Arizona, 
January  22-24,  1971.  Speakers  on  pro- 
gram include  Roman  DeSanctis,  M.D.,  Jo- 
seph Perloff,  M.D.,  Gilbert  Blount,  M.D., 
and  Rene  Fabalero,  M.D.  For  informa- 
tion write  Arizona  Heart  Association, 
1720  E.  McDowell  Road,  Phoenix,  Arizona 
85006. 

SOUTHWESTERN  SURGICAL  CON- 
GRESS, 23rd  Annual  Meeting  — April  19- 
22,  1971;  Caesar’s  Palace  Hotel,  Las  Ve- 


gas, Nevada.  Write  to:  Jack  A.  Barney, 
M.D.,  Secretary-Treasurer,  Southwestern 
Surgical  Congress,  301  Pasteur  Building, 
Oklahoma  City,  Oklahoma  73103. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 103rd  Annual  Session,  April 
25-28,  1971,  Omaha  Hilton  Hotel,  Omaha, 
Nebi’aska. 


By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

William  L.  Sucha,  M.D.,  Omaha,  Nebraska 

Doctor  William  L.  Sucha  was  born  in  Col- 
fax County,  Nebraska,  on  March  31,  1884. 
He  died  September  6,  1970,  at  the  age  of  86. 

Doctor  Sucha  graduated  from  the  Creigh- 
ton University  School  of  Medicine  in  1908 
and  had  retired  from  active  practice  in  1958. 
Doctor  Sucha  was  a past  president  of  the 
Omaha-Douglas  County  Medical  Society  and 
had  served  as  Chairman  of  the  Department 
of  Orthopedic  Surgery  at  Creighton  Univer- 
sity. He  was  physician  for  both  football 
and  basketball  teams  at  Creighton  University 
from  1920  until  1955. 

Paul  H.  Thorough,  M.D.,  West  St.  Paul, 
Minnesota 

Doctor  Paul  H.  Thorough  was  born  in 
Adrian,  Minnesota,  on  August  18,  1904.  He 
died  September  19,  1970,  at  the  age  of  66. 

Doctor  Thorough  graduated  from  the 
Creighton  University  School  of  Medicine  in 
1932.  He  obtained  his  surgical  training  from 
the  University  of  Pennsylvania  School  of 
Medicine.  Prior  to  moving  to  Minnesota  in 
1969,  he  had  been  a Lincoln  resident  for  22 
years. 

Survivors  include  a daughter,  Mrs.  James 
(Jeanne)  Kelley,  of  West  St.  Paul,  Minne- 
sota. 
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Medicinews 


Certified  medical  assistants 

The  92  medical  assistants  certified  in 
1970  are  to  be  honored,  as  we  go  to  press, 
during  the  14th  annual  convention  of  the 
American  Association  of  Medical  Assistants 
in  Des  Moines.  Oct.  28-31.  They  will  re- 
ceive their  certificates  and  pins  at  a dinner 
in  their  honor  Oct.  29. 

The  certification  examination  is  a two- 
day  test  constructed  and  administered  by  the 
AAIMA  certifying  board,  consisting  of  certi- 
fied medical  assistants,  physicians  and  edu- 
cators. l\Iore  than  400  men  and  women  have 
been  certified  in  the  clinical  or  administra- 
tive categories,  or  both.  The  complete  exam- 
ination for  dual  certification  covers  medical 
terminology,  medical  ethics,  secretarial 
skills,  human  relations,  communications  and 
laboratory  orientation. 

This  year,  25  earned  clinical  certification, 
37  received  administrative  certification  and 
30  had  dual  certification. 

They  include:  Mrs.  Bonnelle  J.  Ahrens, 
Administration  and  Clinical,  of  Lincoln,  and 
Mrs.  A.  Berdeen  Lawrence,  Clinical,  also  of 
Lincoln.  Both  are  AAMA  members. 

Sports  medicine 

A conference  — workshop  on  sports  medi- 
cine will  be  held  at  the  University  of  Iowa 
Friday  and  Saturday  morning,  November  20- 
21. 

Among  topics  for  discussion  will  be  the 
care  of  common  skin  problems  of  athletes, 
effects  of  the  disuse  and  use  of  skeletal 
muscle,  contact  lenses  and  contact  sports, 
determining  the  ideal  weight  for  high  school 
wrestlers,  athletic  injuries  to  the  hand,  and 
the  kinesiology  of  the  knee. 

Guest  faculty  members  for  the  confer- 
ence will  be  Kent  Falb,  head  trainer  for  the 
Detroit  Lions  football  team,  and  Dr.  Stanley 
L.  James  of  the  Orthopedic  and  Fracture 
Clinic,  Eugene,  Oregon. 

U of  I faculty  will  be  from  the  depart- 
ments of  orthopedics,  intercollegiate  ath- 


letics, internal  medicine,  physical  therapy, 
rehabilitation,  dermatologj’,  and  physical 
education  and  biophysics. 

The  conference  is  designed  to  be  of  in- 
terest to  physicians,  coaches  and  trainers. 

For  information  on  registration,  write: 
Director,  Office  of  Medical  Education,  245 
IMedical  Research  Center,  The  University  of 
Iowa,  Iowa  City,  Iowa  52240. 

Cancer  chemotherapy 

Mead  Johnson  Laboratories  will  sponsor 
a Cancer  Chemotherapy  Program  in  1971. 
The  progi’am  will  consist  of  lectures  to  be 
given  by  outstanding  medical  authorities  in 
the  field  of  Cancer  Chemotherapy.  Fourteen 
M.D.’s,  all  with  hospital,  university  or  clinic 
affiliations  will  deliver  the  lectures. 

Medical  organizations  interested  in  obtain- 
ing one  of  the  speakers  should  contact: 
Martin  E.  Vancil,  M.D.,  Associate  Director, 
Medical  Research  Department,  Mead  John- 
son & Company,  Evansville,  Indiana  47721. 

Mead  Johnson  Laboratories  will  make  ar- 
rangements for  speaker  procurement  and 
will  defray  expenses  for  honoraria,  travel 
and  lodging. 

Radionuclide  therapy 

The  publication  of  recommendations  on 
precautions  in  the  management  of  patients 
receiving  radionuclide  therapy  w a s an- 
nounced recently  by  the  National  Council  on 
Radiation  Protection  and  Measurements 
(NCRP).  NCRP  Report  No.  37,  Precautions 
in  the  Management  of  Patients  Who  Have 
Received  Therapeutic  Amounts  of  Radio- 
nuclides, which  will  go  on  sale  October  1, 
1970,  is  designed  to  serve  as  a guide  for 
persons  concerned  with  the  patient  who  has 
received  a therapeutic  dose  of  a radionuclide. 
It  is  a revision  and  enlargement  of  NCRP 
Report  No.  21,  Safe  Handling  of  Bodies 
Containing  Radioactive  Isotopes. 

The  new  report  treats  four  situations: 
(1)  The  patient  receiving  regular  nursing 
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care  in  the  hospital,  (2)  the  radioactive 
patient  referred  for  emergency  surgery, 
(3)  the  patient  released  from  the  hospital 
while  still  containing  a significant  quantity 
of  radioactive  material,  (4)  the  patient  who 
dies  while  appreciably  radioactive.  The  re- 
port provides  guidance  for  internists,  sur- 
geons, pathologists,  nurses,  funeral  directors 
and  embalmers. 

The  recommendations  given  in  the  report 
are  designed  to  ensure  that  exposure  to  any- 
one concerned  with  the  radioactive  patient 
will  not  exceed  the  maximum  permissable 
levels.  The  report  deals  extensively  with 
protection  for  nursing  and  other  hospital 
personnel  who  may  repeatedly  have  to  care 
for  patients  undergoing  therapy  with  radio- 
nuclides. Protection  of  other  patients  and 
visitors  is  also  covered.  Information  is  pro- 
vided on  procedures  for  minimizing  the  ra- 
diation hazards  associated  with  accidental 
contamination.  The  report  also  provides 
information  on  the  precautions  necessary  in 
the  occasional  situation  when  a patient  re- 
quires an  emergency  operation  or  dies  short- 
ly after  having  received  a large  internal  dose 
of  a radionuclide.  Report  No.  37  sets  out 
specific  recommendations  on  the  conditions 
under  which  a patient  may  be  discharged 
from  the  hospital,  utilizing  the  possible  ex- 
posure to  other  individuals  as  the  basis  for 
release,  rather  than  the  content  of  radio- 
activity. 

The  new  report  gives  specific  directions 
on  the  measurements  or  calculations  re- 
quired to  evaluate  radiation  exposure  to 
hospital  personnel  and  other  persons.  The 
report  also  includes  appendices  covering  cal- 
culation of  accumulated  exposure,  radioactiv- 
ity tags  and  labels,  check  list  for  patients 
about  to  be  discharged,  and  instructions 
for  the  family  or  released  patients. 

Copies  of  NCRP  Report  No.  37,  Precau- 
tions in  the  Management  of  Patients  Who 
Have  Received  Therapeutic  Amounts  of 
Raxlionuclides,  can  be  purchased  for  $1.50 
each  from;  NCRP  Publications,  P.  0.  Box 
4867,  Washington,  D.C.  20008. 

Empty  capsules:  Lilly  helps 

Eli  Lilly  and  Company  is  prepared  to  do 
anything  within  its  power  to  help  solve  the 


problem  of  the  use  of  empty  gelatin  capsules 
in  the  heroin  trade,  Henry  F.  DeBoest,  vice 
president  of  corporate  affairs,  said  recently. 

Testifying  before  the  House  of  Represen- 
tatives Select  Committee  on  Crime,  DeBoest 
said  that  the  company  has  procedures  aimed 
at  ensuring  that  its  output  of  empty  cap- 
sules remains  in  legitimate  channels. 

Wholesalers  had  been  asked  to  screen  their 
orders  from  retailers  in  order  to  satisfy 
themselves  that  there  was  a legitimate  need 
for  the  products.  In  addition,  the  company 
was  screening  orders  from  its  wholesalers 
when  quantities  in  their  orders  appeared  un- 
usual. 

DeBoest  pointed  out  that  production  of 
the  number  5 small  capsule,  which  reported- 
ly was  being  used  for  packaging  heroin,  rep- 
resented less  than  1 percent  of  the  com- 
pany’s total  capsule  production. 


Critical  Decisions  in  Liver  Trauma  — C.  E. 

Lucas  and  A.  J.  Walt  (1400  Chrysler  Free- 
way, Detroit).  Arch  Surg  101:277-283 

(Aug)  1970. 

The  causes  of  liver  trauma  in  604  patients 
treated  in  an  urban  general  hospital  over  the 
past  8 1/2  years  were  290  knifings,  249  gun- 
shot wounds,  and  65  blunt  injuries.  Most 
stab  wounds  and  gunshot  wounds  were  treat- 
ed by  simple  suture  and  drainage ; some  gun- 
shot wounds  required  debridement.  Twenty- 
seven  patients  needed  major  hepatic  resec- 
tion to  control  intraoperative  hemorrhage; 
eight  died.  The  mortality  rate  was  1.7% 
for  stab  wounds,  18%  for  gunshot  wounds, 
and  27.6%  for  blunt  trauma,  mainly  from 
intraoperative  hemorrhage  or  postoperative 
respiratory  failure.  A prospective  random- 
ized drainage  study  designed  to  evaluate  the 
efficacy  of  extrahepatic  biliary  drainage 
showed  an  increasing  morbidity  in  33  pa- 
tients with  biliary  drainage,  compared  to  17 
patients  without  such  drainage.  Postoper- 
ative gastric  mucosal  bleeding,  post-hepa- 
tectomy  coagulation  deficiencies,  and  early 
postoperative  respiratory  insufficiency  were 
the  most  common  serious  postoperative  com- 
plications. 
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Out  of  the  Btue 

Abortion 

Here’s  an  interesting  question.  Here  and 
there,  if  a woman  wants  an  abortion,  she 
may  have  it.  Now  suppose  the  mother  of 
the  unborn  embryo  decides  to  have  an  abor- 
tion, but  the  father  feels  differently.  Does 
the  father  have  any  rights  in  preserving  his 
offspring?  In  our  civilization,  the  mother 
decides  how  to  bring  up  the  child,  but  sup- 
pose she  decides  not  to  bring  it  up  at  all? 

Poor  Dad. 


Ataraxia,  or  the  neurologist’s  obsession. 

I don’t  know  what  neurologists  would  do 
without  the  scarlet  letter.  I don’t  think 
they  ever  got  past  “A”  in  the  alphabet,  but 
then  they  don’t  need  to.  They  have  all  the 
rest  of  us  hopelessly  confused  with  apraxia, 
agnosia,  ataxia,  and  alexia.  If  a fellow  de- 
veloped loss  of  memory  after  an  operation, 
you  might  call  it  anesthesia-amnesia.  Which 
sounds  remarkably  like  that  wonderful  asta- 
sia-abasia. Wonder  who  made  that  up;  Dr. 
Hawthorne,  I presume.  Of  course,  there  are 
anoxia,  and  asthma,  and  anemia,  but  those 
are  words  all  doctors  know.  Not  like  aki- 
nesia or  acrophobia.  Glad  you  didn’t  have 
to  look  any  of  those  up;  they’re  for  neurolo- 
gists, anyway. 


Malpractice 

In  a recent  case,  the  patient  was  offered 
$40,000,  but  he  demanded  $100,000.  So  the 
jury  awarded  $200,000. 


Socialized  medicine 

First  it  was  “cradle  to  grave” ; then  they 
reached  for  rhyme  and  called  it  “womb  to 
tomb.”  Now  it’s  even  better:  it’s  “sperm 
to  worm.” 


The  grammarian’s  funeral 

Some  people  like  bad  grammar,  but  there 
are  many  who  find  it  loathsome,  and  you  can 
put  me  down  as  one  of  the  many.  We  learned 
figures  of  speech  and  all  the  parts  of  speech. 


and  we  were  taught  that  verbs  have  voice 
and  mood  and  tense,  and  that  “like”  is  an  ad- 
jective. The  cigarette  advertisements  (you 
remember  them)  stimulate  me  to  come  up 
with : 

An  adverb  looks  good 

As  an  adjective  should. 

While  I am  at  the  same  time  a purist  and 
an  iconoclast,  I must  point  out  that  Keats 
wrote : 

They  raven  down  scenery  like  children 
do  sweetmeats. 

Anyway,  I reached  for  my  favorite  book, 
the  dictionary,  and  found  that  “conjunction” 
is  a noun.  As  a matter  of  fact,  and  this 
should  be  a big  help  to  students  taking 
English  examinations,  all  parts  of  speech 
are  nouns. 

That  should  give  grammarians  pause,  or 
possibly  shudders. 


— F.C. 


Gastric  Secretory  Re.spon.se  to  Head  Injury — 
L.  Norton  and  B.  Eiseman  (Denver  Gen- 
eral Hosp,  Denver).  Arch  Surg  101:200- 
204  (Aug)  1970. 

Ten  of  19  patients,  comatose  following  se- 
vere cerebral  trauma,  showed  evidence  of 
gastric  acid  hypersecretion  within  the  first 
week  posttrauma.  Three  bled  briefly  from 
presumed  stress  ulcer.  Hypersecretion  was 
reduced  in  three  patients  after  administra- 
tion of  parasympatholytic  drug.  Acid  hy- 
persecretion occurred  both  in  patients  with 
and  without  adjunctive  corticosteroid  ther- 
apy. The  “Cushing’s  ulcer”  appears  to  dif- 
fer from  other  forms  of  stress  ulcer  in  hav- 
ing a higher  incidence  of  associated  gastric 
hyperacidity.  Neostigmine  bromide,  pilo- 
carpine, hydrochloride,  vitamin  A,  and  phyto- 
hemagglutinin failed  to  stimulate  mucus  se- 
cretion when  used  in  gastric  pouches. 
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The  Funny  Bone 


The  Patient. 

“I  have  romantic  fever.” 

How  Much  Do  You  Weigh? 

“Ho  ho.” 

The  Chart. 

“Examination  failed  to  reveal  anything 
nonremarkable.” 

Department  of  Definitions. 

Surgeon:  a doctor  who  requests  sterile 
light  handles  and  then  complains  be- 
cause the  light  is  not  in  the  wound. 


The  Oldest  Medical  .Joke. 

“I’ve  been  to  six  doctors  and  none  of  them 
could  find  anything  wrong  with  me. 
I hope  you  can  do  better.” 

Remember? 

Penwipers. 

Slow  Death  Of  The  English  Language. 
“Where  are  the  two  twins?” 

Pet  Peeve. 

“Bye-bye.” 

— F.C. 


Down  Memory  Lane 


1.  A brief  idea  of  the  economic  import- 
ance of  mental  hygiene  can  be  gained  by 
noting  that  there  are  probably  350,000  in- 
sane patients  in  our  State  Institutions;  that 
is,  in  the  hospitals  for  the  insane. 

2.  Prohibition  has  cut  the  calls  for  am- 
bulance service. 

3.  “Four  thousand  doctors  of  Vienna  who 
have  been  treating  patients  under  the  aus- 
pices of  sick  benefit  associations  have  gone 
on  strike.  They  are  refusing  to  make  visits 
except  for  the  regular  fees  of  their  private 
practice.” 

4.  It  is  only  necessary  to  mention  in  this 
connection  the  adoption  of  the  radical  cure 
of  inguinal  hernia  in  all  cases  of  rupture 
in  the  service  as  an  official  matter.  The 
general  order  covering  this  advance  was  is- 
sued in  1895. 

5.  Recently  a new  antiseptic  has  been 
brought  to  our  attention.  Mercurochrome- 
220,  introduced  for  sterilizing  the  bladder, 
gives  promise  of  being  useful  in  septic  dis- 
eases of  the  conjunctival  sac  and  cornea 
as  well. 

6.  The  choice  of  operation  in  the  usual 
type  of  empyema  with  us  was  a thoracotomy 
done  under  local  anesthesia. 


7.  The  problem  of  handling  the  tuber- 
culous is  not  a problem  of  the  individual, 
but  of  the  household,  and  beyond  that,  of 
course,  the  whole  community. 

8.  If  a careful  study  is  made  of  every 
case  of  nasal  catarrh  and  appropriate  sur- 
gical treatment  employed,  there  are  few 
cases  of  infection  of  the  nose  which  cannot 
be  cured. 

9.  During  the  Spanish-American  War  ty- 
phoid fever  attacked  one-fifth  of  the  troops 
raised  for  our  national  defense. 

10.  The  Omaha  Roentgen  Society  will 
meet  the  first  Monday  evening  of  each  month 
during  the  winter  to  discuss  x-ray  subjects. 

Nebraska  State  Medical  Journal 
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Our  Medical  Schools 


Nebraska  appoints  Dr.  Records 

The  appointment  of  Dr.  Raymond  E.  Rec- 
ords as  chairman  of  the  department  of  oph- 
thalmology at  the  University  of  Nebraska 
IMedical  Center  will  become  effective  Janu- 
ary 1.  He  will  hold  the  rank  of  full  pro- 
fessor. 

Dr.  Records  is  presently  an  assistant  pro- 
fessor at  the  University  of  Colorado  Medi- 
cal Center. 

A graduate  of  the  St.  Louis  University 
School  of  IMedicine,  Dr.  Records  received  his 
bachelor’s  degree  from  the  University  of 
Denver. 

Dr.  Baker  joins  U of  N 

Dr.  Robert  N.  Baker  has  joined  the  fac- 
ulty at  the  University  of  Nebraska  Medical 
Center  as  a professor  of  neurology. 

Since  1967  Dr.  Baker  has  been  an  assist- 
ant clinical  professor  of  neurology  at  the 
University  of  California  at  Los  Angeles, 
where  he  received  his  M.D. 

From  1954  to  1957  he  was  chief  of  neu- 
rology service  and  director  of  neurology 
residency  training  at  the  Wadsworth  Hos- 
pital, Veterans  Administration  Center.  He 
was  chief  of  neurology  service  at  Lackland 
Air  Force  Hospital  in  San  Antonio,  Texas, 
in  1955  and  1956. 

Dr.  Baker  is  a graduate  of  Park  College, 
Parksville,  Missouri. 

Dr.  Fusaro  appointed 

As  we  go  to  press.  Dr.  Ramon  Fusaro  is  to 
become  the  chairman  of  the  department  of 
dermatology  at  the  University  of  Nebraska 
IMedical  Center.  He  will  hold  the  rank  of 
full  professor. 

Dr.  Fusaro  has  been  an  associate  professor 
and  director  of  the  dermatology  clinic  at 
the  University  of  Minnesota. 

Besides  his  bachelor  degrees  in  both  arts 
and  sciences.  Dr.  Fusaro  also  received  his 


master  of  science,  M.D.  and  Ph.D.  degrees 
from  the  University  of  jMinnesota. 

Postgraduate  schedule 

A course  on  new  concepts  of  coronary  care 
has  been  added  to  the  November  postgradu- 
ate schedule  of  the  University  of  Nebraska 
Medical  Center. 

Dr.  Charles  Hamilton,  assistant  profes- 
sor of  intemal  medicine  and  director  of  Uni- 
versity Hospital’s  medical  intensive  care 
unit,  will  be  moderator  of  the  course  to  be 
held  November  20  and  21,  1970,  at  the  Vil- 
lager Motel  in  Lincoln. 

Guest  faculty  members  include  Dr.  Har- 
vey Kemp,  director  of  the  intensive  care 
unit  of  St.  Luke’s  Hospital,  New  York  City, 
and  Dr.  Robert  C.  Jones,  director  of  the  car- 
diovascular division  of  the  Colorado-Wyo- 
ming  Regional  Medical  Program. 

The  course  is  sponsored  by  the  Nebraska- 
South  Dakota  Regional  Medical  Program. 
No  tuition  will  be  charged.  However,  there 
will  be  a fee  for  lunches.  Nine  hours  of 
AAGP  credit  will  be  given. 

The  only  course  on  the  December  calen- 
dar is  a five-day  traineeship  in  obstetrics 
and  gynecology  during  the  week  of  Decem- 
ber 7-11. 

This  course  carries  40  hours  of  AAGP 
credit.  The  fee  is  $125. 

The  traineeship  is  designed  to  give  the 
practicing  physician  a capsule  review  of  new- 
er treatments  and  clinically  oriented  tech- 
nical procedures.  It  will  include  daily  sem- 
inars, rounds,  clinical  experiences  and  in- 
fonnal  discussions. 

Pop  explosion  at  U cf  N? 

The  number  of  babies  delivered  at  Uni- 
versity Hospital  in  Omaha  set  a record  in 
September. 

Dr.  Warren  Pearse,  chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology,  said 
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128  babies  were  born  then.  The  previous 
record,  he  said,  was  126  in  August,  1969. 

Urology  residency 

The  University  of  Nebraska  Medical  Cen- 
ter has  received  approval  for  the  state’s 
first  residency  program  in  urology. 

The  program  may  accept  one  resident  in 
each  of  its  three  years.  Upon  completion 
of  the  program,  residents  are  eligible  for 
the  American  Board  of  Urology. 

Candidates  must  have  at  least  one  year 
of  training  beyond  internship.  This  year 
may  be  in  one  of  several  disciplines  but  a 
background  in  general  surgery  is  preferred, 
according  to  Dr.  Francis  F.  Bartone,  chair- 
man of  the  department. 

Besides  University  Hospital,  affiliated 
hospitals  include  Veterans  Administration, 
Bishop  Clarkson  Memorial  and  Nebraska 
Methodist,  all  in  Omaha. 

One  resident  began  the  program  in  July. 
He  is  Dr.  Garland  Campbell,  who  had  been 
in  the  practice  of  general  surgery  for  20 
years.  He  is  board  certified  in  surgery  and 
a Fellow  of  the  American  College  of  Sur- 
geons. 


Emphysema 

A one-day  workshop  on  emphysema  spon- 
sored by  Division  II  of  the  Licensed  Prac- 
tical Nurse  Association  of  Nebraska  will  be 
open  to  all  allied  health  professionals. 

Miss  Ann  VanHoff,  director  of  training 
at  Nebraska  Methodist  Hospital,  will  wel- 
come the  guests  at  the  sessions  on  Thursday, 
November  12,  at  the  Indian  Hills  Educational 
Center. 

Dr.  Irving  Kass,  director  of  the  Regional 
Chest  Center  at  the  University  of  Nebraska 
Medical  Center,  will  discuss  definitions  of 
commonly  used  terms.  Other  members  of 
the  Chest  Center  staff  and  their  topics: 

Dr.  Noe  Zamel:  Bedside  Evaluation  of 
the  Emphysema  Patient; 

Dr.  Leo  O’Brien:  Drugs  Used  in  Treat- 
ment ; 


Dr.  David  Dines:  Management  of  Pa- 
tient in  Acute  Respiratory  Stress ; 

Dr.  William  Dye : How  to  Collect  a 
Sputum  Specimen; 

Inhalation  Therapist  Sam  Schroeder : 
How  to  Give  an  Intermittent  Positive 
Pressure  Breathing  Treatment; 

Physiotherapist  Herbert  Rubin:  Dem- 
onstration of  Chest  Physiotherapy; 

Rehabilitation  Advisor  Jerry  Dykster- 
huis : Vocational  Rehabilitation  Re- 
sources. 

Other  University  of  Nebraska  Medical 
Center  participants  are  Dr.  Louis  Burgher, 
intern ; Miss  Carmen  Horn,  assistant  pro- 
fessor in  the  School  of  Nursing,  and  Dr. 
Robert  Muffley,  psychiatrist. 

The  fee  for  non-members  of  the  LPNAN  is 
$6.00,  with  members  being  charged  $5.00. 
Students  may  attend  for  $1.00.  Luncheon 
charges  will  be  $2.66.  The  National  Federa- 
tion of  Licensed  Practical  Nurses  will  grant 
six  hours  of  credit  to  LPN’s  attending  the 
conference. 


Present-Day  Risk  of  Thoracotomy  in  Pa- 
tients With  Compromised  Pulmonary 
Function  — L.  R.  Bryant  et  al  (Univ  of 
Kentucky  Medical  School,  Lexington). 
Arch  Surg  101:140-144  (Aug)  1970. 

The  influence  of  compromised  pulmonary 
function  on  complication  rate  and  mortality 
after  major  thoracotomy  was  deteiTnined  in 
85  patients  over  40  years  of  age  who  had 
less  than  60%  of  predicted  function  on  at 
least  two  of  four  standard  spirometric  tests. 
Pulmonary  complications  occurred  in  35%, 
and  50%  of  those  who  required  tracheosto- 
my or  mechanical  ventilation  failed  to  sur- 
vive. Postoperative  respiratory  insufficien- 
cy occurred  in  17  patients,  nine  of  whom 
died.  Hospital  mortality  rate  was  19%, 
with  bronchopleural  fistula  and  pneumonia 
with  respiratory  insufficiency  as  the  prin- 
cipal causes  of  death.  Technical  and  infec- 
tious complications  exerted  greater  influence 
on  outcome  than  impaired  pulmonary  func- 
tion per  se. 


November,  1970 


699 


From  the  Editor 


Ball  announces  appointment 

Robert  M.  Ball,  Commissioner  of  Social 
Security,  has  announced  the  appointment  of 
Mr.  Norman  G.  Parsons  as  Deputy  Director 
of  the  Social  Security  Administration’s  Bu- 
reau of  Health  Insurance,  the  bureau  that 
administers  the  Nation’s  Medicare  program. 
Mr.  Parsons  will  begin  his  new  assignment 
on  September  21,  1970. 

In  September  1969,  Mr.  Parsons  was  ap- 
pointed as  a full-time  consultant  to  the  Blue 
Ribbon  Defense  Panel  established  by  Presi- 
dent Nixon  and  Melvin  R.  Laird,  Secretary 
of  Defense. 


Glad  to  see  them  at  the  meeting 

At  the  October  2 to  4,  1970  NSMA  meet- 
ing in  Kearney,  I had  the  pleasure  of  meet- 
ing and  chatting  with: 

Kenneth  Torrington,  U of  N junior  class 
president. 

Ray  Cimino,  Creighton  junior  class 
president. 

Gary  Waddington,  U of  N SAMA  presi- 
dent. 

Emmett  Doerr,  Creighton  SAMA  pres- 
ident. 


A new  history  journal 

One  journal  does  not  usually  suggest  that 
you  buy  another,  but  medical  history  is 
something  I care  much  for,  and  British 
writing  is  another,  and  there  is  a journal, 
some  two  or  three  years  old,  printed  in  Eng- 
land or  Great  Britain,  or  the  United  King- 
dom (they’re  very  hard  for  an  American 
to  get  straight,  but  then  they  still  refer  to 
us  as  the  colonies)  called  “History  of  Medi- 
cine.” 

The  address  is  quite  British,  too.  It’s 
Beechtree  Cottage,  The  Ridgeway,  London 
NW7 ; and  then  England,  I suppose. 

AAGP  is  now  AAFP 

The  nation’s  second  largest  medical  group 
has  voted  to  change  its  name  of  23  years. 
The  American  Academy  of  General  Prac- 
tice, national  association  of  family  physi- 
cians, now  will  become  known  as  the  Ameri- 
can Academy  of  Family  Physicians. 

The  action,  which  will  take  a year  to  de- 
velop fully,  was  taken  by  the  Academy’s 
Congress  of  Delegates  in  the  final  session  of 
the  group’s  annual  meeting.  It  immediate- 
ly preceded  election  of  Dr.  J.  Jerome  Wild- 
gen,  Kalispell,  Mont.,  as  president-elect.  Dr. 
Wildgen  will  become  president  a year  from 
now  at  the  organization’s  meeting  in  Miami 
Beach. 


Welcome  New  Members 

Don  E.  Farley,  M.D. 

Panhandle  Mental  Health  Center 
Scottsbluff,  Nebraska  69361 

R.  Dan  Clark,  M.D. 

1720  10th  Street 
Gering,  Nebraska  69341 

Leonard  K.  Lamberty,  M.D. 

305  East  1st  Street 
McCook,  Nebraska  69001 


Why  support  AMA-ERF? 

We  Nebraskans  are  a proud  people.  Per- 
haps we  are  closer  to  our  pioneer  ancestry 
than  some  states,  and  like  our  freedom  of 
enterprise.  We  have  always  supported  our 
progressive  institutions  with  our  own  money 
rather  than  waiting  for  the  questionable 
generosity  of  a bureaucratic  government. 

Our  two  class  “A”  medical  schools  have 
very  small  endowments  compared  to  some 
of  the  name  schools  in  other  parts  of  the 
country.  They  are  however,  much  less  de- 
pendent on  government  funds  than  many 
schools,  and  for  that  reason  have  been  able 
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to  chart  their  own  course  of  medical  educa- 
tion. They  are  able  to  do  this  without  the 
oppressive  directions  of  a government  that 
says : “If  you  use  our  money  then  you  must 
accept  our  guidelines  and  directives.” 

The  American  Medical  Association  Edu- 
cation Research  Foundation  is  an  outstand- 
ing example  of  the  way  in  which  Nebraska 
supports  its  schools  and  the  future  of  its 
medical  students  by  private  donations. 
The  funds  donated  by  Nebraskans  have  con- 
tributed greatly  to  the  independence  of  our 
two  medical  schools. 

Our  two  medical  schools  have  not  been 
required  to  bow  to  federal  pressures  as  some 
of  the  schools  in  other  states  have  done. 
True,  it  has  not  been  entirely  due  to  AMA- 
ERF,  but  the  Foundation  has  had  a promi- 
nent part  to  play,  and  we  are  very  proud  of 
our  accomplishments. 

This  reached  a climax  this  past  year  when 
our  Nebraska  State  Auxiliary  was  awarded 
the  top  prize  given  in  the  North  Central  Re- 
gion for  the  largest  increase  in  contribu- 
tions to  AMA-ERF. 

The  need  for  private  donations  to  our  medi- 
cal schools  is  growing,  and  if  we  are  to  be 
able  to  follow  the  ideas  of  our  pioneer  an- 
cestry, we  must  work  harder  than  ever  to 
increase  our  contributions  again  this  year. 

The  need  for  increase  in  contributions  to 
the  Student  Loan  Guarantee  Fund  is  a 
pressing  one,  too.  The  high  rate  of  inter- 
est in  the  federal  banking  system  has  made 
it  almost  impossible  to  help  enough  stu- 
dents, educated  in  a free  atmosphere,  to 
finish  their  education  without  some  private 
source  of  income.  Many  of  our  best  physi- 
cians come  from  families  that  have  little  if 
any  private  wealth.  These  students  must 
depend  on  outside  help  from  student  loans 
to  keep  them  going. 

Since  there  is  no  predicted  relief  from 
the  federal  government,  we  must  increase 
available  AMA-ERF  funds  to  help  many  of 
these  young  people  already  in  training,  for 
without  help  they  may  never  receive  their 
degrees.  These  loans  are  extended  to  in- 
terns and  residents  as  well  as  medical  stu- 
dents on  a long  term,  low  interest  basis. 


It  might  be  wise  to  clarify  a few  miscon- 
ceptions regarding  the  Student  Loan  Guar- 
antee Fund.  The  AMA  does  not  make  the 
loans  to  the  students,  residents,  and  interns. 
The  AMA  guarantees  the  participating  lend- 
ing bank  that  the  money  will  be  repaid 
should  the  student  default  his  loan.  Inci- 
dentally, these  defaults  run  less  than  1%, 
and  most  defaults  are  caused  by  deaths  or 
dropouts. 

Your  contribution  to  the  program  is  held 
as  a guarantee  for  repayment  of  loans.  Each 
dollar  you  give  puts  another  $12.50  to  work 
in  loans  made  by  a commercial  bank.  These 
loans  are  made  available  to  medical  students 
at  prevailing  interest  rates  from  participat- 
ing member  banks.  As  the  loans  are  repaid 
by  the  students,  this  money  is  again  reac- 
tivated to  help  more  medical  students  finance 
their  education. 

The  record  of  AMA-ERF  is  one  of  which 
we  can  be  proud.  Let  us  continue  to  make 
it  grow.  It  is  one  way  to  achieve  the  time- 
honored  ideals  of  the  American  way  of  life. 

Support  the  medical  school  of  your  choice 
or  help  a medical  student  achieve  his  goal. 
In  other  words  — Support  AMA-ERF ! 

Irene  Kelley, 

State  AMA-ERF  Chairman. 


Atrial  Myxoma  — B.  G.  Hattler,  Jr.,  et  al  (D. 
C.  Sebiston,  Jr.,  Duke  Univ  Medical  Center, 
Durham,  NC).  Ann  Thorac  Surg  10:65- 
74  (July)  1970. 

The  diagnosis  and  management  of  13  atrial 
myxomas  are  reviewed  and  the  various  pre- 
senting features  are  discussed.  Precordial 
heart  scans  and  angiocardiography  have 
proved  useful  in  establishing  the  diagnosis. 
Changes  in  the  electrophoretic  pattern  of  the 
serum  proteins,  as  well  as  a consistent  eleva- 
tion in  gamma  globulin,  are  features  of  diag- 
nostic importance ; both  return  to  normal 
after  excision  of  the  myxoma.  There  were 
two  postoperative  deaths  in  which  the  diag- 
nosis was  not  established  until  the  patients 
died  and  an  autopsy  was  performed. 
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HERE  & THERE 


The  Law 


The  four  major  bills  on  national  health 
insurance  introduced  in  91st  congress 

AMA’s  MecUcredit  Bill  (Fulton-Broyhill, 
et  al)  — H.R.  18567  . . . The  AMA’s  Medi- 
credit  proposal  is  a three-part  program  pro- 
viding basic  health  insurance  protection  for 
all  individuals  under  65  as  well  as  a Peer 
Review  Organization  for  quality  and  cost 
control. 

Part  A of  Medicredit  would  provide  for 
the  issuance  of  health  insurance  certificates 
to  those  individuals  or  families  whose  in- 
come tax  liability  is  $300  or  less.  Such 
a certificate  entitles  the  owner  to  a qualified 
medical  care  insurance  policy. 

Part  B of  this  proposal  would  establish  a 
graduated  scale  of  income  tax  credits  to  be 
allowed  for  the  purchase  of  health  insurance. 
The  credits  would  be  based  on  tax  liability. 
The  amount  of  the  credit  would  be  based  on 
the  amount  of  allowable  premium,  i.e.,  the 
cost  of  a qualified  health  care  insurance 
policy. 

A qualified  health  care  insurance  policy 
under  Parts  A and  B would  be  issued  by 
carriers  registered  with  the  appropriate 
state  insurance  body.  The  policy  would  also 
have  to  provide  basic  institutional  and  medi- 
cal care  benefits,  including:  60  days  of  in- 
patient hospital  services,  including  matern- 
ity and  extended  care  facilities;  emergency 
room  or  outpatient  services;  and  all  medical 
services,  including  diagnostic  and  thera- 
peutic services  when  performed  by  or  under 
the  direction  of  an  M.D.  or  D.O.  in  the  hos- 
pital, home,  office,  or  elsewhere. 

Supplemental  coverage  could  also  be  pro- 
vided under  a qualified  program.  This  cov- 
erage could  include : prescription  drugs ; ad- 
ditional days  of  inpatient  hospital  services; 
cost  of  blood  in  excess  of  three  pints;  other 
personal  health  services  provided  by  or  un- 
der the  direction  of  an  M.D.  or  D.O. ; and 
up  to  $25,000  for  hospital  and  medical  ex- 
penses in  addition  to  those  provided  by  the 
basic  policy  after  the  first  $300  of  these  ad- 
ditional expenses. 


The  coverage  would  be  subject  to  certain 
deductibles  and  coinsurance  provisions  for 
Part  B participants.  An  allowable  supple- 
ment would  be  a provision  to  eliminate  this 
deductible  and  coinsurance  requirement. 

A Health  Insurance  Advisory  Board  would 
establish  regulations  for  the  administration 
of  the  program  and  would  set  minimum  fed- 
eral standards  for  qualified  insurance  com- 
panies and  plans.  And  a Federal  Health  In- 
surance Redemption  Fund  would  be  created 
to  redeem  the  health  insurance  certificates 
issued  under  this  program.  Monies  for  the 
Fund  would  be  appropriated  from  the  gen- 
eral revenues. 

Part  C of  Medicredit  would  establish  a 
Peer  Review  Organization  (PRO)  program. 
The  Secretary  of  HEW  would  contract  with 
state  medical  societies  for  the  operation  of 
a PRO  in  each  state.  Under  the  program 
there  would  be  first  local  and  then  statewide 
review  by  M.D.’s  and  D.O.’s  of  reports  and 
allegations  of  improprieties  bearing  on  rea- 
sonableness of  charges,  need  for  services  ren- 
dered, or  quality  of  services  rendered  by 
the  provider.  A finding  against  the  provider 
could  result  in  his  suspension  or  exclusion 
from  participation  in  the  Federal  Govern- 
ment health  programs. 

The  AMA  estimates  that  its  Parts  A and 
B will  cost  about  $10  billion  per  year. 

AFL  - CIO’s  National  Health  Insurance 
Act  (Griffiths)  — H.R.  15779  . . . This  bill 
would  provide  comprehensive  health  care 
protection  for  all  citizens  and  for  those  non- 
citizens who  have  resided  in  the  U.S.  for 
at  least  one  year. 

The  benefits  provided  include  primary 
and  specialist  physician  services,  outpatient 
psychiatric  services,  optometric  seiwices  and 
eyeglasses,  outpatient  diagnostic  screening 
and  preventive  services,  and  other  remedial 
care.  Also  included  are  dental  services  and 
inpatient  hospital  services,  outpatient  serv- 
ices when  furnished  by  or  on  referi’al  of  a 
hospital  or  physician,  skilled  nursing  home 
services,  home  health  services,  rehabilita- 
tion services,  and  emergency  transportation. 
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There  would  be  a $2  per  visit  charge  for 
certain  physician,  other  medical,  and  dental 
services  and  for  home  health  services. 

The  patient’s  choice  of  physician  would  be 
made  annually  and  would  remain  in  effect 
for  that  year. 

The  regional  agencies  established  by  the 
bill  would  enter  into  agreements  with  city, 
county,  or  state  medical  societies,  with  single 
specialty  groups  or  multi-specialty  groups 
of  physicians  or  with  nonprofit  organiza- 
tions for  the  provision  of  those  services  the 
contracting  party  is  able  to  provide.  Sim- 
ilar agreements  would  be  entered  into  for 
dental  and  hospital  services. 

Payment  to  providers  for  services  ren- 
dered under  this  proposal  would  be  on  a per 
capita  basis,  on  a salary  basis,  or  on  a com- 
bination of  these.  Groups  would  be  reim- 
bursed on  a per  capita  basis  and  would  be 
free  to  provide  for  the  reimbursement  of 
their  member  physicians  on  a fee-for-service, 
per  capita,  salary,  contract,  or  other  basis. 
Groups  entering  into  agreements  for  the 
provision  of  health  care  benefits  would  re- 
ceive an  allowance  of  5%  of  their  capita- 
tion amount  of  administrative  expenses  for 
use  in  implementing  a plan  for : peer  re- 
view; improving  the  efficiency  of  delivery 
of  services ; continuing  education ; and  other 
needed  administrative  services. 

Other  provisions  call  for : hospital  pay- 
ment on  a per  capita  basis,  or  on  the  basis 
of  budgeted  costs,  or  on  a combination  of 
these ; payments  to  vary  depending  on  local- 
ity, differences  in  personnel,  and  make-up 
of  the  population  served ; payments  to  be 
made  only  to  primary  physicians  and  den- 
tists (specialists  would  be  reimbursed  from 
funds  received  by  the  primary  practitioner) ; 
and  the  program  to  be  administered  by  a 
National  Health  Insurance  Board. 

Money  for  this  program  would  be  provided 
through  a Health  Services  Fund.  Payment 
to  the  Fund  would  be  provided  by  an  em- 
ployee tax  of  1%  of  wages  and  employer 
tax  of  3%  of  wages  plus  a contribution  by 
the  Federal  Government  from  general  reve- 
nues equal  to  the  employer,  employee,  and 
self-employment  taxes  imposed.  The  tax 
base  would  be  increased  to  $15,000  by  1975. 


The  cost  of  this  program  has  been  esti- 
mated to  be  between  $35  and  $40  billion  a 
year. 

Committee  of  100’ s Health  Security  Pro- 
gram (Kennedy,  et  al)  — S.  U297  . . . Sen- 
ator Kennedy  as  a spokesman  for  the  Com- 
mittee for  National  Health  Insurance  (Wal- 
ter Reuther’s  Committee  of  100)  introduced 
on  August  27,  1970,  S.  4297. 

The  Committee  of  lOO’s  plan,  called  the 
“Health  Security  Program,”  include  these 
provisions : comprehensive  health  coverage, 
including  payment  of  all  necessary  physician 
services,  with  surgery  covered  only  if  done 
by  an  appropriately  qualified  specialist  and 
on  proper  referral ; all  necessary  hospital 
services;  skilled  nursing  home  services  (120 
days  per  spell  of  illness) ; dental  services  for 
children  with  eligibility  expanding  in  time 
to  cover  all  persons;  medicines  from  an  es- 
tablished list  (for  inpatients  and  persons 
enrolled  in  group  practice  plans,  for  others 
only  drugs  for  long-term  or  chronic  illness 
will  be  covered)  ; and  other  supporting  serv- 
ices. There  would  be  no  maximum  amount 
of  benefits  to  be  paid  or  days  of  care  to  be 
provided  (except  for  skilled  nursing  homes). 

The  program  would  be  financed  from 
three  sources:  40%  from  general  revenues, 
35%  from  employer  payroll  tax,  25%  from 
individual’s  payroll  tax.  These  monies  would 
be  paid  to  a Health  Security  Trust  Fund. 
Allotments  would  be  made  to  local  regions 
for  physician  payment.  Priority  would  be 
given  to  salaried  physicians  in  institutions, 
to  those  in  comprehensive  group  practice 
prepayment  organizations,  and  to  others  who 
agree  to  accept  capitation  payments.  The 
remainder  in  the  local  fund  would  be  used 
for  payment  of  fee-for-service  bills.  If  the 
fund  is  low,  these  last  payments  would  be 
prorated.  Other  features  of  the  Kennedy 
bill  include : a Resources  Development  Fund 
to  reorganize  the  delivery  of  health  care  em- 
phasizing comprehensive  prepaid  group 
practice  programs;  national  standards  for 
participation  by  providers  (both  individual 
providers  and  institutions),  including  con- 
tinuing education  requirements;  special  in- 
centives to  induce  providers  to  practice  in 
rural  or  deprived  areas;  and  active  involve- 
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ment  of  consumer  groups  in  the  development 
of  health  care  programs  and  organizations. 

The  program  would  have  cost  $37  billion 
if  it  had  been  in  effect  in  1969.  Estimates 
of  the  cost  now  are  over  $40  billion. 

Medicare  For  All  (Javits)  — S.  3711  . . . 
This  bill  entitled,  “National  Health  Insur- 
ance and  Health  Services  Improvement  Act 
of  1970,”  would  provide  a system  of  na- 
tional health  insurance  to  be  implemented 
by  expanding  the  present  medicare  pro- 
gram to  include  all  individuals.  The  pro- 
gram is  designed  to  be  fully  in  effect  by 
July  1,  1973.  However,  before  then,  it 
would  cover  the  disabled,  the  unemployed, 
and  the  poor. 

The  bill  would  add  coverage  of  mainten- 
ance drugs  to  the  present  medicare  bene- 
fits provided,  with  a fee  of  $1  per  prescrip- 
tion imposed.  The  provider  of  a mainten- 
ance drug  would  be  paid  the  reasonable  drug 
charge  which  would  be  the  acquisition  allow- 
ance plus  a dispensing  allowance.  Also  in- 
cluded would  be  physical  examinations  for 
all  and  dental  care  for  children  under  8 
years  of  age. 

Under  S.  3711,  the  Secretary  of  HEW 
would  prescribe : standards  of  continuing 
education;  and  national  minimum  standards 
of  licensure,  or  standards  of  qualification 
for  the  performance  of  major  surgery  or 
other  designated  specialty  services.  While 
the  program  would  be  administered  by  the 
Federal  Government,  the  Secretary  could 
enter  into  agreements  with  any  state  to  al- 
low state  administration. 

Delivery  of  health  care  could  come  about 
through  a variety  of  mechanisms.  The  Sec- 
retary would  be  authorized  to  contract  with 
comprehensive  health  service  systems,  with 
payment  for  the  reasonable  cost  of  the  serv- 
ices or  on  a predetermined  capitation  basis. 
(A  bonus  would  be  allowed  if  costs  are  be- 
low the  average  costs  for  the  services  pro- 
vided to  a comparable  population  group  out- 
side the  system).  The  Secretary  would  also 
be  authorized  to  contract  with  any  carrier 
to  provide  health  benefits  equivalent  to  those 
provided  under  the  program  to  individuals 
who  elect  to  be  covered  by  the  carrier.  Or, 
the  Secretary  could  enter  into  agreements 


with  employers  for  the  provision  of  health 
care  benefits  to  their  employees.  Such  a 
plan  would  have  to  cover  the  employee  and 
his  dependents,  would  have  to  have  at  least 
lo^/c  paid  by  the  employer,  and  would  have 
to  provide  benefits  superior  to  those  pro- 
vided under  medicare. 

A special  account  would  be  created  in  the 
Federal  Health  Insurance  Trust  Fund  which 
would  provide  for  the  payment  of  benefits 
for  those  under  65.  Funds  to  the  special  ac- 
count would  be  attained  through  a tax  on 
payroll  with  the  wage  base  being  increased 
to  $15,000.  The  tax  rate  for  employers  and 
employees  would  increase  from  .7%  in  1971 
to  3.3%  in  1975.  The  Federal  Government 
would  contribute  an  amount  equal  to  one- 
half  of  the  amount  contributed  by  employers 
and  employees. 

Senator  Javits  has  not  provided  cost  esti- 
mates of  his  proposal.  The  Social  Security 
Administration  has  estimated  that  the  pro- 
gram would  cost  $66.4  billion  in  1975,  when 
fully  implemented. 


Student  loan  increases  proposed 

Sen.  Cranston  (D)  Calif,  has  introduced 
S.  4296,  the  Health  Professions  Assistance 
Amendments  of  1970,  which  he  says  is  in- 
tended to  improve  the  health  professions  stu- 
dent loan  and  scholarship  program  so  as 
to  encourage  greater  representation  of  the 
educationallj^  and  economically  disadvant- 
aged in  the  health  professions  . . . The  bill 
extends  the  Health  Professions  Assistance 
Amendments  Act  through  fiscal  1976,  in- 
creasing the  authorization  from  the  present 
$35  million  to  $45  million  in  1971 ; $55  mil- 
lion in  1972 ; and  a $5  million  increase  for 
each  of  the  next  four  years. 

The  maximum  which  a student  could  bor- 
row through  the  program  would  be  raised 
from  $2,500  to  $3,500,  and  for  those  who 
are  “disadvantaged,”  the  maximum  annual 
loan  could  be  up  to  $7,000  . . . The  loan  for- 
giveness provision  in  existing  law  would 
be  increased  from  the  present  15%,  to 
331/3%  per  j'ear  for  each  year  during  which 
a physician,  dentist,  or  optometrist  prac- 
tices in  a rural  or  poverty  area.  The  bill 
also  contains  an  inducement  to  medical  and 
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other  health  professions  schools  to  admit 
larger  numbers  of  the  disadvantaged  by 
changing  the  scholarship  formula,  which 
presently  provides  $200  a year  for  each  stu- 
dent, to  give  an  additional  $2,500  a year  to 
the  school  for  each  full-time  disadvantaged 
student  they  enroll  . . . Scholarships  for  dis- 
advantaged students  would  be  increased  to 
$2,500  to  a maximum  of  $5,000  ...  In  intro- 
ducing this  legislation.  Sen.  Cranston  com- 
mented that  this  program  would  “dovetail 
nicely”  with  Sen.  Magnuson’s  proposed  Na- 
tional Health  Seiwice  Corp  (S.  4106)  which 
would  assign  Public  Health  Service  physi- 
cians to  rural  and  poverty  areas.  The  bill 
was  referred  to  the  Senate  Labor  and  Public 
Welfare  Committee. 

Senate  approves  family  medicine 
grants 

By  a vote  of  64-1  (Williams  (R)  Del.  dis- 
senting) the  Senate  approved  S.  3418, 
amending  the  Public  Health  Service  Act  to 
provide  for  grants  to  medical  schools  and 
hospitals  to  assist  them  in  establishing  pro- 
grams of  training  in  the  field  of  family  prac- 
tice . . . During  debate,  the  Senate  acted  on 
two  amendments.  The  first  would  have  de- 
leted the  requirement  for  the  establishment 
of  separate  departments  of  family  medicine 
in  medical  schools,  substituting  a require- 
ment that  schools  merely  include  the  teach- 
ing of  family  medicine  in  their  curricula. 
In  arguing  for  his  amendment.  Sen.  Dom- 
inick (R)  Colo,  argued  that  the  Congress 
should  not  be  legislating  medical  curricula, 
but  should  permit  medical  schools  to  carry 
out  the  programs  in  the  best  way  that  they 
can.  In  addition,  Dominick  said  it  would 
be  very  expensive  to  establish  and  operate 
separate  departments  of  family  medicine 
and  would  be  difficult  to  recruit  outstanding 
men  to  staff  such  a separate  department. 
Dominick  concluded  that  it  would  be  better 
to  utilize  the  top  people  in  existing  depart- 
ments in  the  construction  of  a family  prac- 
tice training  program.  The  amendment 
failed  by  a vote  of  22-40. 

The  Senate  did  adopt  an  amendment  of- 
fered by  Sen.  Dole  (R)  Kansas  which  calls 
for  the  establishment  of  a National  Informa- 
tion and  Resources  Center  for  the  Handi- 


capped which  would  collect,  review,  organ- 
ize, publish,  and  disseminate  information 
related  to  the  particular  problems  caused  by 
handicapping  conditions  with  a view  to  as- 
sisting the  handicapped,  and  organizations 
and  persons  interested  in  the  welfare  of  the 
handicapped,  in  meeting  the  problems  of 
handicapped  individuals.  The  information 
which  would  be  gathered  includes:  Medical 
and  rehabilitation  facilities  and  hospitals; 
day  care  and  other  programs  for  young 
children ; education ; vocational  training ; em- 
ployment; transportation;  architecture;  and 
recreation  . . . The  Dole  amendment  au- 
thorizes $300,000  for  fiscal  1971  to  carry 
out  this  information  program. 

AMA  on  Social  Security 

Appearing  for  the  AMA,  Doctor  William 
0.  LaMotte,  Jr.,  of  Wilmington,  Delaware, 
Chairman  of  the  Council  on  Legislation, 
testified  on  H.R.  17550,  the  Social  Security 
Amendments  of  1970,  which  had  been  passed 
by  the  House  in  May.  The  witness  presented 
specific  comments  addressed  to  some  twenty 
separate  sections  of  the  bill,  including:  The 
provision  for  Health  Maintenance  Organiza- 
tion (HMO)  benefits,  stating  that  before 
any  such  program  is  initiated  nationwide 
and  held  out  as  a realistic  benefit,  appro- 
priate demonstrations,  development  of  cost 
and  utilization  data,  should  test  the  capa- 
bility of  this  program  to  accomplish  its  pur- 
pose; strong  objection  to  the  provision 
placing  limits  on  prevailing  charge  levels; 
and  opposition  to  the  provision  authoriz- 
ing termination  of  payments  or  suspension 
of  physicians  from  the  Medicare  and  Medi- 
caid programs.  He  also  reiterated  Medi- 
cine’s opposition  to  still  another  study  of 
chiropractic  services  . . . Principal  areas 
of  Committee  discussion  related  to  Amend- 
ment No.  851,  introduced  by  Sen.  Bennett 
(R)  Utah  creating  a Professional  Standards 
Review  Organization  (PSRO),  which  would 
establish  a broad  program  for  review  of  all 
services  provided  under  Medicare,  Medicaid 
and  Maternal  and  Child  Health  Programs. 
Doctor  LaMotte  told  the  Committee  that 
“significant  changes”  would  be  necessary. 
Among  other  things,  he  objected  that  there 
was  no  assurance  that  a physician’s  serv- 
ices would  be  reviewed  by  his  practicing 
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peers  since  the  composition  of  PSRO  was 
not  specified;  objected  to  the  requirement 
of  reviewing  in  advance  admissions  to  health 
care  facilities  for  elective  procedures ; urged 
that  physicians  review  be  limited  to  his  serv- 
ices and  those  for  which  he  has  responsibil- 
ity ; and  stated  that  national  norms  of  health 
care  services  should  not  be  imposed  without 
a thorough  evaluation  of  its  consequences. 
The  witness  also  opposed  provisions  calling 
for  a $5,000  penalty  or  refund  for  unneces- 
sary services,  as  well  as  federal  ownership 
of  profiles  and  data  . . . The  Finance  Com- 
mittee will  begin  Executive  Session  consid- 
eration of  the  bill. 


Finance  committee  accepts  PSRO 

In  a news  release,  the  Senate  Finance 
Committee,  which  began  its  Executive  Ses- 
sion consideration  of  H.R.  17550,  the  Social 
Security  Amendments  of  1970,  has  an- 
nounced that  they  have  modified  and  ac- 
cepted the  amendment  offered  by  Sen.  Ben- 
nett (R)  Utah  which  calls  for  the  creation  of 
“Professional  Standards  Review  Organiza- 
tions” under  Medicare  and  Medicaid.  The 
amendment  provides  for  the  review  of  serv- 
ices furnished  under  Medicare  and  Medicaid. 
AMA’s  witness  before  the  Committee  last 
week  called  for  significant  changes  to  the 
Bennett  amendment  and  voiced  Medicine’s 
objections  to  its  provisions.  He  urged  the 
adoption  of  AMA’s  proposal  for  Peer  Review 
Organizations  if  the  Congress  was  to  adopt 
any  professional  review  program  this  year. 

AMA  supports  family  practice  training: 

Doctor  William  A.  Sodeman  of  Philadel- 
phia, Pa.,  Chairman  of  the  AMA  Council 
on  Medical  Education,  appeared  before  the 
Subcommittee  on  Public  Health  and  Wel- 
fare of  the  House  Interstate  and  Foreign 
Commerce  Committee  to  offer  the  Associa- 
tion’s support  of  S.  3418  (passed  by  Senate 
September  14,  1970)  and  similar  House 
bills  which  establish  a five-year  program  of 
grants  to  public  and  private  non-profit  med- 
ical schools  and  hospitals  to  expand  existing 
programs  or  to  establish  new  programs  of 
training  in  the  field  of  family  practice  . . . 
Pointing  to  the  present  shortage  of  family 


physicians  and  the  need  for  physicians  in 
rural  and  urban  ghetto  areas,  the  AIMA 
urged  that  the  Subcommittee  support  this 
legislation.  However,  objection  was  raised 
to  the  requirement  that  medical  schools 
establish  “separate  and  distinct  depart- 
ments” of  family  practice  so  as  to  be  eligible 
to  participate  in  the  program,  citing  that 
this  requirement  seemed  unnecessarily  re- 
strictive and  might  inhibit  the  development 
of  otherwise  worthy  programs  of  family 
practice.  The  statement  concluded  with  a 
reiteration  of  AlMA’s  strong  support  of  this 
legislation. 


Physician  dispensing  ban  proposed 

Rep.  Burlison  (D)  Mo.,  introduced  H.R. 
19488  which  would  limit  the  dispensing  of 
drugs  by  physicians  . . . Under  this  provi- 
sion of  the  bill,  physicians  would  be  pro- 
hibited from  selling  the  products  they  pre- 
scribe except  for  the  dispensing  of  drugs 
in  emergencies  in  single  dose  units  when 
there  is  no  community  pharmacy  available 
or  in  the  instances  of  occasional  dispensing 
when  it  is  not  a part  of  the  usual  course  of 
practice  . . . The  intent  of  this  bill  is  sim- 
ilar to  that  of  S.  260,  the  Medical  Restraint 
of  Trade  Act  introduced  by  Sen.  Hart  (D) 
Mich,  earlier  in  this  Congress. 


Orthostatic  Hypotension  During  Vincristine 
Therapy  — S.  M.  Carmichael  et  al  (C.  R. 
Ayres,  Dept  of  Internal  IMedicine,  Univ  of 
Virginia,  Charlottesville).  Arch  Inteim 
Med  126:290-293  (Aug)  1970. 

A patient  with  reticulum  cell  sarcoma  de- 
veloped severe  orthostatic  hypotension  after 
one  year  of  vincristine  sulfate  therapy. 
There  was  virtually  no  norepinephrine  ex- 
cretion ; however,  following  withdrawal  of 
vincristine  therapy,  norepinephrine  excretion 
became  normal  in  six  weeks.  There  was  some 
improvement  in  his  hypotension,  but  the  pa- 
tient became  very  ill  with  an  intracerebral 
tumor  and  died  with  brain  stem  metastasis. 
Decreased  norepinephrine  excretion  was  also 
present  in  two  other  patients  who  were 
studied  while  they  were  receiving  vincristine. 
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The  Letter  Box 


Dear  Frank : 

Being  older  than  you  are,  I too  qualify 
for  the  old  school.  But  I’m  willing  to  dump 
a good  bit  of  old  school  style.  Had  I wished 
to  approach  the  ultimate  of  formality  in  the 
salutation  above  I would  have  started  with 
Dear  Dr.  Cole.  I know  you’re  an  editor 
and  I’m  sure  you  recognize  the  fact.  Why 
clutter  either  the  envelope  or  the  letter? 

Clarence  Smith,  the  other  editor  of  this 
journal,  who  served  from  1903  to  1952, 
quitting  at  age  90,  always  refused  to  carry 
any  degree  inferior  to  M.D.  Since  all  others 
are  inferior,  that’s  what  he  used  and  I con- 
tinue the  practice. 

I refuse  to  cater  to  anyone’s  insecurity  by 
listing  the  letters  indicating  membership  in 
a medical  or  surgical  club,  or  by  including 
his  occupation  and  position  as  part  of  his 
address.  And  I find  that  mail  gets  delivered 
by  zip  number  just  as  well  as  by  including 
the  state  on  the  envelope.  Life  is  complicat- 
ed enough  without  the  scrolls  and  flourishes 
of  bygone  days. 

Sincerely, 

Herbert  L.  Hartley,  M.D., 

Editor. 

H.L.H.:  hs  (himself) 

Dear  Doctor  Cole: 

The  Division  of  Maternal  and  Child  Health 
of  the  University  of  California  School  of 
Public  Health  at  Berkeley  announces  post- 
graduate programs  leading  to  the  degree  of 
Master  of  Public  Health.  These  programs 
are  for  pediatricians,  obstetricians,  and  oth- 
er physicians  interested  in  receiving  train- 
ing in  the  field  of  Maternal  and  Child  Health. 
Fellowship  support  is  available,  including 
basic  support  for  the  trainee,  an  allowance 
for  dependents,  tuition,  and  fees. 

Program  areas  now  available  include  nine- 
month  programs  in  Maternal  and  Child 
Health,  Health  of  School-Age  Children,  and 
Maternal  Health  and  Family  Planning.  A 
twenty  - one  month  program  in  Care  of 


Handicapped  Children,  Perinatology,  and 
Comprehensive  Care  is  available.  There  are 
also  three-year  Career  Development  Pro- 
grams in  Pediatrics  and  Obstetrics  which 
combine  Public  Health  and  Residency  train- 
ing. Fellowships  are  available  for  these  pro- 
grams also. 

Applications  are  now  being  accepted  for 
the  group  entering  September,  1971.  For 
information,  write  to  Helen  M.  Wallace, 
M.D.,  School  of  Public  Health,  University 
of  California,  Berkeley,  California  94720. 

Sincerely, 

Helen  M.  Wallace,  M.D. 

Professor  and  Chairman 

Division  of  Maternal  and 
Child  Health 


Dear  Dr.  Cole: 

On  October  3,  1970  at  the  NSMA  House  of 
Delegates  meeting,  you  spoke  to  the  medi- 
cal students,  who  were  representing  Ne- 
braska’s two  medical  schools.  You  informed 
us  that,  if  we  wished,  we  could  send  you  let- 
ters to  be  printed  in  the  NSMA  Journal. 

Accordingly,  I am  sending  you  the  letter 
from  the  student  representatives  of  the 
University  of  Nebraska  College  of  Medicine. 
We  are  grateful  that  you  have  made  it  pos- 
sible for  us  to  express  our  thanks  to  all 
members  of  the  NSMA. 

Very  sincerely  yours, 
Kenneth  G.  Torrington 

We  appreciate  this  opportunity  to 
express  to  all  members  of  the  NSMA 
our  sincere  thanks  for  having  been  in- 
vited to  the  Fall  Session  of  the  NSMA 
House  of  Delegates.  We  believe  that 
the  approval  of  student  membership 
and  participation  in  the  NSMA  will  pro- 
vide the  means  whereby  medical  stu- 
dents will  be  able  to  become  initiated 
into  the  organized  workings  of  the 
medical  profession.  The  interest  which 
you  have  shown  toward  students  will 
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be  amplified  and  reflected  in  student 
interest  in  the  NSMA. 

We  thank  you  again. 

Very  sincerely  yours, 
Kenneth  G.  Torrington 
President  of  the  Junior  Class 
University  of  Nebraska 

Gary  L.  Waddington 
President  of  the  Student  AMA 
University  of  Nebraska 

Dear  Doctor  Cole: 

Speaking  for  Emmet  Doerr  and  myself,  I 
would  like  very  much  to  thank  you  for  tak- 
ing the  time  to  speak  to  us  student  repre- 
sentatives at  the  Fall  Session  of  the  Ne- 
braska State  Medical  Association.  We 


Announcements 

Committee  on  medical  library 
technicians 

In  January  1970,  the  Board  of  Directors 
of  the  Medical  Library  Association  estab- 
lished a Committee  on  Medical  Library  Tech- 
nicians. This  followed  the  approval  of  the 
i\ILA  Standards  on  Medical  Library  Tech- 
nician Training  by  the  members  of  the  As- 
sociation. The  committee  is  responsible  for 
all  matters  pertaining  to  Medical  Library 
Technician  training  and  will  provide  assist- 
ance to  those  individuals  and  institutions 
interested  in  this  area  of  specialization. 

For  further  information  or  assistance  con- 
tact Robert  M.  Braude,  chairman.  Commit- 
tee on  Medical  Library  Technicians,  Medical 
Library  Association,  Suite  2023,  919  N. 
Michigan  Ave.,  Chicago,  111.  60611. 

Postgraduate  Course  in  laryngology 
and  bronchoesophagology 

The  Department  of  Otolaryngologj"  of  the 
Eye  and  Ear  Infirmaiy  of  the  University  of 
Illinois  Hospital  and  Abraham  Lincoln 
School  of  Medicine  of  the  College  of  Medi- 


were quite  interested  and  impressed  with 
the  workings  of  the  various  committees, 
and  we  felt  quite  privileged  when  we  were 
asked  for  our  opinions  on  various  topics 
discussed. 

We  are  sure  we  speak  for  all  the  students 
at  Creighton  in  saying  thank  you  to  the 
Delegates  for  giving  the  medical  students 
of  the  state  the  opportunity  to  express 
themselves  on  various  matters  via  the  votes 
granted  us  in  the  House  of  Delegates.  We 
feel  we  have  something  to  contribute  to  the 
profession,  even  though  yet  students,  and 
we  are  grateful  to  the  Association  for  the 
opportunity  they  have  afforded  us  in  the 
State  Medical  Association. 

Very  respectfully  yours, 
Raymond  Cimino, 
Creighton  Medical  School. 


cine.  University  of  Illinois  at  the  Medical 
Center,  will  conduct  a postgraduate  course  in 
Laryngology  and  Bronchoesophagologj"  from 
March  15  through  26,  1971.  This  course  is 
limited  to  fifteen  physicians  and  will  be  un- 
der the  direction  of  Paul  H.  Holinger,  M.D. 
It  will  be  held  largely  at  the  Eye  and  Ear 
Infirmary,  1855  West  Taylor  Street,  Chi- 
cago, and  will  include  visits  to  a number  of 
other  Chicago  hospitals.  Instruction  will  be 
provided  by  means  of  animal  demonstrations 
and  practice  in  bronchoscopy  and  esophago- 
scopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Interested  registrants  will  please  write  di- 
rectly to  the  Department  of  Otolaryngology, 
University  of  Illinois  at  the  Medical  Center, 
Postoffice  Box  6998,  Chicago,  Illinois  60680. 


AALAS  to  meet 

Recent  advances  in  the  care  and  study  of 
animals  used  in  biologic  and  medical  re- 
search will  be  discussed  in  Chicago  November 
1-6,  1970,  when  more  than  2,000  veterinari- 
ans, physicians,  dentists,  laboratory  animal 
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technicians  and  other  scientists  gather  for 
the  21st  annual  session  of  the  American  As- 
sociation for  Laboratory  Animal  Science  at 
The  Conrad  Hilton  Hotel. 

The  five-day  scientific  program  will  in- 
clude two  days  of  seminars  and  three  days 
of  scientific  sessions.  The  110  papers  to 
be  presented  include  topics  as  diverse  as 
the  use  of  the  South  African  hamster  as  a 
model  for  diabetes  mellitus,  aging  under 
germfree  conditions,  laboratory  animal  tech- 
nology programs  for  high  school  and  college 
students,  and  the  status  and  prospects  of 
animal  welfare  legislation. 

Dr.  Norman  E.  Shumway,  professor  of 
surgery  and  chief  of  the  division  of  cardio- 
vascular surgery  at  Stanford  University, 
Palo  Alto,  California,  and  a noted  heart 
transplantation  pioneer,  will  address  the 
plenary  session  of  the  meeting  on  November 
2. 


Announcing  . . . 

the  availability  of  the  thirteenth  guide  in 
the  series,  “Guides  to  the  Evaluation  of 
Permanent  Impairment”  developed  by  the 
Committee  on  Rating  of  Mental  and  Physical 
Impainnent.  It  is  entitled:  “Guides  to  the 
Evaluation  of  Permanent  Impairment  — the 
Hematopoietic  System.” 

This  guide,  like  all  the  others  in  the  series, 
has  been  designed  primarily  for  use  by 
physicians.  The  guide  is,  however,  of  in- 
terest and  use  to  all  concerned  with  the 
medical,  administrative,  or  judicial  aspects 
of  programs  for  the  disabled.  The  previ- 
ously published  guides  in  the  series  deal  with 
the  extremities  and  back ; the  visual  system ; 
the  cardiovascular  system;  ear,  nose,  throat, 
and  related  structures;  the  central  nervous 
system;  the  digestive  system;  the  peripheral 
spinal  nerves;  the  respiratory  system;  the 
endocrine  system;  mental  illness;  the  repro- 
ductive and  urinary  systems;  and  the  skin. 

A limited  number  of  copies  of  this  guide 
may  be  obtained,  without  charge,  upon  writ- 
ten request  to  the  Committee  on  Rating  of 
Mental  and  Physical  Impairment,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 


Books 


Medicine  and  Stamps,  edited  by  R.  A.  Kyle,  M.D., 
and  M.  A.  Shampo,  Ph.D.,  both  of  the  Mayo  Clinic. 
Published  1970  by  the  American  Medical  Associa- 
tion, 535  N.  Dearborn  St.,  Chicago,  Illinois  60610. 
216  pages  (bVz"  by  8%")-  Price  $4.00. 

Five  authors  contributed  to  the  writing  of  this 
book,  including  the  editors  and  the  late  John  A. 
Mirt,  who  started  it  with  an  exhibit  in  1960.  Fifty- 
three  countries  are  represented,  and  164  people  in 
this  book  have  been  honored  “postally”  or  “phila- 
telically.”  One  hundred  sixty-one  black  and  white 
stamps  are  reproduced,  and  33  stamps  are  shown 
in  brilliant  color.  References  are  given  to  Scott’s 
Catalogue  numbers. 

Most  of  those  honored  are,  or  were,  physicians,  but 
others  who  contributed  to  medicine  include  Darwin, 
the  Curies,  Clara  Barton,  Leonardo,  Mendel,  van 
Leeuwenhoek,  Dunant,  Becquerel,  Florence  Night- 
ingale, Nocard,  Mendeleev,  and  Fermi. 

Medicine  is  far  more  than  a business;  its  cultural 
side  is  as  large  as  we  want  it  to  be,  and  the  his- 
torian plays  an  important  part  in  our  lives.  In  this 
book,  each  person’s  life  - stoiy  and  medical  con- 
tribution is  presented,  all,  usually,  on  one  page. 
The  honorees  appear  in  alphabetical  order;  and 
there  are  two  indices,  for  countries  and  for  the  71 
medical  divisions  or  specialties,  one  of  which  is 
peace. 

I read  the  book  with  a great  deal  of  pleasure  and 
with  as  much  profit.  I learned  that  Zamenhof,  an 
ophthalmologist,  created  the  universal  language, 
Esperanto,  meaning  “hopeful  tongue,’’  in  1887; 
and  that  Gorgas,  of  Panama  Canal  fame,  was  an 
AMA  president.  I discovered  that  both  Mayo 
brothers  were  AMA  presidents,  but  10  years  apart, 
and  that  they  died  in  the  same  year,  in  1939;  and 
that  Queen  Elisabeth  of  Belgium  was  a physician, 
and  the  daughter  of  a physician.  Two  editors  are 
pictured  on  stamps:  Gutierrez  and  Lemos.  Twenty- 
two  Nobel  Prize  winners  are  included. 

The  reproductions  are  excellent,  the  stories  are 
short  and  well  told,  the  print  and  paper  are  better 
than  good.  The  book  is  a rich  source  of  informa- 
tion and  is  a delight  to  read.  It  belongs  on  your 
bedside  table;  and  in  your  libraiy,  and  in  the 
office.  Buy  three.  Read  about  the  editors. 

Frank  Cole,  M.D. 

“A  Bibliography  of  Sports  Medicine”  has  been 
published  by  the  American  Academy  of  Ortho- 
paedic Surgeons,  Chicago,  Illinois. 

Compiled  by  the  Academy’s  Committee  on  Sports 
Medicine,  the  96-page  volume  is  identified  as  an 
introduction  to  the  interdisciplinary  literature  for 
physicians  and  others  handling  athletes  and  athletic 
programs. 

More  than  1,300  article  and  publication  references 
are  cross-indexed  from  Allei’gy  to  Wrestling.  The 
(Continued  on  page  712) 
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Books 

(Continued  from  page  709) 

175  index  subjects  include  aquatics,  biomechanics, 
conditioning,  drugs,  equipment,  the  knee,  pain,  re- 
search methods,  scuba  and  skin  diving,  sleep,  warm- 
up, and  weight. 

The  book  was  edited  by  Jack  C.  Hughston,  M.D., 
Columbus,  Georgia,  Committee  Chairman,  and  Ken- 
neth S.  Clarke,  Ph.D.,  former  Academy  Coordinator 
of  Continuing  Education.  It  is  available  at  $2.00 
per  copy  with  quantity  discounts.  Write  Publica- 
tions Committee,  American  Academy  of  Orthopaedic 
Surgeons,  430  North  Michigan  Avenue,  Chicago, 
Illinois  60611. 

Send  For  It 

Heart  drawings  available 

Simple  line  drawings  of  the  heart’s  interi- 
or and  exterior  to  help  the  physicians  ex- 
plain various  cardiovascular  conditions  to 
his  patients  are  now  available  from  the 
American  Heart  Association. 

Reproduced  on  both  sides  of  prescription- 
sized pads,  the  drawings  are  of  the  cham- 
bers of  the  heart  and  great  vessels,  and  of 
the  coronary  arteries.  Thus,  the  physician 
can  illustrate  certain  cardiovascular  ab- 
normalities and  point  out  to  a patient  just 
where  his  heart  attack  occurred,  where  a 
clot  has  blocked  off  a branch  of  a coronary 
artery,  and  the  area  of  affected  heart 
muscle. 

The  drawings  may  also  prove  useful  to 
teachers  in  medical  and  nursing  schools,  or 
in  college  science  classes. 

Supplies  of  the  pads  may  be  obtained 
from  local  Heart  Associations,  or  the  AHA 
Distribution  Department,  44  E.  23rd  St., 
New  York,  N.Y.  10010. 

Pneumoconiosis  film  on  free  loan 

A new  20  minute  16  mm  motion  picture 
available  to  medical  groups,  explains  how 
chest  x-rays  of  all  coal  workers  to  detect 
pneumoconiosis  can  help  all  physicians  im- 
prove medical  care  to  their  patients.  The 
examinations  are  required  under  the  provi- 
sion of  the  Federal  Coal  Mine  Health  and 
Safety  Act  of  1969  to  determine  possible 
eligibility  for  disability  compensation  to 
underground  coal  workers.  Narrated  by  a 


panel  of  physicians,  the  motion  picture  ex- 
plains the  significance  of  the  law  to  coal 
workers,  mine  operators,  radiologists  and 
other  physicians  serving  miners  and  for- 
mer miners,  and  to  the  U.S.  Bureau  of  Oc- 
cupational Safety  and  Health  which  is  ad- 
ministering this  part  of  the  law. 

The  movie  points  out  that  there  are  near- 
ly 100,000  miners  eligible  for  chest  examin- 
ations which  must  be  paid  for  by  mine  oper- 
ators. It  further  explains  that  physicians 
can  qualify  to  participate  in  the  program  by 
attending  a two  day  seminar  devoted  to 
training  in  the  interpretation  and  classifi- 
cation of  chest  roentgenograms  with  regard 
to  symptoms  of  coal  workers’  pneumoconio- 
sis. Future  seminars  will  be  held  in  St. 
Louis,  October  11-12;  Knoxville,  November 
14-15;  Denver,  December  13-14,  1970,  and 
Pittsburgh,  January  16-17,  1971.  Applica- 
tions for  the  seminars  may  be  obtained  from 
the  ACR  Washington  Office,  6900  Wiscon- 
sin Avenue,  Chevy  Chase,  Maryland  20015. 

The  motion  picture  for  showing  to  physi- 
cians, hospital  staffs  and  other  medical 
groups  is  available  on  free  loan  from  the 
American  College  of  Radiology,  20  North 
Wacker  Drive,  Chicago,  Illinois  60606. 

Films 

These  films  are  part  of  a continuing  series 
on  clinical  patholog>^  They  are  cleared  for 
educational  closed-circuit  television.  For 
free  short-term  loan,  order  by  title  and  num- 
ber from : 

National  Medical  Audiovisual  Center 
(Annex) 

Station  K 

Atlanta,  Georgia  30324 

Fundamentals  of  Clinical  Enzymology — 
T-1681 

Clinical  Pathologic  Correlations  of  En- 
zymology, Part  1 — T-1682 

Clinical  Pathologic  Correlations  of  En- 
zymology, Part  2 — T-1706 

Clinical  Pathologic  Correlations  of  En- 
zymology, Part  3 — T-1721 

Clinical  Pathologic  Correlations  of  En- 
zymology, Pay't  U — T-1722 

All  are  black  and  white,  sound. 
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Analysis  of  Records  of  1,657  Patients  With 
Carcinoma  of  Esophagus  and  Cardia  of 
Stomach  — G.  H.  Gunnlaugsson  et  al 
(Mayo  Clinic,  Rochester,  Minn).  Surg 
Gynec  Obstet  130:997-1005  (June)  1970. 

The  modes  and  results  of  therapy  for  car- 
cinoma of  the  esophagus  and  cardia  in  two 
separate  consecutive  ten-year  periods  were 
compared.  Analysis  of  the  records  of  1,657 
patients  revealed  an  increase  in  operability 
rate  from  46%  to  67%  and  in  respectability 
rate  from  27%  to  45%,  whereas  the  hos- 
pital mortality  rate  after  resection  was  low- 
ered from  15.9%  to  11.7%.  The  mortality 
rate  was  highest  after  total  esophagectomy 
with  colonic  interposition.  The  overall  five- 
year  survival  rate  was  doubled  to  9%.  Re- 
sults of  surgical  treatment  were  best  for 
squamous  cell  carcinoma  of  the  esophago- 
gastric junction  and  at  the  lower  thoracic 
level  of  the  esophagus,  but  radiation  therapy 
was  most  effective  for  carcinoma  of  the 
cervical  and  upper  thoracic  regions  of  the 
esophagus.  Curative  radiation  therapy  for 
squamous  cell  carcinoma  resulted  in  a one- 
year  survival  rate  of  41%.  Resection  as  a 
palliative  measure  gave  good  relief  for  dys- 
phagia in  most  instances,  and  19%  of  the 
patients  survived  more  than  one  year.  Pa- 
tients with  nonresectable  lesions  rarely  sur- 
vived more  than  six  months.  The  best 
method  of  palliation  in  terms  of  survival  was 
resection  followed  by  radiation  therapy.  Of 
ten  patients  with  squamous  cell  carcinoma 
treated  in  this  manner,  eight  survived  more 
than  one  year,  and  one  was  alive  and  well  at 
seven  years. 

Unsettled  Question:  Butter  or  Margarine? 
— A.  Gattereau,  and  H.  F.  Delisle  (Institut 
de  Recherches  Cliniques,  Montreal). 
Canad  Med  Assoc  J 103:268-273  (Aug  1) 
1970. 

Margarine  consumption  is  increasing  at 
the  expense  of  butter,  for  economic  and 
medical  reasons.  What  is  the  composition 
of  the  commercial  margarines  ? How  do  they 
compare  with  butter  with  respect  to  serum 
cholesterol  and  atherosclerosis?  Margarines 
made  from  linoleate-rich  oils  submitted  to  a 
minimum  of  hydrogenation  retain  most  cho- 
lesterol-lowering properties  of  the  oil.  Most 


United  States  margarines  are  so  prepared, 
but  only  one  such  product  is  presently  avail- 
able on  the  Canadian  market.  Conventional 
margarines,  more  hydrogenated,  have  a low 
P/S  (polyunsaturated : saturated  fatty 
acids)  ratio  and  contribute  little  to  dietary 
fat  modification  for  prevention  of  hyper- 
cholesterolemia. Linoleate-rich  margarines 
can  favorably  replace  butter,  but  other  steps 
such  as  reduction  of  animal  and  dairy  prod- 
ucts must  be  taken  for  the  diet  to  have  the 
P/S  ratio  generally  advised.  More  informa- 
tive labeling  and  production  of  linoleate- 
r i c h margarine  should  be  implemented. 
Some  public  medical  education  on  nutrition- 
al and  prophylactic  values  of  types  of  mar- 
garine could  be  of  great  use. 

Vascular  Injuries:  Experimental  Study  of 
High-  and  Low- Velocity  Missile  Wounds — 

J.  J.  Amato  et  al  (US  Edgewood  Arsenal, 
Md).  Arch  Surg  101:167-  174  (Aug) 
1970. 

A study  of  arterial  trauma  caused  by  high- 
velocity  missiles  was  undertaken  to  design 
procedures  for  adequate  repair  of  vascular 
injury.  To  test  the  mechanism  of  arterial 
injury  in  ballistic  wounds,  the  femoral  ar- 
teries of  anesthetized  dogs  were  injured 
with  missiles  accurately  calibrated  at  veloci- 
ties of  1,000,  2,000,  and  3,000  ft/sec.  The 
technique  included  angiograms  of  vessels  at 
the  moment  of  impact.  High-speed  photo- 
graphs demonstrated  the  sequential  course  of 
mechanical  disruption  with  high-  and  low- 
velocity  missiles;  the  high-velocity  missile 
neatly  shears  the  blood  vessel  wall  at  mo- 
ment of  impact.  However,  additional  dam- 
age to  the  arterial  wall,  both  gross  and  mi- 
croscopic, is  caused  within  five  to  ten  sec- 
onds by  the  formation  of  the  temporary 
cavity. 

Early  Post-concussional  Headache  — 0.  N. 
Tubbs  and  J.  M.  Potter  (Radcliffe  Infirm- 
ary, Oxford,  England).  Lancet  2:128-129 
(July  18)  1970. 

Fewer  than  half  of  200  consecutive  adult 
male  patients  admitted  to  hospital  following 
head  injury  had  any  early  post-concussional 
headache.  Less  than  2%  required  an 
analgesic. 
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Physicians'  Classified  ^ 

Advertisements  in  this  column  are  at  a rate  of  ten 
cents  per  word  with  a minimum  of  $4.00  per  insertion. 
Copy  must  be  received  by  the  fifth  of  the  month  pre- 
ceding- date  of  publication  and  should  not  exceed  50 
words.  Advertisements  from  members  of  the  Ne- 
braska State  Medical  Association  will  be  accepted 
without  charge  for  one  issue.  Each  advertisement 
will  be  taken  out  following  its  first  appearance  unless 
otherwise  instructed.  Where  numbers  follow  adver- 
tisements, replies  should  be  addressed  in  care  of  The 
Nebraska  State  Medical  Journal,  1902  First  National 
Bank  Building,  Lincoln,  Nebraska  €8508, 

CLINIC  AVAILABLE  — General  practice 
in  furnished  clinic.  County  seat  town,  SW 
Nebi’aska.  3 nursing  homes  in  town,  good 
territory.  Write  Box  8,  Beaver  City,  Nebraska. 


GENERAL  PRACTITIONER  WANTED  to 
join  four  General  Practitioner  Group  in  young 
suburban  community  of  100,000.  Tired  of  long 
hot  summers  • — cold  winters  alone  on  call? 
Move  to  San  Francisco  Bay  Area  — mild 
climate.  Must  have  California  license  and  no 
military  obligations.  Forty-five  minutes  from 
downtown  San  Francisco.  Salary  leading  to 
partnership.  Contact:  Phillip  M.  Loeb,  M.D., 
Center  Medical  Group,  2190  Peialta  Blvd., 
Fremont,  California  94536.  Telephone  415- 
793-2645. 


GRADUATE  — Of  the  University  of  Ne- 
braska College  of  Medicine  in  1964  is  avail- 
able to  assist  and/or  cover  a physician’s  prac- 
tice during  November  and  December  while 
awaiting  residency  in  January,  1971.  For  in- 
formation contact  the  N.S.M.A.  Headquarters 
Office,  1902  First  National  Bank  Building, 
Lincoln,  Nebraska  68508. 


AVAILABLE  — 1966  graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  is 
completing  military  duty  and  commencing 
residency  on  January  1,  1971.  Available  to 
assist  or  relieve  physician  from  November 
15th  to  December  15th.  Contact  N.S.M.A. 
HeadquaiTers  Office,  1902  First  National 
Bank  Building,  Lincoln,  Nebraska  68508. 


POSITIONS  AVAILABLE — For  physicians 
in  Nebraska  at  Hastings,  Lincoln  and  Norfolk, 
in  general  practice  at  Regional  Centers  oper- 
ated by  the  Department  of  Public  Institutions. 
Regular  hours,  fringe  benefits,  salary  $18,000 
to  $21,000  dependent  upon  experience  and  as- 
signment. Inquiries  should  be  directed  to 
Robert  G.  Osborne,  M.D.,  Medical  Director, 
Department  of  Public  Institutions,  P.O.  Box 
94728,  Lincoln,  Nebraska  68509,  or  telephone 
402-473-1631. 


32-A 


f 


A urinary  tract 
infection  was 
eliminated  last  week 


For  women  who  are  diabetic  or  debiiitated,  oral  antibiotic 
therapy  often  sets  the  stage  for  monilial  overgrowth  in  the 
intestine. 


Intestinal  monilial  overgrowth 

has  appeared 
this  week 


When  you  anticipate  such  a problem,  take  action  with 
DECLOSTATIN  300.  It  combines  the  broad-spectrum  potency 
of  demethylchlortetracycline  with  the  antifungai  effectiveness 
of  nystatin-it  heips  avoid  moniiiai  take-over.  Experience  has 
shown  DECLOSTATiN  to  be  highiy  usefui  for  many  women 
patients;  individuai  cuiture  studies  wiii  show  exactly  where 
this  usefulness  may  best  be  applied. 

It  doesnl  let  monilia  begin  - 
where  bacteria  end. 
Declostatin’300 


Demethylchlortetracycline  HCI  300  mg  and 

Nystatin  500,000  units  Capsule-Shaped  Tablets  Lederle 


Effectiveness:  Because  its  antibacterial  component  is 
DECLOMYCIN ® Demethylchlortetracycline,  DECLOSTATIN  should 
be  equally  or  more  effective  therapeutically  than  other  tetracyclines 
in  infections  caused  by  tetracycline-sensitive  organisms.  The 
antifungal  component,  nystatin,  protects  against  superinfection  by 
antibiotic-resistant  fungal  overgrowth  (particularly  monilia)  in  the 

intestinal  tract. 

Contraindication:  History  of  hypersensitivity  to  demethylchlortetra- 

cycline  or  nystatin. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable,  A photodynamic  reaction  to 
natural  or  artificial  sunlight  has  been  observed.  Small  amounts  of 
drug  and  short  exposure  may  produce  an  exaggerated  sunburn 
reaction  which  may  range  from  erythema  to  severe  skin  mani- 
festations. In  a smaller  proportion,  photoallerg ic  reactions  have 
been  reported.  Patients  should  avoid  direct  exposure  to  sunlight 
and  discontinue  drug  at  the  first  evidence  of  skin  discomfort. 
Necessary  subsequent  courses  of  treatment  with  tetracyclines 
should  be  carefully  observed. 

Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear, 
appropriate  measures  should  be  taken.  In  infants,  increased 


intracranial  pressure  with  bulging  fontanels  has  been  observed. 

All  signs  and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects.- Gastrointestinal  system -anorexia,  nausea,  vomiting, 
diarrhea,  stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin  — 
maculopapular  and  erythematous  rashes;  a rare  case  of  exfoliative 
dermatitis  has  been  reported.  Photosensitivity;  onycholysis  and 
discoloration  of  the  nails  (rare).  Kidney  — rise  in  BUN,  apparently 
dose-related.  Transient,  reversible,  nephrogenic  diabetes  insipidus 
with  excessive  thirst  and  polyuria  (rare).  Hypersensitivity  reactions 
— urticaria,  angioneurotic  edema,  anaphylaxis.  Teeth  — dental 
staining  (yellow-brown)  in  children  of  mothers  given  this  drug 
during  the  latter  half  of  pregnancy,  and  in  children  given  the  drug 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel 
hypoplasia  has  been  seen  in  a few  children.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication  and  institute  appro- 
priate therapy.  Demethylchlortetracycline  may  form  a stable 
calcium  complex  in  any  bone- forming  tissue  with  no  serious 
harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  One  tablet  b i d.  Should  be  given 
1 hour  before  or  2 hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms 
have  subsided. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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ORGANIZATIONS.  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal,  Exec.  Dir. 

Volker  at  Brookside,  Kansas  City,  Missouri  64112 

-American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinnian  Ave.,  Evanston,  Illinois  60204 

American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Exec.  Sec. 

60  East  Scott  St.,  Suite  402,  Chicago,  Illinois  60610 

-American  College  of  Obstetricians  & Gynecologists 
Michael  Newton,  M.D.,  Dir. 

79  West  Monroe  Street,  Chicago,  Illinois  60603 

-American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Exec.  Dir. 
4200  Pine  St.,  Philadelphia,  Pennsylvania  19104 

-American  College  of  Radiology 

William  C.  Stronach,  L.L.B.,  Exec.  Dir. 

20  Noi'th  Wacker,  Drive,  Chicago,  Illinois  60076 

-American  College  of  Surgeons 
John  Paul  North,  M.D.,  Dir. 

55  East  Erie  St.,  Chicago,  Illinois  60611 

-American  Diabetes  Association 

Mr.  J.  Richard  Connelly,  Exec.  Dir. 

18  East  48th  St.,  New  York,  New  A'ork  10017 

.American  Heart  Association 

James  M.  Hundley,  M.D.,  Exec.  Dir. 

44  East  23rd  St.,  New  York,  New  York  10010 

National  Hemophilia  Foundation 

25  West  39th  Street,  New  York,  New  York  10018 


-American  Hospital  Association 

Edwin  L.  Croshy,  M.D.,  Exec.  Vice-Pres. 

840  North  Lake  Shore  Dr.,  Chicago,  Illinois  60611 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Exec.  Secy. 

515  Busse  Hy.,  Park  Ridge,  Illinois  60068 

-American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Dir. 

Hearst  Building,  Third  at  Market,  San  Francisco, 
California  94103 

-American  Society  of  Clinical  Pathologists 
-Albert  G.  Boeck,  Jr.,  Exec.  Dir. 

710  South  Wolcott  Ave.,  Chicago,  Illinois  60612 

-American  Medical  Association 

Ernest  B.  Howard,  M.D.,  Exec.  Vice-Pres. 

535  North  Dearborn  St.,  Chicago,  Illinois  60610 

-American  l^rological  -Association 
Mr.  Richard  J.  Hannigan,  Exec.  Sec. 

1120  North  Carles  St.,  Baltimore,  Maryland  21201 

-Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 

10  Columbus  Circle,  New  York,  New  York  10019 
International  College  of  Surgeons 
Aldo  Parentela,  M.D.,  Int.  Exec.  Sec. 

1516  North  Lake  Shore  Dr.,  Chicago,  Illinois  60610 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South 
New  York.  New  York  10010 

Radiological  Society  of  North  America 
Maurice  D.  Frazer,  M.D.,  Sec. 

713  East  Genesee  St.,  Syracuse,  New  York  13210 

Vocational  Rehabilitation  Administration 
Mary  E.  Switzer,  Commissioner 
Washington,  D.C. 


Coronaiy  Prognostic  Index  for  Predicting 
Survival  After  Recovery  From  Acute  Myo- 
cardial Infarction  — R.  M.  Norris  et  al 
(Royal  Postgraduate  Medical  School,  Lon- 
don). Lancet  2:485-487  (Sept  5)  1970. 

A three-year  follow-up  of  530  patients  who 
left  hospital  after  acute  myocardial  infarc- 
tion is  reported.  These  were  the  survivors 
from  a group  of  757  patients  investigated  to 
determine  which  easily  measurable  clinical 
characteristic  were  associated  with  acute 
mortality  in  hospital.  The  object  of  the  fol- 
low-up was  to  determine  which  factors  pre- 
dicted three-year  mortality  of  survivors 
from  acute  attack,  and  to  formulate  a coro- 
nary prognostic  index  (CPI)  which  would 
predict  three-year  survival.  Of  the  factors 
investigated,  only  age,  heart  size,  degree  of 
pulmonary  congestion,  and  previous  ischemia 
were  relevant  to  three-year  survival.  By 
using  the  CPI  for  three-year  survival  based 
on  these  factors,  patients  could  be  separ- 
ated into  five  groups  having  a mortality  at 
three  years  ranging  from  12%  up  to  85%. 
The  CPI  for  three-year  survival  should  be 


of  value  in  assessing  the  results  of  treat- 
ment in  groups  of  patients  who  have  recov- 
ered from  acute  myocardial  infarction. 

External  Megavoltage  Radiation  Therapy  in 
Treatment  of  Carcinoma  of  the  Cervix  — 
W.  Woods  (Royal  North  Shore  Hosp, 
Sydney,  Australia).  Med  J Aust  2:61-65 
(July  11)  1970. 

Preliminary  findings  are  presented  on  a 
series  of  71  patients  with  carcinoma  of  the 
ceiwix,  in  whom  external  beam  treatment 
was  the  predominant  radiotherapeutic  tech- 
nique. In  about  half  of  the  patients  treat- 
ed, sterilization  of  the  primary  tumor  was 
achieved  by  radiotherapy.  A number  of 
locally  advanced  cancers  were  observed  to 
shrink  in  a centripetal  manner,  and  the  sur- 
geon was  able  to  perform  a hysterectomy 
without  recurrence.  Twenty-three  patients 
underwent  operation  after  radiotherapy 
without  any  mortality.  Among  those  treated 
surgically,  four  have  died  with  evidence  of 
recurrent  cancer. 
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MIDWEST  SYSTEMS 


mobil  billing  division  of 

DAVID  OLSON 

ASSOCIATES,  INC. 

GREATER  SOUTHWEST  SYSTEMS  MT.  STATE  SYSTEMS 

Dallas,  Texas  Denver,  Colorado 

MIDWEST  SYSTEMS 
Omaha,  Nebraska 


WE  HAVE  A PROFESSIONAL  SOLUTION  FOR 
YOUR  MONTHLY  BILLING  PROBLEM 


THE  CAN 


PEOPLE" 


ADVANTAGES  OF  OUR  MOBILE 
BILLING  SERVICE 

Our  fully-equipped  OFFICE  COMES  TO  YOUR 
DOORSTEP. 

Your  RECORDS  are  NEVER  FURTHER  AWAY 
THAN  your  PARKING  LOT. 

A PROFESSIONAL  itemized  STATEMENT. 

O A CONSISTENT  BILLING  DATE  each  month  re- 
gardless of  heavy  office  schedule  or  staff  illness 
and  vacations. 

A TIRESOME  JOB  REMOVED  from  your  office. 
IMPROVES  MORALE  in  your  office. 

FREES  your  STAFF  to  perform  more  meaningful 
duties. 

The  average  account  (500  statements)  is  com- 
pleted in  30  minutes. 


OUR  MOBILE  BILLING  SERVICE  ELIMINATES 
THE  NEED  FOR  . . . 

1^  Expensive  OFFICE  EQUIPMENT. 

Costly  and  bulky  ENVELOPE  SUPPLY. 

Late,  incomplete,  or  MISSED  BILLINGS. 

INTERRUPTION  OF  your  OFFICE  ROUTINE  for 
sending  out  your  monthly  accounts  receivable 
statements. 

OUR  SERVICE  WILL  PROVIDE  THE 
FOLLOWING  . . . 

Addressed  envelopes  (window  and  return). 

1^  Copy  of  accounts  receivable  ledger. 

Any  and  all  labor  involved  in  sending  out  your 
monthly  accounts  receivable  (specifically,  fold- 
ing, inserting,  sealing,  stamping  and  mailing). 


FOR  MORE 
INFORMATION 
WRITE  OR  PHONE: 


MIDWEST  SYSTEMS 

4413  North  62nd  Street 
OMAHA,  NEBRASKA  68104 
(Area  Code  402)  451-7990 
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MEDICAL  SPACE 
NOW  AVAILABLE  IN 
THE  SHARP  BUILDING 

Lincoln's  Largest  Medical 
and  Office  Building 

CAR-PARK 
560  CAR 
SPACES 

Adjoining,  with 
connecting 
bridge  for  Doc- 
tors and  Patients. 

Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
Sharp  Building 
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Response  of  Lung  to  Six  to  Twelve  Hours  of 
100%  O,  Inhalation  in  Normal  Man  — 
J.  M.  Van  De  Water  et  al  (Peter  Bent 
Brigham  Hosp,  Boston  02215).  New  Eng 
J Med  283:621-626  (Sept  17)  1970. 

Oxygen  toxicity  may  be  a complication  of 
prolonged  ventilatory  support.  Unfortunate- 
ly, most  patients  w'ho  have  required  this 
treatment  have  been  subjected  to  conditions 
such  as  trauma  and  shock  which  render  the 
lung  more  vulnerable  to  the  effects  of  O2 
inhalation.  This  study  was  undertaken  to 
assess  the  early  effects  of  100%  0,  breath- 
ing in  noiTnal  human  lungs  without  any  of 
these  complicating  factors.  Eleven  carefully 
informed  men  were  the  subjects;  nine 
breathed  100%  O2  at  ambient  pressure  for 
periods  ranging  from  6 to  12  hours  and  two 
served  as  controls.  For  the  study  of  changes 
at  the  pulmonary  vasculature  level,  the  fol- 
lowing determinations  were  made:  alveolar- 
arterial  oxygen  gradient,  physiologic  pul- 
monary shunt,  pulmonary  artery  pressure, 
total  pulmonary  resistance,  cardiac  output, 
and  pulmonary  extravascular  water  volume. 
A comparison  of  the  values  during  the  equili- 
bration period  with  those  throughout  the 
100%  0,  breathing  period  revealed  no  sig- 
nificant changes. 

Response  to  Bronchodilator  in  Asthmatic 
Subjects  as  Assessed  by  Pulmonary  Func- 
tion Tests  — B.  J.  Sobol  et  al  (Grasslands 
Hosp,  Valhalla,  NY  10595).  J Allerg  47: 
65-72  (Aug)  1970. 

The  variable  responses  to  the  administra- 
tion of  areosol  bronchodilator  to  asthmatic 
subjects  are  pointed  out.  No  patient  was 
in  an  acute  attack  of  asthma  at  the  time  of 
study.  Only  one  of  the  21  patients  studied 
failed  to  improve  in  one  or  more  respects  fol- 
lowing the  administration  of  the  aerosol. 
Measures  of  flow  rate  which  are  volume-de- 
pendent, ie,  the  maximal  mid-expiratory  flow 
and  the  first-second  percent  of  the  forced 
vital  capacity,  are  poor  indicators  of  im- 
provement. On  the  other  hand,  the  first- 
second  volume  and  the  forced  vital  capacity 
provided  a much  better  index  of  improvement 
and  were  more  in  keeping  with  the  findings 
by  body  plethysmography. 
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deea*  the  ti^act 
with  the 


Rotatussiil  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu" 

Robitussin 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C" 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning;  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1 .4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers™ 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin^ 

extra 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 


chart 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 

ROBITUSSIN?^ 

ROBITUSSIN  A-C? 

m m 

ROBITUSSIN-DMS 

m m m 

ROBITUSSIN-PE'^ 

m m 

COUGH  CALMERS™ 

Q B B 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 

f ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  435-2105 


Ddnley 


MEDICAL 


SUPPLY  COMPMY 

2425  "O"  St.,  Lincoln,  Nebraska  68510 

AUTHORIZED  CONTRACT  AGENT 


Evaluation  of  Sur\’ivors  of  Respiratory  Dis- 
tress Syndrome  at  4 Years  of  Age  — C. 
j\I.  Ambrus  et  al  (Roswell  Park  Memorial 
Institute,  Buffalo  14203).  Amer  J Dis 
Child  120:296-302  (Oct)  1970. 

At  4 years  of  age,  two  groups  of  pie- 
maturely  born  children  were  compared  in 
relation  to  physical,  mental,  and  behavorial 
development  — 24  children  who  had  been 
afflicted  with  neonatal  respiratory  distress 
syndrome  (RDS)  and  53  who  had  not. 
Those  who  had  suffered  from  RDS  had  been 
treated  with  urokinase  - activated  human 
plasmin  or  received  placebo;  oxygen  was  ad- 
ministered only  for  relief  or  cyanosis,  the 
maximum  concentration  being  38%.  Sta- 
tistical evaluation  did  not  show  a significant 
difference  in  development  between  the 
groups.  A significant  negative  correlation 
was  found  between  birth  weight  and  degree 
of  disability.  These  findings  seem  to  indi- 
cate that  RDS  does  not  increase  the  handi- 
caps associated  with  prematurity.  Chest 
roentgenograms  revealed  possible  pulmonary 
fibrosis  in  only  one  child  who  survived  RDS. 


“I  take  it  you’re  a medical  student.” 
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Mental  Symptoms  in  Parkinsonian  Patients 
With  L-Dopa  — R.  B.  Jenkins,  and  R.  H. 
Groh  (Washington  Hosp  Center,  Wash- 
ington, DC).  Lancet  2:177-180  (July  25) 
1970. 

Eighteen  of  90  consecutive  patients  with 
Parkinson’s  disease  had  mental  disturbances 
attributable  to  therapy  with  L-dopa.  Seven 
of  them  became  moderately  to  severely  de- 
pressed, four  became  suicidal,  five  became 
psychotic,  and  one  became  psychotic  and 
later  depressed.  One  patient  developed  de- 
lusions and  hallucinations  when  L-dopa  was 
temporarily  withdrawn.  The  abrupt  appear- 
ance and  rapid  worsening  of  mental  side  ef- 
fects in  five  patients,  three  of  whom  became 
suicidal  and  two  psychotic,  underline  the 
need  for  awareness  of  mental  complications 
of  therapy  with  L-dopa  in  order  to  avoid 
delay  in  diagnosis. 


Three  out  of  four  people  killed  in  high- 
way accidents  in  1969  were  on  dry  roads 
in  clear  weather,  according  to  annual  figures 
compiled  by  The  Travelers  Insurance  Com- 
panies. 


Gilmour-Danielson 
Drug  Company 

142  South  13th  Street 
Phone  432-1246 

1701  South  17th  Street 
Phone  423-2329 

LINCOLN,  NEBRASKA 


- FREE  DELIVERY  - 


Prescriptions  . . . 

. . . Ethical  Service 

ESTABLISHED  1927 


ADVICE  TO  AUTHORS 

The  Editor  of  this  Journal  assumes  no  responsibility  for 
opinions  and  claims  expressed  in  the  articles  published 
herein. 

Manuscripts  to  be  presented  for  publication  in  the 
JOURNAL  should  be  typewritten,  double  - spaced,  on  one 
side  only  of  firm  (not  onion  skin  or  flimsy),  standard 
letter  sized  (8 Vo  by  11  in.)  white  paper.  Wide  margins 
(at  least  1%  in.  on  left)  should  be  left  free  of  typing. 
On  the  first  or  title-page  should  be  shown  the  title  of  the 
article,  the  name  (or  names)  of  the  author,  his  degree  and 
other  significant  credits.  Pages  should  be  numbered 
consecutively,  the  page  number  being  shown  in  the  right 
upper  corner  along  with  the  surname  of  the  author. 

Illustrations  should  be  numbered  and  their  locations 
shown  in  the  text.  Each  should  be  identified  by  placing 
on  its  back  the  author’s  name,  its  number  and  an  indi- 
cation of  its  “top.”  Drawings  and  charts  intended  for 
cuts  should  be  in  black  (India  ink)  on  pure  white.  Photo- 
graphs should  be  on  glossy  paper  and  minimum  of  about 
5 by  7 in.  in  size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should  be  sent 
directly  to  the  Editor  at  the  Journal’s  address. 

Letters  to  the  Editor  submitted  for  publication  should  be 
prepared  as  above,  and  must  carry  the  notation : To  be 

Published. 

Reprints  should  be  ordered  from  the  printer,  NEWS 
Printing  Company.  Norfolk,  Nebr.  68701. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


RELATIVITY  AND  STATISTICS 

Let’s  say  our  value  for  something  we  are 
studying  is  5;  other  groups  report  4,  6,  10, 
and  20.  How  do  we  differ  from  the  normal  ? 

The  average  of  the  other  studies  is  10, 
and  is  100%  greater  than  ours. 

But  ours  is  only  50%  less  than  theirs. 

Which  is  right;  do  we  differ  by  100% 
or  by  50%  ? 

Should  we  have  included  ourselves  in  the 
average?  If  we  do,  the  average  becomes  9 
and  is  now  80%  more  than  ours,  while  our 
value  is  some  44%  under  the  average. 

Which  is  correct,  44%,  50%,  80%,  or 
100%  ? 

Suppose  you  are  with  three  other  persons, 
one  of  whom  is  wearing  glasses,  and  you  are 
wearing  glasses,  too.  What  is  the  norm; 
are  you  behaving  like  others,  or  are  you  un- 
usual? Well,  two  thirds  of  the  people  you 
see  do  not  seem  to  need  eyeglasses,  so  you 
are  different.  But  should  you  include  your- 
self? If  you  do,  50%  wear  glass  and  50% 
dont,  and  you  are  not  different  any  more. 

Einstein  said  that  when  two  observers  get 
different  results,  they  may  both  be  right. 
And  100%  greater  and  50%  less  sound  dif- 
ferent, but  they  are  saying  the  same  thing, 
only  you  must  listen  carefully.  By  how 
much  do  we  differ  is  a question  that  cannot 
be  answered  at  once,  or  can  be  only  answered 
twice. 

Suppose  a boy  and  his  date,  on  their  way 
to  a party,  do  not  know  if  single  or  married 
people  will  predominate.  They  find  one 
single  person  there,  and  a married  couple. 
Obviously,  marrieds  outnumber  singles,  two 
to  one.  But  if  they  include  themselves,  the 
singles  outnumber  the  marrieds,  three  to 
two,  and  the  situation  is  reversed. 

If  you  have  a thousand  cases  and  the  rest 
of  the  world  has  three  thousand,  you  should 
pool  your  results.  But  if  you  are  smoking, 
and  only  one  of  the  three  others  in  the  room 
is  also  smoking,  that’s  different.  You  see 
one  smoker  and  two  nonsmokers  to  judge 
yourself  by,  and  you  lose. 


But  when  your  wife  enters  the  room,  she 
sees  two  of  each,  and  you  may  not  seem  un- 
usual to  her.  That’s  what  wives  are  for. 

— F.C. 


DOG  YEARS  AND  PEOPLE  YEARS 

Of  course,  a ten  year  old  dog  is  ten  years 
old,  but  those  are  dog  years,  and  overly 
fond  dog  owners,  which  means  all  dog  own- 
ers, want  to  know  how  to  compare  a dog’s 
age  and  a human  being’s  age;  or  his  age 
(unless  it’s  a female,  and  you  don’t  really 
have  a dog)  and  yours. 

So  I went  to  work  on  it  and  came  up  with 
these  formulas,  in  which  “d”  is  the  dog’s 
age,  and  “h”  is  a human  being’s  age.  They’re 
all  in  years,  of  course. 

- A A. 

~ SOO  ' 30 

tj-  /O  (V5o'+  / -/) 

/)  = 3(/  + /3 


This  work  was  done,  not  only  without  a 
government  grant,  but  without  a dog  labora- 
tory. And  as  you  can  see,  no  dogs  were 
“sacrificed,”  which  is  a euphemism  that 
should  please  everybody. 

The  first  two  formulas  are  pretty  good; 
the  others  are  a little  easier  to  use.  And 
anyway,  the  dog  that  owns  me  is  nearly 
17,  which  means  he  ought  to  act  something 
like  a 70  or  80  year  old  man. 

Well,  somebody  had  better  tell  him.  I’d 
like  to  see  a 70  year  old  man  run  and  jump 
as  well  as  he  does.  But  then  I go  out  to 
work  for  him  every  day,  and  he  sleeps  and 
eats  and  plays. 

So  maybe  the  formulas  aren’t  as  good  as 
I thought.  They’re  not  bad,  but  dogs  may 
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know  better  ones.  And  my  poodle  may 
think  he’s  a puppy. 

Here  come  the  dog  days. 

— F.C. 

HOW  TO  SUCCEED,  INSTANTLY 

My  morning  coffee  is  doctored,  since  I 
make  it  myself,  and  it’s  instant.  Tea  and 
soup  are  instant,  too,  and  so  are  cocoa,  froz- 
en dinners,  and  even  cocktails.  And  now 
that  we  must  meet  PR^  demands,  I thought 
I might  offer  an  instant  PG^  course  to  im- 
prove our  accuracy  or,  if  we  have  such  a 
thing,  our  image.  Taking  refuge  behind 
these  devices,  as  NYD,^  will  instill  confi- 
dence in  ourselves,  and  as  we  write  or  mum- 
ble GOK,^  trust  in  others. 

When  we  jot  down  FUO,®  do  we  not  seem 
wise?  And  when  we  diagnose  UK,®  are  we 
not  learned?  If  the  patient’s  condition  baf- 
fles us,  NEC'  is  surely  where  it  belongs.  If 
the  temperature  is  very  high,  PUO®  may 
sometimes  be  preferred  to  FUO.®  And  NK® 
may  always  be  substituted  for  UK.® 

It’s  like  instant  water.  All  you  add  is 
water.  You  don’t  ever  again  have  to  say 
you  don’t  know.  Now  you  can  diagnose  any- 
thing you  see.  Just  call  it  “idiopathic” ; if 
it’s  self-originated,  it  may  be  self-limited. 

Or  better  still,  write  DU^®  or  NS,^^  or 
DN,i2  and  sign  your  name  illegibly.  Or  call 
it  “febricula.” 

—F.C. 

1.  Peer  review. 

2.  Postgraduate. 

3.  Not  yet  diagnosed. 

4.  God  only  knows. 

5.  Fever  of  undetermined  origin. 

6.  Unknown. 

7.  Not  elsewhere  classifiable. 

8.  Pyrexia  of  unknown  origin. 

9.  Not  known. 

10.  Diagnosis  undetermined. 

11.  Nonspecific. 

12.  Diagnosis  Nebulous 

HOW  IX)CTORS  DIE 

Doctors  are  supposed  to  die  of  two  par- 
ticular diseases  more  commonly  than  other 
people  do;  coronary  heart  disease  and  sui- 


cide. They  probably  do,  and  I got  to  pouring 
over  death  notices  of  U.S.  doctors.  It  was 
difficult  to  count  the  coronaries:  physicians 
would  sometimes  die  of  heart  disease  or  just 
stroke;  or  of  heart  disease  and  something 
else. 

But  there  was  no  mistaking  another  group, 
where  the  cause  of  death  included  these 
words:  suicide,  self-inflicted,  overdose,  poi- 
soning, barbiturates,  alcohol,  drugs,  intoxi- 
cation. Here  there  was  no  need  to  distin- 
guish between  primary  and  secondary 
causes  of  death,  unless  one  feels  that  incur- 
able disease  may  have  been  present  in  some 
of  these  cases.  Still,  it  did  not  cause  death. 

The  number  of  deaths  of  all  U.S.  doctors 
published  in  a consecutive  eleven-week  period 
was  927.  The  number  in  the  group  labeled 
suicide,  drugs,  and  so  on,  was  32. 

Thus  3.44%  of  U.S.  doctors  counted  in  this 
random  series  fell  into  the  group  of  suicides, 
overdose,  and  so  on.  The  average  age  in  this 
group  was  49  years.  The  range  was  26  to 
77 ; the  median  was  46  and  the  mode  was 
451/2  years. 

I do  not  need  to  insist  that  all  of  these  are 
suicides,  but  while  it  is  felt  that  one  may 
unwittingly  end  his  life  by  miscalculating 
drug  dose  and  effect,  this  is  less  likely 
to  happen  to  a physician. 

And  one  doctor  in  29  dies  this  way. 

In  the  U.S.,  it’s  one  every  2.4  days,  or  just 
about  three  per  week. 

“By  medicine  life  may  be  prolong’d, 
yet  death 

Will  seize  the  doctor  too.” 

—F.C. 


Excessive  speed  w'as  the  major  factor  in 
1969’s  tragic  highway  record,  according  to 
an  annual  survey  by  The  Travelers  Insur- 
ance Companies.  More  than  56,000  persons 
were  killed  last  year,  and  more  than  4,700,- 
000  injured. 
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ORIGINAL  ARTICLES 


Past,  Present,  and  Future  of  Surgery 
And  the  Conquest  of  Cancer 


PART  I 

Medicine  has  made  great 
strides  during  the  past  sev- 
eral decades.  In  fact,  medi- 
cine has  accomplished  more  during  the  past 
century  than  during  all  of  the  centuries 
preceding. 

Ancient  Medicine  and  Surgery 

As  long  ago  as  1000  to  2000  B.C.,  we  find 
evidence  that  medicine  was  practiced  as  a 
specialty  by  numerous  groups,  including  the 
American  Indians,  the  Chinese,  the  Baby- 
lonians, and  numerous  other  groups.  It  is 
well  known,  of  course,  that  medicine  prac- 
ticed centuiies  ago  was  very  unscientific 
and  based  on  empiric  grounds,  i.e.  without 
relationship  to  science. 

Ancient  medicine  perhaps  made  its  great- 
est strides  in  Babylonia,  the  center  of  the 
Chaldean  civilization  existing  between  the 


WARREN  H.  COLE,  M.D. 
Asheville,  N.C. 


Euphrates  and  Tigris  rivers.  This  might  be 
expected  because  civilization  presumably 
started  here;  thus,  we  would  expect  any  sci- 
ence to  have  been  most  advanced  in  this 
area. 

Numerous  bronze  surgical  instruments 
(see  Eig.  1)  have  been  found  in  the  ruins 
of  Babylonia  and  elsewhere,  indicating  that 
surgery  was  practiced  in  these  ancient  times. 
Operations  for  bladder  stones,  trephining 
the  skull  (see  Fig.  2),  and  opening  abscesses 
were  the  most  common  operations. 

The  physicians  of  Babylonia  belonged  to  a 
certain  caste,  and  apparently  were  proud  of 
their  profession.  They  carried  a bag  con- 
taining instruments,  liquid  medicines,  pow- 


Figure  1.  Pompeian  surgical  instruments  (Naples  Museum). 
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ders,  pills,  and  bandages.  Some  physicians 
had  very  elaborate  seals  (see  Fig.  3).  Their 
pride  and  commercial  aspirations  were  con- 
vincingly expressed  by  the  Code  of  Hammu- 
rabi, dated  about  1900  B.C.  This  code,  rep- 
resenting a quotation  fi’om  Castiglioni,  de- 
scribes the  full  courage  of  the  physician  at 
that  time,  his  desire  to  be  fair  with  his  pa- 


tient, and  his  unjustifiable  faith  in  his 
ability.  We  do  not  have  conclusive  evi- 
dence as  to  liow  much  influence  the  gov- 
ernment had  on  the  development  of  this 
code. 

Concerning  the  wounds  resulting  from  op- 
erations it  is  written:  “If  a physician  shall 


Figure  2.  Trephining  the  skull  (from  the  CHIRURGIA  of  Della  Croce,  1573). 


Figure  3.  Seal  of  the  Baylonian  surgeon  ITrlugaledin,  about  2300  B.C.  (Louvre  Museum,  after  Castiglioni). 
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produce  on  anyone  a severe  wound  with  a 
bronze  operating  knife  and  cure  him,  or  if 
he  shall  open  an  abscess  with  the  operating 
knife  and  presei've  the  eye  of  the  patient, 
he  usually  shall  receive  10  shekels  of  silver; 
if  it  is  a slave,  his  master  shall  usually  pay 
two  shekels  of  silver  to  the  physician. 

“If  a physician  shall  make  a severe  wound 
with  an  operating  knife  and  kill  him,  or  shall 
open  an  abscess  with  an  operating  knife 
and  destroy  the  eye,  his  hands  shall  be  cut 
off. 

“If  a physician  shall  make  a severe  wound 
with  a bronze  operating  knife  on  the  slave 
of  a free  man  and  kill  him,  he  shall  replace 
the  slave  with  another  slave.  If  he  shall 
open  an  abscess  with  a bronze  operating 
knife  and  destroy  the  eye,  he  shall  pay  the 
half  of  the  value  of  the  slave. 

“If  a physician  shall  cure  a diseased  bone 
or  a diseased  organ,  he  shall  receive  five 
shekels  of  silver;  if  it  is  a matter  of  a freed 
slave,  he  shall  pay  three  shekels  of  silver 
but  if  a slave,  then  the  master  of  the  slave 
shall  give  to  the  physician  two  shekels  of 
silver.” 

It  would  appear  that  Babylonian  medicine 
might  have  progressed  into  a true  science  in 
the  course  of  decades,  but  barbarians  con- 
quered the  country  about  700  B.C.,  and  the 
Babylonian  civilization  was  destroyed. 

A great  deal  of  the  medicine  practiced  in 
this  period  was  based  on  superstition  and 
magic.  Ideas  about  magic  were  innumer- 
able. Apparently,  the  main  purpose  of  medi- 
cine was  to  triumph  over  bad  demons  and 
to  pacify  bad  spirits.  Amulets  representing 
various  types  of  objects  were  worn  to  keep 
away  disease.  Even  though  we  might  be 
tempted  to  laugh  about  such  superstitions, 
we  must  realize  that  similar  superstitions 
are  in  use  during  the  present  generation.  I 
can  vouch  for  this  myself,  because  at  the 
age  of  five  or  six,  my  grandmother  tied  a 
bag  of  asafetida  around  my  neck,  where  it 
remained  most  of  the  winter  to  protect  me 
from  the  respiratory  infections  so  common 
in  winter.  I recall  that  I escaped  having  any 
of  these  infections,  and  likewise  recall  that 
my  grandmother  reminded  me  why  I had  re- 
mained healthy  throughout  the  winter.  As 


some  of  you  may  know,  this  drug  has  such 
a vile,  unpleasant  odor  that  no  self-respect- 
ing bacteria  would  linger  around  a person 
carrying  such  a repulsive  odor. 

Many  herbs  and  drugs  were  developed  by 
the  American  Indian.  One  historian  lists 
144  drugs  used  by  the  Indians;  59  of  these 
are  listed  in  our  modern  pharmacopoeia.  We 
must  recognize  that  often  indeed,  drugs  used 
in  these  superstitious  customs  had  a favor- 
able pharmacological  action.  The  Indians, 
particularly  the  Aztecs  and  Incas,  knew 
about  scopolamine  (obtained  from  the  jim- 
son  weed),  laxatives,  emetics,  antispasmod- 
ics,  etc.  The  South  American  Indian  dis- 
covered curare  and  utilized  it  to  paralyze 
animals  by  placing  the  drug  on  the  tip  of 
their  arrows.  Although  the  Indian  medi- 
cine man  may  not  have  cured  many  of  his 
patients,  at  least  he  was  able  to  give  them 
medicine  having  a strong  pharmacologic 
action. 

Many  groups  of  people  throughout  the 
world  (Egyptians,  Babylonians,  Aztecs) 
were  skillful  in  the  use  of  surgical  instru- 
ments made  of  stone.  Some  practices  or 
rituals  involving  a sacrifice  for  the  benefit 
of  people  got  completely  out  of  hand.  In 
many  groups,  particularly  the  Indians,  it  was 
not  uncommon  to  sacrifice  a human  being, 
particularly  a beautiful  maiden,  to  please  the 
gods. 

Medicine  remained  in  this  archaic  unsci- 
entific state  until  the  time  of  Hippocrates, 
who  was  born  460  B.C.,  on  the  island  of  Cos 
off  the  coast  of  Asia  Minor  (now  Turkey). 
Hippocrates  originated  the  science  of  ob- 
servation, investigation,  and  recording.  He 
demonstrated  as  a fact  that  certain  symp- 
toms were  produced  by  certain  diseases.  He 
wrote  many  books.  He  described  diseases 
so  accurately  that  his  description  would  com- 
pare favorably  with  case  histories  written 
today.  Very  justifiably,  he  is  called  the 
“Father  of  Medicine.”  However,  even 
though  he  had  many  ardent  pupils,  progress 
ceased  after  his  death,  due  probably  to  the 
fact  that  he  was  far  ahead  of  his  time. 

About  500  years  after  Hippocrates’  time 
(138  A.D.,  to  be  exact),  another  brilliant 
man  in  medicine  was  born.  He  was  Galen 
of  Pergamum  in  Asia  Minor,  although  he 
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lived  primarily  in  Rome.  If  he  had  had 
Hippocrates’  honesty  he  might  have  con- 
tiibuted  as  much  or  more  than  Hippocrates, 
but  Galen  spent  so  much  of  his  time  schem- 
ing as  to  how  he  could  impress  his  patients 
and  belittle  his  competitors  that  his  con- 
tributions were  clouded. 

The  Development  of  Modem  Surgery 

Surgery  is  so  complicated  that  it  could  not 
be  developed  to  any  extensive  degree  with- 
out development  of  numerous  allied  medical 
sciences.  One  of  the  most  important  of 
these  allied  sciences  was  anatomy  which 
was  initiated  by  Vesalius  (1514-1564),  who 
at  the  young  age  of  23  was  appointed  to 
the  chair  of  surgery  and  anatomy  at  Padua. 
His  dissections  and  drawings  were  so  spec- 
tacular that  he  attracted  the  attention  of 
all  of  his  associates.  Obviously  a knowledge 
of  anatomy  was  essential  for  any  significant 
development  of  surgery. 

Just  as  necessary  to  surgery  was  the 
knowledge  of  circulation  of  the  blood  which 
was  discovered  by  William  Harvey  (1578- 
1657).  His  book,  “De  Motu  Cordis  et  San- 
guinis” was  the  most  important  publication 
of  his  time.  John  Hunter,  of  London  (1728- 
1793)  developed  the  science  of  experimental 
surgery  and  contributed  more  to  surgical 
pathology  than  any  other  man  of  his  time. 

Full  development  of  surgery  was  impos- 
sible without  asepsis  and  anesthesia.  Anes- 
thesia was  developed  by  three  or  four  physi- 
cians but  the  present  author  prefers  to  give 
the  most  credit  to  Long  who  used  ether  to 
perform  an  operation  on  the  neck  in  1842. 
The  development  of  asepsis  by  Lord  Lister 
in  the  midportion  of  the  nineteenth  century 
would  have  been  impossible  without  the 
knowledge  of  bacteria  developed  by  the  great 
bacteriologist,  Louis  Pasteur.  It  required 
ten  or  fifteen  years  for  Lord  Lister  to  con- 
vince his  confreres.  Disbelief  often  accom- 
panies great  discoveries  which  are  ahead  of 
their  time.  This  inequity  is  exemplified  in 
modern  times  by  the  great  difficulty  Papa- 
nicolaou had  in  convincing  pathologists  and 
other  physicians  of  the  great  merit  of  the 
Papanicolaou  smear. 

It  is  remarkable  that  when  a science  such 
as  surgery  reaches  a certain  peak  in  ac- 


complishments, other  related  allied  sciences 
are  utilized  to  allow  more  progress.  I am 
referring  to  surgical  physiology  which  al- 
lowed the  development  of  effective  pre- 
operative and  postoperative  care.  A huge 
number  of  academic  surgeons,  including 
Frank  IMann,  Everett  Graham,  Dallas  Phe- 
mister,  Edmund  Andrews,  William  Bea- 
mont,  and  others,  were  responsible  for  the 
development  of  physiology  to  its  proper 
place  in  surgery.  The  utilization  of  surgical 
physiology  naturally  led  to  the  development 
of  surgical  biochemistry,  which  was  start- 
ed in  the  1920’s  by  Thomas  Orr  of  Kansas 
and  others,  by  calling  attention  to  the  im- 
portance of  electrolytes.  The  study  of  elec- 
trolytes was  taken  up  with  great  enthusiasm 
by  Fred  Coller  and  Walter  Maddock  and 
many  others. 

This  brings  us  up  to  date  to  the  present 
time,  but  continued  growth  of  surgery  can- 
not be  made  until  certain  developments  are 
made  in  other  allied  specialties.  The  most 
logical  of  these  other  allied  specialties  is  en- 
gineering. We  are  just  now  beginning  to  real- 
ize that  surgeons  must  be  engineers,  if  they 
are  going  to  get  the  most  out  of  their  spe- 
cialty, and  develop  it  further.  The  develop- 
ment of  the  respirators  was  the  most  im- 
portant single  feature  emphasizing  the  need 
for  engineering  in  surgery.  The  respira- 
tors have  a tremendous  potential  for  sav- 
ing lives,  but  their  indications  and  mechan- 
ics are  so  poorly  understood  that  many  lives 
have  been  lost  through  this  lack  of  knowl- 
edge. Young  surgeons  in  training  must 
become  familiar  with  the  various  features 
of  the  respirators. 

The  development  of  open  heart  surgery 
has  been  made  possible  by  the  utilization  of 
certain  features  of  engineering;  further- 
more, the  development  of  an  efficient  ar- 
tificial heart  is  dependent  upon  application 
of  numerous  engineering  principles.  The 
surgeon  must  work  with  the  engineer  and, 
in  fact,  must  accept  responsibility  of  direct- 
ing changes  in  models,  because  certain  er- 
roneous features  (though  seemingly  minor) 
may  result  in  serious  complications  when  in 
use. 

Transplantation  of  organs  has  been  per- 
formed for  the  past  15  or  20  years ; although 
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success  has  been  achieved  in  70  to  80% 
of  kidney  transplants,  the  transplantation 
of  other  organs  is  stymied  by  the  lack  of 
availability  of  an  effective  drug  to  obliter- 
ate the  rejection  phenomenon.  Before  trans- 
plantation of  heart,  lungs,  and  many  other 
organs  can  be  carried  out  successfully,  we 
must  await  the  development  of  biochemical 
or  hormonal  advancements  to  eliminate  the 
rejection  phenomenon. 

The  Role  of  Viruses  in  the  Development 
of  Cancer  in  Animals 

Although  the  science  of  virology  is  no 
more  than  two  or  three  decades  old,  actual- 
ly the  first  observation  offering  evidence 
of  the  existence  of  viruses  dates  back  to  the 
famous  bacteriologist,  Louis  Pasteur,  who 
was  unable  to  find  a bacterium  in  rabid 
dogs.  When  asked  by  one  of  his  associates 
if  there  ever  might  be  a microbe  causing 
hydrophobia,  he  replied,  “One  is  tempted  to 
believe  there  is  a micro-organism  infinitely 
small.” 

A Russian  scientist  named  Iwanowski 
(1892)  made  a startling  discovery  in  which 
he  noted  that  juice  from  leaves  affected 
with  the  mosaic  disease  of  the  tobacco  plant 
would  produce  disease  in  other  plants  when 
this  juice  filtered  through  porcelain.  It 
was  known  at  that  time  that  the  pores  of 
porcelain  were  so  small  that  neither  bac- 
teria or  plant  cells  could  pass  through  them. 

The  most  dramatic  of  the  early  experi- 
ments suggesting  a virus  as  having  an  etio- 
logic  relationship  to  the  development  of  can- 
cer was  supplied  by  Peyton  Rous  in  1911. 
He  macerated  a chicken  sarcoma  and  in- 
jected this  cell-free  filtrate  into  another 
chicken  with  production  of  a tumor.  For 
this  dramatic  discovery,  Peyton  Rous  re- 
ceived the  Nobel  Prize,  but  many  decades 
later  than  it  should  have  been  given. 

In  1935  Wendell  Stanley ^ produced  the 
tobacco  mosaic  virus  in  crystalline  form; 
this  observation  led  to  experiments  which 
likewise  resulted  in  the  acquisition  of  the 
Nobel  Prize.  The  next  important  discovery 
furthering  the  importance  of  viruses  in  the 
etiology  of  cancer  was  made  by  three  Ger- 
man physicists,  who  obtained  a photograph 
of  tobacco  mosaic  virus  with  a newly  invent- 


ed electron  microscope  which  at  first  was 
capable  of  magnifying  an  object  50,000 
times,  but  with  modern  improvements  can 
magnify  an  object  750,000  times. 

In  1951  Gross^  offered  strong  evidence 
of  a virus  as  the  causative  factor  in  mouse 
leukemia,  when  he  produced  leukemia  in 
mice  by  injecting  a cell-free  filtrate  of  leu- 
kemia mouse  tissue.  In  1957,  Friend®  re- 
ported the  successful  transmission  of  a leu- 
kemia-like  disease  in  mice  by  injecting  cell- 
free  filtrates  of  leukemia  brain  tissue  from 
infected  mice.  In  1958  Eddy,  Stewart  and 
associates^  reported  experiments  indicating 
that  the  leukemia  virus  would  cross  the 
species  hairier;  they  inoculated  hamsters 
with  leukemia  mouse  tissue  and  noted  that 
of  61  hamsters  inoculated,  one  or  more 
tumors  of  a sarcomatous  or  angiomatous 
type  developed  in  34.  For  the  first  time 
(1906)  Grace  and  associates®  were  able  to 
produce  tumors  in  animals  (mice)  by  inject- 
ing new  born  mice  with  supernatant  cell- 
free  fluid  from  homogenized  human  tumors; 
of  616  mice  injected,  tumors  developed  in 
266  (within  3 to  9 months).  The  tumors 
produced  in  the  animals  had  no  correlation 
to  the  type  of  human  tumor  used  for  the 
inoculation. 

In  1962  Trenton®  reported  that  adenovirus 
12,  obtained  from  the  nose  and  throat  of 
human  beings  would  produce  tumors  when 
inoculated  into  baby  hamsters,  thus  support- 
ing Grace’s  experiments  showing  that  hu- 
man tumor  viruses  could  produce  tumors  in 
animals. 

Other  investigators  later  showed  this  vi- 
rus could  induce  cancers  in  rats  and  mice. 

Shein  and  Enders’  contributed  another 
very  important  step  in  the  viral  etiology  of 
cancer  by  their  demonstration  that  SV  40 
(a  monkey  virus)  could  transform  normal 
human  cells  in  a test  tube  into  cancer  cells. 

Experimental  Preparation  of  Effective 
Antibodies  in  Animals 

Gross®  was  one  of  the  first  (1943)  to  re- 
port the  successful  effect  of  antibodies  in 
animals.  He  injected  diluted  doses  of  a 
20%  suspension  of  sarcoma  cells  (mouse) 
into  the  skin  of  mice  with  intradeimial  sar- 
coma, and  noted  regression  of  the  tumor. 
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In  1959,  Friend®  repoi'ted  the  production 
of  effective  antibodies  in  a leukemia-like 
fatal  disease  in  mice,  by  injecting  filtrates 
of  the  spleen  of  infected  mice  (3  times  at  3 
day  intervals)  into  rabbits,  and  inoculated 
their  sera  into  healthy  mice  just  before  they 
were  inoculated  with  infective  material.  In 
this  study,  84%  of  control  animals  contract- 
ed the  disease,  whereas  only  7.2%  of  the 
vaccinated  animals  did.  Stewart  and  asso- 
ciates® have  prepared  an  effective  vaccine 
against  the  polj'oma  virus  (1959)  by  inoculat- 
ing rabbits  with  antigen  prepared  from  a 
fresh  mouse  embryo  supernatent  fluid  con- 


taining the  tumor  virus,  and  later  injecting 
the  rabbit  serum  into  newborn  mice  one 
hour  before  injection  of  the  virus.  In  1959, 
McKee  and  associates^®  reported  the  pro- 
tection of  mice  against  the  Erhlich  ascitic 
carcinoma  by  injecting  Erhlich  cells  which 
had  been  irradiated  with  2000  to  4000  r;  of 
50  mice  receiving  5 to  8 injections  of  the 
irradiated  cells,  47  survived  a challenge  of 
viable  cells. 

The  experiments  reported  above  indicate 
quite  clearly  that  animals  may  be  protect- 
ed from  inoculation  of  antigen  material  ob- 
tained from  infected  (tumor)  mice. 
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Health  Care  for  the  Future* 


CERTAINLY  no  one  needs  to 
wonder  why  we  should  take  a 
good  look  at  the  medical  care 
delivery  system.  Reporters,  columnists, 
commentators,  government,  citizen  groups, 
almost  everyone  is  having  a field  day  criti- 
cizing the  profession,  the  hospitals,  the  drug 
manufacturers,  the  drug  stores,  the  insur- 
ance companies,  the  Social  Security  Admin- 
istration, or  any  and  all  of  the  people  con- 
cerned with  the  delivery  of  health  care.  If 
one  can  refrain  from  becoming  emotionally 
involved  while  reading  this  material,  it  must 
be  admitted  that  it  contains  a lot  of  truth. 
Naturally,  some  of  the  conclusions  are  not 
what  we  would  consider  valid.  Many  of  the 
writers  use  a few  facts  and  then  proceed  to 
over-react.  This  does  not,  however,  mean 
that  the  facts  upon  which  conclusions  are 
based  are  erroneous. 

The  doctors  of  today  will  have  to  admit 
that  we  are  in  serious  trouble,  and  that  fail- 
ure to  do  something  about  it  that  will  change 
the  picture  rapidly,  will  invite  the  govern- 
ment to  blunder  in  with  a scheme  that  could 
well  compound  the  illness  of  the  present 
medical  care  system.  The  possibility  of  pre- 
serving the  free  enterprise  system  of  deliv- 
ery of  health  services  depends  on  whether 
we  make  the  right  moves  and  whether  we 
can  do  this  soon  enough.  The  fact  that  we 
are  in  serious  trouble  could  seem  to  indicate 
that  we  have  not  had  good  advice  over  the 
past  two  decades.  I would  admit  that  we 
either  have  not  had  good  advice  or  we  have 
failed  to  listen  when  the  advice  was  given. 
The  latter  could  be  nearer  the  truth. 

Today  we  embrace  concepts  that  we  reject- 
ed ten  years  ago.  Ten  years  ago  we  em- 
bi’aced  concepts  that  were  unacceptable  to 
us  twenty  years  ago.  What  we  need  to  do 
is  to  become  realists  and  do  today  the  things 
that  need  to  be  done  today. 

The  physician  has  been  trained  in  medical 
school  and  in  his  practice  to  accept  change 
slowly.  Until  material  and  methods  have 
been  proven  to  be  safe  and  effective,  it 
would  be  dangerous  to  move  too  rapidly.  If 
we  as  doctors  would  grasp  each  new  sugges- 
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tion  before  adequate  study,  we  would  kill 
more  people  than  we  cure.  We  have  earned 
the  label  of  conservative  and  we  must  con- 
tinue to  wear  it  wisely  and  well. 

Now,  however,  we  are  in  a crisis.  The 
crisis  is  chiefly  one  of  manpower.  There  is 
really  not  much  wrong  with  the  present 
system  that  competition  cannot  cure.  The 
question  is,  how  do  we  increase  the  number 
of  physicians  and  what  do  we  do  until  this 
new  supply  arrives  on  the  scene  ? There 
are  those  in  our  society,  especially  in  govern- 
ment, who  would  propose  a system  of  uni- 
versal health  insurance  which  would  be  com- 
pulsory and  let  the  doctor  work  for  the  gov- 
ernment. In  other  words,  let  the  govern- 
ment pour  more  money  into  the  delivery  sys- 
tem. I would  wonder  where  the  government 
could  buy  more  health  care.  Health  care  is 
already  over  bought.  What  we  need  is 
money  put  into  supply. 

In  addition  to  putting  money  into  schol- 
arships, teaching,  expansion  of  teaching  fa- 
cilities, we  need  to  revise  the  timetable  of 
our  educational  system.  This  latter  will  not 
be  too  difficult  because  we  already  have  a 
group  of  young,  energetic,  competent  deans 
of  medical  schools  who  are  aware  of  the 
problem  and  experimentation  has  become 
competitive.  Each  week  we  hear  of  a new 
or  novel  program  for  increasing  the  output 
of  physicians.  The  recent  Congress  on  Med- 
ical Education  sponsored  by  the  Council  on 
Medical  Education  of  the  American  Medical 
Association  devoted  almost  all  of  its  session 
to  innovation  in  medical  education. 

First,  let  us  deal  with  medical  education 
in  the  first  three  of  its  four  phases;  (1)  pre- 
medical, (2)  medical,  (3)  internship  and 
residency.  Continuing  education,  which  is 
the  fourth  phase,  the  never-ending  phase 

^Presented  at  Nebraska  State  Medical  Association,  Luncheon 
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will  not  be  discussed.  So  here  goes.  Can 
we  shorten  the  premedical  education?  Can 
we  shorten  the  four-year  medical  curricu- 
lum? The  answer  to  this  one  is  that  it  is 
already  being  done.  Number  three,  can  we 
shorten  the  intern-residency  portion  of  train- 
ing of  the  doctor  of  medicine?  Will  we  re- 
duce the  (luality  of  the  end  product  by  ab- 
breviating the  present  three-phase  educa- 
tional program  ? 

A few  weeks  ago  at  the  Annual  Congress 
on  Medical  Education  I heard,  during  the 
question  and  answer  period  this  question, 
“Who  do  you  think  is  competent  to  decide 
that  a three-year  medical  school  can  produce 
a high-quality  graduate?  This  was  answered 
by  another  question,  “Who  was  sufficient- 
ly competent  to  decide  that  it  takes  exactly 
four  years  to  produce  a high-quality  gradu- 
ate ? The  first  fact  that  needs  to  have  care- 
ful attention  is  the  difference  in  the  learn- 
ing capacities  of  the  students.  Can  a cur- 
riculum be  developed  which  can  permit  one 
student  to  finish  medical  school  in  three 
years,  and  at  the  same  time  to  permit  an- 
other student  to  stay  for  five  years,  or  to 
move  on  into  the  internship  without  all  of 
the  clinical  polish  of  his  A.O.A.  classmates. 

Northwestern  University  has  had  a small 
group  for  quite  a number  of  years,  carefully 
selected,  who  move  into  the  medical  school 
after  two  years  in  premedicine.  So  far  this 
program  is  working  well. 

Thirty  or  forty  years  ago  many  medical 
schools  took  in  freshmen  with  two  or  with 
three  years  of  premedical  preparation,  pro- 
vided they  had  completed  certain  basic  re- 
quirements. These  boys  did  as  well  as  the 
rest  of  us  and  were  young  enough  upon 
graduation  to  spend  an  extra  year  or  two 
in  specialized  training.  At  the  present  time, 
from  college  to  completion  of  a residency  is 
about  eight  to  ten  years.  Add  the  pre- 
medical, and  we  get  a minimum  of  a dozen 
years  in  formal  schooling.  We  should  take 
a look  at  this  period  between  age  22  and 
32  and  ask  ourselves  if  all  of  this  time  is 
well  spent,  “is  all  of  this  trip  necessary?” 
True,  during  the  four  years  in  medical 
school,  the  student  spends  only  about  36 
months  out  of  the  48  in  school.  Does  he 
need  twelve  months  vacation  in  four  years. 


this  young,  vigorous,  eager  person?  This  is 
the  age  in  which  the  professionals  play  foot- 
ball and  baseball,  the  best  years  of  their 
lives. 

Why  can’t  we  move  our  medical  students 
more  rapidly?  The  answer,  of  course,  is 
that  we  are  seeing  it  done  in  some  of  the 
medical  schools  across  the  country,  but  not 
in  enough  of  them.  Why  do  we  need  a 
four-year  residency,  or  an  inteniship  and  a 
three  or  four-year  residency?  This  is  five 
years.  Recent  studies  have  shown  that  ad- 
vances in  medical  knowledge  have  resulted 
in  a half-life  of  about  five  years  for  medical 
knowledge.  This  means  that  every  five 
years,  half  of  what  we  know  is  no  longer 
relevant.  This  would  seem  to  indicate  that 
a doctor  could  stay  in  a training  program 
the  rest  of  his  life  and  still  not  know  it  all. 
At  age  65,  instead  of  a diploma,  he  could 
be  given  his  first  social  security  check.  So 
why  keep  a student  for  three,  four  or  five 
years  after  graduation  in  a sheltered  at- 
mosphere? Why  not  get  him  rapidly  pro- 
ductive? This  can  be  done  in  an  area  where 
he  has  consultants  readily  available,  but  has 
an  opportunity  to  use  his  skill  in  a produc- 
tive manner.  Does  this  reduce  the  quality 
of  his  education?  Many  educators  think  it 
does  not. 

You  all  recognize  that  I am  talking  about 
a preceptorship.  In  a group  practice,  he 
would  have  several  teachers ; with  a solo 
practitioner,  only  one. 

I am  probably  the  last  person  to  be  cer- 
tified in  General  Surgery  without  a formal 
residency.  In  those  days  there  were  very 
few  residencies.  Most  people  who  aspired  to 
become  surgeons  took  two  years  of  intern- 
ship, and  then  usually,  but  not  always, 
worked  with  a surgeon  for  a number  of 
years  before  going  into  practice  for  himself. 

In  those  days  there  was  no  American 
Board  of  Surgery,  so  Fellowship  in  the 
American  College  was  the  goal  of  those  of 
us  who  intended  to  limit  our  practice  to  this 
specialty.  In  this  day  of  an  acute  shortage 
of  physicians,  it  might  be  well  to  take  a look 
back  to  the  days  when  we  learned  from 
the  practitioner,  rather  than  to  continue  the 
present  trend  toward  sitting  at  the  feet  of 
a full-time  professor  during  the  under- 
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graduate  years  and  in  many  instances,  con- 
tinuing in  the  same  atmosphere  during  the 
internship  and  residency.  Many  students 
finish  a residency  and  go  out  into  this  fast- 
moving  world  without  knowing  a thing  about 
the  economics,  the  social  problems,  the  po- 
litical barriers,  the  color  barriers  of  their 
future  patient.  They  have  no  idea  of  the 
problems  that  Mrs.  Jones  encountered  on 
the  way  to  the  hospital  bed  where  she  lay, 
neatly  tucked  in  when  the  house  officer 
makes  her  acquaintance.  We  could  spend  an 
entire  day  discussing  the  events  of  this 
eight  to  ten  year  period  in  the  life  of  the 
boy  or  girl  who  becomes  a man  or  woman 
while  becoming  a physician. 

We  should  (1)  shorten  both  the  medical 
school  program  and  the  graduate  study; 
(2)  give  this  future  physician  more  contact 
with  all  of  the  facts  of  life,  let  him  have 
contact  with  the  community  at  community 
level  and  let  him  do  this  at  the  elbow  of  the 
teacher-physician  who  knows  what  it  is  that 
makes  people  sick,  not  just  those  who  know 
how  to  make  him  well. 

Let  me  mention  just  a few  of  the  programs 
that  are  already  in  existence  to  shorten  the 
curriculum.  Albany  Medical  College  has  a 
program  that  will  give  the  MD  degree  6 
years  after  graduation  from  high  school. 
By  elimination  of  the  summer  vacation,  Jef- 
ferson, for  3 years  has  this  program  com- 
pleted from  high  school  to  MD  degree  in 
five  years.  Boston  University  has  50  stu- 
dents on  the  6 year  high  school  to  MD. 
The  midwest  has  a half  dozen  such  programs 
working  and  others  in  the  formative  stage. 

Sufficient  models  to  greatly  increase  the 
number  of  graduates  are  already  in  exist- 
ence so  those  states  who  are  not  yet  in  the 
numbers  game  can  have  a good  look  at  what 
is  going  on.  There  is  every  reason  to  be- 
lieve that  the  models  where  the  freshman 
year  is  given  at  colleges  and  universities 
will  work  out  well.  Attention  should  be 
given  to  shortening  the  second,  third,  and 
fourth  year  of  medical  school.  By  elimina- 
tion of  the  summer  vacation,  these  three 
years  can  be  reduced  to  about  two  years. 

Now  if  we  can  eliminate  the  internship, 
since  the  student  will  have  been  in  the  hos- 


pital setting  for  most  of  his  time  in  the 
medical  school,  we  can  proceed  to  the  resi- 
dency. The  residency  should  be  shortened 
if  the  resident  shows  an  aptitude  to  move 
rapidly. 

A resident  in  internal  medicine  or  pedi- 
atrics who  demonstrates  unusual  capabilities 
should  be  peiTnitted  to  become  productive 
by  employment  in  a group  practice  or  with 
individual  specialists  for  the  final  year  or 
two  of  his  training.  Thus  we  might  see  a 
combined  5 year  premedical  and  medical 
school  and  a two-year  residency  produce  a 
skillful,  competent  doctor  in  seven  years 
from  high  school  through  residency.  This 
would  be  7 years  from  high  school  to  prac- 
tice as  a specialist.  Compare  that  to  the 
present  twelve  to  fourteen  years  that  we 
have  had  as  a standard. 

Let’s  discuss  for  a few  minutes  para- 
medical personnel  and  physicians’  assistants. 
At  the  present  there  are  about  fourteen 
paramedical  people  for  each  doctor.  No  won- 
der medical  and  hospital  care  is  expensive. 
These  technicians  do  a great  bit  of  the 
work  to  lighten  the  load  for  the  physician. 

In  the  past  few  years,  much  has  been  heard 
and  written  about  a physician’s  assistant. 
There  are  numerous  programs  for  training 
medical  corpsmen  as  they  leave  military 
service.  These  programs  are  working  well 
in  many  rural  areas  and  to  a certain  extent 
in  urban  centers. 

However,  it  is  quite  possible  that  no  one 
will  ever  replace  the  nurse  as  the  doctor’s 
right  arm.  For  years  she  has  been  the 
tried  and  true  stand-by  and  helpmate. 
Nurses  must  be  given  more  responsibility  in 
decision  making.  Especially  in  some  of  the 
specialties,  the  nurse  can  do  most  of  the 
routine  care  so  that  the  doctor  need  not  see 
the  patient  at  each  visit.  The  nurse  can 
make  home  visits  and  communicate  with  her 
doctor  if  she  feels  he  should  see  the  patient. 
The  public  and  the  third  party  payors  must 
leam  to  recognize  that  there  w'ill  be  a charge 
for  these  services.  They  must  be  prepared 
to  expect  the  physician  to  send  a bill  for 
the  work  that  the  nurse  performs. 

Now  let’s  get  to  the  nuts  and  bolts  of  the 
delivery  of  medical  care.  Shall  we  urge  in- 
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creased  practice  by  groups?  The  House  of 
Delegates  of  the  AiMA  has  urged  physicians 
to  be  innovative,  to  try  various  models  of 
delivery.  In  this,  we  must,  of  course,  in- 
clude a good  look  at  all  plans,  including  pre- 
paid closed-panel  practice.  For  those  not 
familiar  with  this  type  of  group  practice, 
it  is  a plan  where  subscribers  pay  a fixed  fee 
for  complete  service  for  a definite  period 
of  time,  for  office,  home,  and  hospital  care. 
It  is  logical  to  assume  that  in  a place 
where  the  doctor  and  the  hospital  are  paid 
out  of  the  same  limited  fund,  that  unneeded 
hospitalization  will  not  occur.  It  is  also 
logical  to  assume  that  necessary  treatment 
will  be  given  in  order  to  prevent  more 
costly  occurrences  that  might  ensue  if  ade- 
quate care  is  delayed.  Statistics  are  avail- 
able to  show  that  this  is  probably  the  most 
economical  way  to  deliver  health  care. 

Kaiser-Permanente,  a west  coast  close 
panel  group,  claims  a hospital  utilization  fig- 
ure of  525  days  per  1,000  members.  In  some 
areas.  Blue  Cross  runs  1,100  days  per  1,000 
members,  over  twice  the  incidence  of  the 
closed  panel  plans.  The  validity  of  these 
statistics  is  questioned  by  some  who  say 
that  the  customer  of  a closed  panel  group 
plan  goes  elsewhere  when  he  is  in  need 
of  surgery.  For  surgey  they  say  he  wants 
a fee  for  service  doctor  of  his  own  choosing. 

In  Colorado,  according  to  an  article  in  the 
February  2,  1970  iMedical  Economics,  “doc- 
tors may  soon  be  operating  two  comprehen- 
sive prepaid  health  programs  that  some  be- 
lieve, could  sharply  reduce  the  cost  of  medi- 
cal care  both  locally  and,  by  example,  na- 
tionally.” These  programs  have  medical  so- 
ciety approval  and  are  based  on  a limited 
physicians’  panel.  These  plans  include  po- 
licing of  private  practice  in  office  and  hos- 
pital for  those  who  are  members  of  the 
group. 

The  Denver  plan  has  a unique  feature  in 
that  the  physician  will  continue  to  practice 
in  his  own  office,  the  administration  will  be 
done  by  a nonprofit  foundation  which  col- 
lects the  premiums  from  the  subscribers  who 
can  be  individuals,  insurance  companies, 
unions  or  employers.  The  charges  will  be 
checked  by  an  IM.D.  review  board  working 


with  computers,  and  if  approved,  paid  by 
the  foundation  for  both  doctor  and  hospital. 

Subscribers  will  have  free  choice  of  any 
physician  on  the  foundation  panel  which 
will  be  open  to  all  doctors  in  five  counties. 
The  services  would  be  on  a fee-for-service 
basis,  but  there  would  be  central  efficiency 
control,  a built-in  peer  review  of  both  qual- 
ity and  quantity  of  service.  The  doctors 
will  charge  according  to  the  Colorado  rela- 
tive-value scale,  with  conversion  rates  of  2.4 
for  medical  services  and  6.0  for  surgical 
services.  This  corresponds  to  usual  and  cus- 
tomary. 

The  Colorado  plan  may  have  been  stimu- 
lated by  the  fact  that  Kaiser-Permanente  is 
moving  into  the  Denver  area.  The  Denver 
Plan  introduces  the  fee-for-service  and  free- 
dom of  choice  concept  into  the  so  called 
Closed  Panel  Group  Plan.  So  far  the  Den- 
ver plan  seems  to  have  gained  the  accept- 
ance of  the  physician,  virtually  100  percent 
of  those  practicing  in  the  four  counties  sur- 
rounding Denver  have  signed  up.  In  the 
city  itself,  more  than  60  percent  are  in  the 
fold. 

Another  plan  is  apparentlj’  getting  under- 
way in  the  Denver  area.  Blue  Cross-Blue 
Shield  are  proposing  a comprehensive  closed- 
panel  program  based  on  a fee-for-service 
basis.  At  present,  1,300  of  the  state’s  2,850 
physicians  have  signed  up  for  this  program. 
Thus,  a physician  can  be  a panelist  on  both 
the  IMetropolitan  Denver  Foundation  and 
of  the  Colorado  Blue  Cross-Blue  Shield  Panel 
Practice  Plan  and  still  take  care  of  patients 
who  subscribe  to  neither  one. 

Patients  will  certainly  carry  identifying 
cards  so  the  doctor  knows  to  whom  to  send 
the  bill.  No  doubt  both  of  these  plans  will 
cause  the  physician  to  be  cautious  about 
over  utilization.  It  is  expected  that  there 
will  be  a noticeable  swing  to  ambulatory 
care,  thus  cutting  the  total  cost  of  health 
service  in  Colorado  by  reducing  hospitaliza- 
tion and  over-utilization. 

Says  Medical  Economics,  “Developments 
there  (in  Denver)  could  well  foreshadow 
similar  changes  on  a national  scale.”  All  of 
the  changes  that  have  been  enumerated  are 
evidence  that  the  medical  profession  is  be- 
ing innovative  and  is  willing  to  do  every- 
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thing  necessary  to  increase  the  production 
of  physicians  and  the  efficiency  of  the  pres- 
ent system. 

Let  me  repeat,  money  must  be  put  into  in- 
creasing the  supply  of  medical  care.  Money 
poured  into  the  purchase  of  care  is  com- 
pounding the  problem,  the  present  supply 
is  already  overbought. 


Let’s  continue  to  be  innovative,  let’s  en- 
courage quantity  while  maintaining  quality 
and  introduce  all  possible  efficiencies  into 
our  medical  care  delivery  system.  Let’s 
keep  the  snowball  rolling  so  that  the  free 
enterprise  system  of  medical  care  can  be 
preserved  for  the  benefit  of  the  people  of 
these  United  States. 
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Subcutaneous  Simple  Mastectomies  with 
Implantation  of  Mammary  Prostheses 


Excluding  malignant  disease, 
there  are  only  a few  gener- 
ally recognized  indications  for 
simple  mastectomy.  In  a significant  num- 
ber of  cases  sentenced  to  this  fate,  bilateral 
amputations  are  indicated.  Unfortunately, 
this  often  occurs  in  otherwise  healthy,  ac- 
tive, attractive,  young  women  in  whom  the 
breast  still  plays  an  important  role  sexually 
and  psychologically.  In  many  of  these,  sub- 
cutaneous simple  mastectomies  with  artifi- 
cial breast  implantations,  solves  the  medical 
problem  while  preserving  the  psyche. 

At  this  time,  several  types  of  silastic 
mammary  prostheses  are  available.  These 
approximate  the  softness,  fluid-like  mobili- 
ty, and  weight  of  the  normal  breast.  Body 
tissues  or  fluid  will  not  invade  the  pros- 
thesis itself,  so  it  retains  its  initial  soft- 
ness when  im.planted,  while  resisting  absorp- 
tion or  degeneration.  After  15  years  of 
clinical  trial,  there  exists  no  current  evi- 
dence to  suggest  that  mammary  prosthetic 
material  increases  the  incidence  of  human 
breast  cancer.^ 

Case  Reports 

Case  No.  1.  This  21  year  old  patient 
was  found  to  have  a mass  in  her  left 
breast  in  July,  1967.  At  that  time,  she 
had  just  finished  a menstrual  period 
and  admitted  her  breast  became  mildly 
tender  with  each  cycle.  All  of  her 
aunts  had  died  of  breast  cancer  before 
the  age  of  50  years.  When  the  mass 
persisted  through  her  next  menstrual 
])eriod,  left  breast  biopsy  and  frozen 
section  w ere  performed  August  2, 
1967.  Extensive  fibrocystic  disease 
with  florid  intraductal  papillomatosis 
and  sclerosing  adenosis  was  found,  and 
one  area  showed  atypical  proliferation 
of  both  ductal  epithelial  cells  and 
stromal  cells.  Coupling  her  strong  fam- 
ily history  of  breast  disease  with  the 
histologic  findings,  the  patient  was  ad- 
vised to  have  a simple  mastectomy.  On 
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August  28,  1967,  a left  subcutaneous 
simple  mastectomy  was  performed,  and 
a silicon  mammary  replacement  pros- 
thesis implanted.  Histologically,  the 
amputated  left  breast  showed  intraduc- 
tal papillomatosis  with  atypical  hyper- 
plasia of  the  ductal  epithelium.  Her 
case  was  then  presented  at  the  Cancer 
Conference  of  the  Immanuel  Hospital, 
and  the  Tumor  Board  advised  proceed- 
ing with  a right  simple  mastectomy  as 
this  is  most  always  bilateral  disease 
and  therefore  both  breasts  would  have 
to  be  removed  to  provide  complete  pro- 
phylaxis against  breast  cancer.  A sub- 
cutaneous right  simple  mastectomy  was 
performed  September  5,  1967,  implant- 
ing a replacement  prosthesis.  Only 
focal  fibrosis  was  found  in  the  removed 
specimen.  The  incisions  healed  well, 
the  prostheses  have  remained  firaily 
implanted,  the  patient  leads  a normal 
life,  enjojdng  such  sports  as  swimming 
and  tennis,  and  the  cosmetic  result  is 
pleasing  as  shown  in  figures  1 and  2. 

Case  No.  2.  This  lady  was  seen  by 
me  with  bilateral  cystic  disease  in 
April,  1966,  at  the  age  of  42.  A large 
cyst  was  aspirated  from  her  left 
breast.  She  returned  to  the  office  in 
a month  and  four  more  cysts,  two  in 
each  breast,  were  aspirated.  Her  gyne- 
cologist reported  some  pelvic  pathol- 
ogy" and  advised  hysterectomy.  I felt 
that  her  cystic  disease  would  improve 
if  the  ovaries  were  removed  at  the  same 
time.  He  then  performed  total  abdom- 
inal hysterectomy  with  bilateral  sal- 
pi  ngo-ovariectomy  on  her  July  22,  1968. 
Unfortunately,  this  had  a reverse  effect 
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on  her  breasts,  and  she  developed  huge 
painful  lumps  in  each  breast.  On  Au- 
gust 5,  1968,  a bilateral  subcutaneous 
simple  mastectomy  was  performed,  and 
mammary  replacement  prostheses  im- 
planted. Healing  was  rapid,  and  fig- 
ures 3 and  4 show  the  cosmetic  result. 

Case  N^o.  3.  This  30  year  old  patient 
was  first  seen  by  me  July  9,  1968  be- 
cause of  a bloody  left  nipple  discharge 
of  a year’s  duration.  She  has  been  on 
birth  control  pills  for  several  years. 
Her  mother  died  of  breast  cancer  at 
age  45.  A fullness  was  found  in  the 
upper  outer  zone  of  the  breast,  and 
palpation  of  this  area  produced  the 
nipple  discharge.  On  July  19,  1968,  a 
quadrant  resection  of  the  left  breast 
was  performed.  Frozen  section  re- 
vealed no  evidence  of  malignancy. 
There  was  extensive  fibrocystic  dis- 
ease, with  intraductal  papillomatosis 
and  sclerosing  adenosis.  Being  some- 


Figure  1.  Side  view  Case  No.  1 after  bilateral  sub- 
cutaneous simple  mastectomies  with  implantation  of  mam- 
mai*y  prostheses. 


Figure  2.  Front  view  of  Case  No.  1. 


what  medically  oriented,  and  being  ter- 
rified of  developing  breast  cancer  after 
her  mother  died  of  it,  the  patient  re- 
quested a simple  mastectomy.  Agree- 
ing that  there  was  ample  medical  rea- 
son, a left  subcutaneous  simple  mastec- 
tomy was  performed,  implanting  a 
mammary  replacement  prosthesis  on 
July  22,  1968.  No  malignancy  was 
found  in  the  amputated  breast.  The 
patient  then  began  experiencing  cystic 
changes  in  the  right  breast,  with  the  ap- 
pearance of  multiple  painful  nodules. 
On  June  10,  1969,  right  subcutaneous 
simple  mastectomy  was  carried  out,  and 
another  breast  prosthesis  implanted. 
She  has  remained  asymptomatic  ever 
since,  and  the  cosmetic  result  is  shown 
in  figures  5 and  6. 

Discussion 

Simple  mastectomy  is  cosmetically  de- 
foi-ming  and  subjects  the  victim  to  emotional 
stresses  greater,  often,  than  the  patient  or 
her  husband  can  endure.  When  indicated 
for  treatment  of  nonmalignant  disease,  sub- 


Figure  3.  Side  view'  Case  No.  2 w’hen  confined  to 
hospital  bed  with  traumatic  fracture  of  her  left  femur. 


Figure  4.  Front  view  of  Case  No.  2. 
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cutaneous  mastectomy  through  an  infero- 
lateral  submammary  incision  preserving  the 
nipple  and  breast  skin,  followed  by  implan- 
tation of  mammary  prostheses  diminishes 
the  psychic  trauma,  while  fulfilling  the  med- 
ical requirements.  Postoperative  photo- 
graphs  of  the  three  reported  cases  demon- 
strate the  satisfactory  cosmetic  results  ob- 
tainable with  this  procedure. 

The  operation  is  not  uniformly  successful. 
In  some  instances,  the  blood  supply  to  the 
nipple  area  is  such  that,  after  removal  of 
the  subcutaneous  breast  tissue,  avascular 
necrosis  results.  This  leads  to  a cosmetic 
failure  at  best,  and  total  rejection  of  the  im- 


Figure  6.  Front  view  of  Case  No.  3. 


plant  at  worst.  No  guarantee  of  success 
should  be  given  to  the  patient. 

At  the  time  of  this  writing,  eight  pa- 
tients have  been  operated  upon.  Six  have 
had  gratifying  results.  One  patient,  the 
first  in  the  series,  developed  subcutaneous 
hematomas  resulting  in  necrosis  of  the  skin, 
sepsis,  and  loss  of  both  implants.  Hemo- 
Vac  drainage  was  not  used,  and  pressure 
dressings  were  left  on  for  a number  of  days 
before  being  changed.  Another  case  lost  one 
implant.  In  this  one,  right  breast  biopsy 
was  performed,  which  showed  extensive  in- 
traductal hyperplasia  and  cystic  disease. 
The  left  breast  was  also  nodular  and  had  a 
slight,  bloody  nipple  discharge.  She  was 
then  advised  to  have  bilateral  simple  mas- 
tectomies with  implantation  of  mammary 
prostheses.  This  was  done  three  days  after 
the  original  biopsy.  Postoperatively,  she  de- 
veloped a dehiscence  of  the  biopsy  incision, 
resulting  in  sepsis  and  slough  of  the  im- 
plant. The  skin  and  nipple  were  preserved, 
so  that  a later  attempt  could  be  made  to  re- 
implant a prosthesis. 

If  dissection  is  done  gently,  skin  flaps  not 
developed  too  thinly,  seromas  prevented  by 
obtaining  hemostasis  and  using  appropriate 
suction  drainage,  damaging  external  trau- 
ma such  as  uneven  or  excessive  external 
pressure  omitted,  and  infection  prevented, 
there  is  excellent  chance  for  success.  The 
implants  can  be  inserted  as  a one  stage  op- 
eration or  delayed  for  several  weeks  or 
months  after  the  mastectomy.  I am  not 
aware  of  any  clear-cut  superiority  of  one 
over  the  other.  In  all  cases  in  this  series, 
a one-stage  operation  was  perfonned. 

Reference 
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Diabetic  Amyotrophy:  A Discussion  of  the 
Disease  and  its  Differential  Diagnosis 


Diabetic  Amyotrophy 

The  incidence  of  neuropathy  as- 
sociated with  diabetes  mellitus 
has  been  reported  to  be  from 
zero  to  93  percents  The  typical  diabetic 
neuropathy  is  a bilateral,  symmetrical  poly- 
neuritis, most  evident  distally.  A syndrome 
of  proximal  muscle  weakness  associated 
with  diabetes  mellitus  was  first  described 
in  1890.2  Only  recently  has  the  syndrome 
attracted  attention. in  1955,  Garland 
termed  this  syndrome  “diabetic  amyotrophy” 
to  distinguish  it  from  the  more  common 
neurologic  disorders  associated  with  diabetes 
mellitus.  The  pui^jose  of  this  report  is  to 
discuss  a case  typical  of  diabetic  amyotrophy 
in  the  hope  of  increasing  the  clinical  aware- 
ness of  this  entity. 

Case  Presentation 

A 57  year  old  retired  male  farmer  entered 
the  Neurology  Service  of  the  University  of 
Nebraska  Hospital  in  September,  1968,  with 
a chief  complaint  of  pain  and  weakness  of 
his  legs  of  9 months  duration.  He  related 
a history  of  severe  aching  pains  beginning 
in  his  left  thigh  in  December,  1967.  The 
pains  progressed  to  involve  his  right  thigh 
one  month  later.  Three  months  after  the 
onset  of  thigh  pain,  he  noticed  some  loss  of 
bulk  in  his  thigh  muscles,  and  began  ex- 
periencing difficulty  in  climbing  stairs.  The 
weakness  worsened  and  the  patient  was  un- 
able to  walk  without  crutches  by  May,  1968 ; 
and  by  August,  he  was  unable  to  walk  even 
with  crutch  support.  In  the  interval  be- 
tween the  onset  of  his  pain  and  his  admis- 
sion to  the  hospital,  he  lost  40  pounds. 

On  admission  to  the  hospital,  he  was  well 
nourished  and  did  not  appear  chronically 
ill.  No  evidence  of  diabetic  retinopathy  was 
present.  All  peripheral  pulses  were  of  good 
quality.  Pronounced  wasting  and  weakness 
of  the  quadriceps  was  noted.  Moderate 
weakness  of  the  gluteal  and  hamstrings  was 
also  present.  Extensor,  flexor,  adductive 
and  abductive  power  of  the  hips  was  great- 
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ly  reduced.  Muscle  bulk  and  strength  were 
normal  in  the  legs,  feet,  pectoral  girdle, 
arms,  and  hands.  No  fasiculations  were 
seen.  All  deep  muscle  reflexes  were  absent 
in  the  lower  extremities,  but  were  present 
in  the  upper  extremities.  The  plantar  re- 
flexes were  flexor.  No  sensory  loss  was 
demonstrable  over  the  entire  body. 

The  following  laboratory  examinations 
were  normal:  hemoglobin,  hematocrit,  ery- 
throcyte sedimentation  rate,  urine  analysis, 
blood  urea  nitrogen,  creatinine  clearance,  T-3 
uptake,  creatinine  phosphokinase,  lactic  de- 
hydrogenase, glutamic  oxalic  transaminase, 
cholesterol,  uric  acid,  latex  fixation,  electro- 
lytes, calcium,  phosphorus,  alkaline  phos- 
phatase, serum  protein  electrophoresis,  24- 
hour  urinary  steroids,  and  stool  for  fat.  A 
differential  white  count  revealed  mild  eosino- 
philia.  The  following  x-ray  examinations 
were  normal : chest,  lumbar  spine,  both 

thighs,  upper  and  lower  gastrointestinal 
series,  and  an  intravenous  pyelogram.  A 
myelogram  performed  at  another  hospital 
was  normal.  Skin  tests  for  trichinella  were 
negative.  Fasting  blood  sugars  were  above 
100  mg  percent,  and  the  two  hour  postpran- 
dial blood  sugars  were  always  above  160 
mg  percent. 

A lumbar  puncture  revealed  normal  open- 
ing and  closing  pressures.  The  fluid  was 
acellular  and  contained  107  mg  percent  of 
protein. 

An  electromyogram  demonstrated  quadri- 
ceps fasiculations  and  small  polyphasic  ac- 
tion potentials. 

Biopsy  of  the  left  quadriceps  muscle  re- 
vealed both  single  muscle  fiber  atrophy  and 
generalized  muscle  atrophy.  Neither  inflam- 
matory cells  nor  increase  in  connective  tissue 
was  present. 
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The  patient’s  diabetes  mellitus  was  con- 
trolled with  insulin,  and  an  intensive  physical 
therapy  program  was  instituted.  Personal 
communication  with  the  patient’s  family  one 
year  after  the  diagnosis  was  established  re- 
vealed that  the  patient  had  experienced  a 
moderate  decrease  in  his  thigh  pain,  and 
was  able  to  walk  with  the  aid  of  a walker. 

Review  of  Cases 

Less  than  100  cases  have  been  reported 
in  the  English  literature.  It  appears  that 
this  disorder  is  more  common  than  reported 
but  lacks  clinical  recognition.  Diabetic 
amyotrophy  characteristically  produces 
asymmetric  pelvic  girdle  pain,  weakness,  and 
wasting.  Usually  the  patient  is  a diabetic 
male  more  than  50  years  old,*-  although 
the  disease  is  seen  in  females  and  young  dia- 
betics.'^-® The  severity  and  the  duration  of 
the  diabetes  mellitus  correlates  poorly  with 
the  degree  of  muscle  weakness  and  wast- 
ing.“  The  muscle  involvement  varies  from 
subtle  changes  to  complete  immobilization.*-  ® 
Frequently,  the  clinical  picture  includes  in- 
volvement of  the  pectoral  girdle  and  signifi- 
cant weight  loss.’^-  ®-  Often  fasiculations 
are  seen  in  the  affected  muscles.  Usually 
lower  extremity  areflexia  is  present.  Exten- 
sor plantar  responses  may  be  seen.®  Sensory 
loss  in  the  areas  of  muscle  involvement  is 
not  usually  present.  Distal  sensory  neuro- 
pathy may  be  superimposed. 

Electromyographic  studies  have  given 
variable  results.'^-  *-  Fibrillations  at  rest 
are  seen  frequently.  In  addition,  a decrease 
in  the  number  of  motor  units,  polyphasic  mo- 
tor units,  discrete  motor  unit  activity,  and 
very  large  or  very  small  motor  units  have 
all  been  described.  The  absence  of  fibrilla- 
tions and  changes  suggestive  of  a myopathic 
process  have  also  been  reported.*  The  inter- 
pretation of  electromyographic  studies  in 
diabetics  is  complicated  by  the  fact  that  par- 
tial denervation  changes  have  been  recorded 
in  diabetics  who  do  not  have  apparent  motor 
neuron  disease. 

Light  microscope  studies  of  affected  mus- 
cle characteristically  show  a pattern  of  indi- 
vidual muscle  fiber  atrophy  or  muscle  fiber 
atrophy  in  small  groups.  Inflammatory  cells 
are  not  present.  Proliferation  of  sarcolem- 
mal  nuclei  is  often  seen.'^-  ®-  Rarely  the 


biopsy  may  be  nonnal.®- 1*  Electron  micro- 
scope studies  have  shown  profound  changes 
consisting  of  myofilament  fragmentation  and 
myofibrillar  distortion  occurring  in  a random 
fashion. 12.  is  These  studies  have  also  shown 
that  the  degree  of  capillary  angiography  in 
patients  with  diabetic  amyotrophy  is  no 
greater  than  in  diabetics  without  amyo- 
trophy. 

The  cerebrospinal  fluid  analysis  in  these 
patients  have  been  unremarkable,  with  the 
exception  of  an  increase  in  protein  concen- 
tration in  more  than  50  percent  of  cases.® 
When  the  spinal  cord  has  been  examined 
microscopically,  no  specific  changes  have 
been  present.® 

The  disorder  is  self-limited.®- 1*  No  deaths 
have  been  reported  as  a complication  of  the 
disease,  and  the  bulbar  and  respiratory 
muscles  are  invariably  spared.®  Recent  liter- 
ature has  emphasized  that  the  symptoms 
subside  soon  after  good  diabetic  control  has 
been  established. 1*  Other  studies  have 
suggested  that  symptoms  persist  or  progress 
in  spite  of  good  diabetic  control,  only  to  re- 
gress spontaneously  in  a few  months  to  a 
few  years.*-  ® 

No  specific  therapy  is  known.  Active 
physical  therapy  should  be  carried  out  as 
the  process  is  self-limited.  Good  diabetic 
control  is  imperative. 

Differential  Diagnosis 

Proximal  weakness  is  more  often  secon- 
dary to  a primary  muscle  disorder  than  a 
neurogenic  cause.  The  serum  enzymes,  elec- 
tromyogram, and  muscle  biopsy  can  most 
reliably  differentiate  these  two  types  of  dis- 
orders. On  clinical  grounds  alone,  it  is  dif- 
ficult to  differentiate  between  diabetic  amyo- 
trophy and  several  other  conditions  produc- 
ing proximal  weakness.  In  addition,  there 
is  great  variability  in  the  prognosis  and 
treatment  of  the  diseases  clinically  similar 
to  diabetic  amyotrophy.  For  these  reasons 
a brief  discussion  of  the  disorders  reported 
to  cause  proximal  weakness  is  in  order. 

Among  the  conditions  most  commonly 
seen  in  an  adult  population  that  must  be 
differentiated  from  diabetic  amyotrophy  are 
the  proximal  weaknesses  associated  with 
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progressive  muscular  dystrophy  and  with 
the  dermatomyositis  - polymyositis  disease 
complex.  A positive  family  history  and  ele- 
vated serum  enzymes  are  frequently  seen  in 
the  muscular  dystrophies.  Adults  with  prox- 
imal muscle  weakness  due  to  muscular  dys- 
trophy occasionally  have  negative  family  his- 
tories and  prove  to  be  difficult  diagnostic 
problems.!® 

Polymyositis  has  been  reported  in  associa- 
tion with  the  collagen  disorders,  as  a mani- 
festation of  malignancy,  as  a part  of  Sjog- 
ren’s syndrome,  as  a result  of  bacterial,  fun- 
gal, or  parasitic  infection  and  as  a primary 
disorder.!®' !!- !®  Elevated  sedimentation  rates 
and  serum  enzymes,  as  well  as  a myopathic 
electromyographic  tracing  and  muscle  biopsy 
should  establish  a diagnosis  of  polymyositis. 
Recent  literature  has  emphasized  that  some 
patients  with  polymyositis  have  normal  sedi- 
mentation rates,  serum  enzymes,  and  electro- 
myograms.!® 

Many  endocrine  and  metabolic  disorders 
have  produced  proximal  muscle  weakness. 
Wasting  and  weakness  of  the  proximal  mus- 
cles has  been  reported  in  hyperthyroidism 
and  hypothyroidism. 2“'  ®!  A high  incidence 
of  proximal  weakness  in  hyperthyroidism  is 
suggested  by  electromyogi’ams  showing  a 
nonspecific  myopathic  pattern  in  80  percent 
of  thyrotoxic  patients.®®  The  myopathy  of 
hyperthyroidism  often  occurs  in  patients  who 
clinically  do  not  appear  to  be  in  a hyper- 
thyroid state.®® 

A significant  degree  of  proximal  myopathy 
can  be  found  in  more  than  50  percent  of 
patients  with  Cushing’s  syndrome.®^  A ste- 
roid myopathy  can  also  be  a complication 
of  exogenous  use  of  cortisol  or  its  analogues, 
and  is  most  often  associated  with  administra- 
tion of  fluoride  containing  synthetic  com- 
pounds. This  myopathy  most  often  involves 
the  pelvic  girdle.®®-  ®® 

Other  hormonal-metabolic  entities  which 
less  frequently  produce  proximal  muscle 
weakness  include  hyperparathyroidism®'^  and 
a hypoglycemic  neuropathy  secondary  to  an 
insulinoma  or  to  the  administration  of  exo- 
genous insulin.®®'®®  Recently  a proximal  and 
distal  neuropathy  resulting  in  upper  extrem- 
ity weakness  has  been  described  in  dia- 
betics.®® Proximal  muscle  weakness  has  been 


reported  in  patients  with  sprue  and  steator- 
rhea due  to  other  causes,  and  in  patients  who 
have  had  a Billroth  II  anastomosis  for  acid- 
pepsin  disorders.®!'  ®®-  ®®  In  some  cases,  the 
weakness  has  been  reversed  with  vitamin  D 
administration.®!'  ®® 

Muscle  girdle  weakness  is  often  seen  in 
conjunction  with  systemic  lupus  ery- 
thematosis,  polyarteritis  nodosa,  sclero- 
deiTna,  and  rheumatoid  arthritis.®^  A clin- 
ical syndrome  of  proximal  muscle  pain  and 
stiffness,  generalized  malaise,  high  sedi- 
mentation rates,  and  on  occasion  temporal 
arteritis  is  seen  in  an  elderly  population, 
polymyalgia  rheumatica.®®  Proximal  myo- 
pathy occurs  with  sarcoidosis  and  amyloi- 
dosis.®®-®^ 

Several  drugs  have  been  implicated  in  the 
production  of  proximal  muscle  pain  and 
weakness.  These  include : chloroquin,®® 

bretylium,®®  emetine,^®  colchicine,^!  and  clo- 
fibrate.!®  Several  syndromes  of  proximal 
muscle  weakness  produced  by  acute  and 
chronic  ethanol  ingestion  have  been  de- 
scribed.^® 

In  addition  to  malignancies  producing  a 
polymyositis  picture,  proximal  muscle  weak- 
ness may  be  present  as  a manifestation  of 
the  polyneuropathy  seen  in  multiple  myeloma 
and  carcinoma  of  the  lung  as  well  as  other 
malignancies.!!' !® 

Many  other  conditions  are  also  described 
which  are  associated  with  proximal  muscle 
weakness.  Among  these  are : many  disorders 
associated  with  myoglobinuria,!®  glycogen 
storage  disorders, !■!  hypokalemia,!®  and  toco- 
pherol deficiency.!®  Finally,  proximal  muscle 
weakness  may  be  manifestation  of  the  peri- 
odic paralysis®®  and  may  rarely  be  seen  with 
myasthenia  gravis.®! 

Summary 

A case  of  diabetic  amyotrophy  is  present- 
ed and  the  disease  discussed.  A differential 
diagnosis  of  diseases  producing  a clinical 
picture  similar  to  diabetic  amyotrophy  is 
also  presented  and  briefly  discussed. 
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Minor  Motor  Epilepsy  — A Denouement 


ONE  of  the  most  insidiously  ap- 
pearing, and  prognostically 
poor,  of  all  of  the  epilepsies  is 
so-called  “minor  motor”  epilepsy,  a disease 
of  infancy  almost  uniformly  associated  with 
mental  decay  and  retardation  and  with  sub- 
sequent appearance  of  other  seizure  forms. 

First  described  by  Galen,  and  progressive- 
ly more  clearly  by  Tissot,  Samuel  Johnson, 
Reynolds,  Fere  et  al,  infantile  spasms  were 
first  recognized  as  a distinct  clinical  entity 
some  130  years  ago  by  W.  J.  West,  though 
a reliable  diagnosis  could  not  be  made  until 
the  EEG  abnormality  had  been  recognized. 

Minor  motor  epilepsy  is  limited  almost  en- 
tirely to  children.  The  initial  appearance 
is  early  in  life,  most  commonly  at  3-4 
m.onths,  and  may  continue  to  recur  with 
some  brief  remissions  during  the  first  4-5 
years  of  life. 

Lennox’^  includes  minor  motor  seizures  in 
his  petit  mal  triad,  but,  although  brief,  many 
authors  now  believe  that  they  differ  in  all 
other  respects  from  petit  mal  spells. 

Livingston, in  his  early  text  on  epilepsy, 
divides  these  spells  into  akinetic  and  mas- 
sive myoclonic  varieties.  Akinetic  spells 
(head  dropping,  salaam  spells,  static  spells 
of  Hunt)  manifest  as  dropping  the  head  for- 
ward with  momentary  loss  of  consciousness. 
In  the  older  child,  there  is  sudden  loss  of 
postural  tone,  leading  to  a precipitous  fall, 
and  a dazed  condition  lasting  several  minutes. 
These  occur  frequently  during  the  day,  but 
seldom  at  night. 

Massive  myoclonic  spells  occur  mainly  in 
the  very  young  infant.  The  infant,  with 
startling  suddenness,  may  fling  his  arms  up- 
ward or  outward  with  simultaneous  flexion 
of  the  head  and  the  legs  being  drawn  up  to 
the  abdomen,  a feature  which  may  resemble 
infantile  colic,  with  a few  infants  under- 
going tonic  spasm  and  leg  extension.  There 
is  a sharp  cry  with  perhaps  momentary  loss 
of  consciousness.  These  generalized  myo- 
clonic jerks  may  recur  in  succession,  the 
series  lasting  up  to  several  minutes. 


CHARLES  A.  GREENE,  M.D.,  F.A.A.P.* 
and 
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During  the  spasm,  movement  artifact  may 
obscure  the  record,  but  in  an  interictal  pe- 
riod, the  EEG  is  grossly  disorganized,  with 
high  voltage  fast  or  slow  spikes  and  waves, 
varying  in  duration  and  location,  with  a sin- 
gle or  multiple  focality,  and  a periodicity  of 
spike  bursts  coinciding  with  the  clinical 
jerks.  This  form  of  EEG  abnormality  has 
been  dubbed  “hypsarythmia.” 

Brain  damage  is  a prominent  part  of  the 
clinical  picture,  evidence  of  which  is  usually 
present  prior  to  the  onset  of  minor  seizures 
especially  in  patients  with  onset  after  3-4 
months  of  age.  There  are  demonstrable  CNS 
defects,  the  most  common  of  which  is  a spas- 
tic type  of  palsy,  present  in  up  to  50%  of  the 
patients  by  the  time  they  have  reached  two 
years  of  age.  Another  20%  may  have  im- 
pairment of  vision  or  hearing.  There  may  be 
cortical  atrophy,  ventricular  dilatation,  or 
porencephaly.  Bertamino^  suggests  that 
mental  deterioration  is  lelated  to  persistence 
of  attacks  rather  than  persistence  of  EEG 
abnormalities. 

The  etiology  is  still  uncertain,  but  cerebral 
trauma  or  anoxia,  premature  birth,  congen- 
ital defect  in  cerebral  development,  menin- 
gitis or  encephalitis,  demyelinating  diseases 
such  as  pertussis  vaccine-induced  encephalo- 
pathy, mongolism,  inclusion  body  disease, 
and  the  lipoidoses  have  been  proposed  as  pos- 
sible causative  factors. 

An  excellent  differential  diagnosis  is  pre- 
sented to  us  by  Livingston^®  in  his  1958 
paper : 

1.  Amyotonia  congenita. 

2.  Atonic  major  epilepsy  — this  is  seldom 
under  2-3  minutes  in  duration,  thus 
longer  lasting  than  the  akinetic  minor 
variety. 

♦From  the  Department  of  Pediatrics,  The  Creighton  University 
School  of  Medicine,  and  The  Children’s  Memorial  Hospital  of 
Omaha. 
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Petit  mal  epilepsy  — this  is  rare  dur- 
ing the  first  few  years  of  life,  with 
no  demonstrable  brain  damage  in  the 
majority.  EEG  is  classic. 

4.  Syncope  or  catalepsy  — this  is  rare 
in  the  young. 

5.  Tics  or  habit  spasms  — the  EEG  is 
not  characteristic. 

Such  a dismal  disease  has  prompted  a 
desperate  search  for  an  effective  means  of 
control  of  the  seizures,  and,  hopefully,  pre- 
vention of  mental  decay. 

Though  more  conventional  anticonvulsants 
had  been  tried,  the  major  breakthrough  oc- 
curred in  1958  with  the  introduction  by 
Sorel  and  Dusaucy-Bauloye  of  ACTH  into 
the  therapeutic  armamentarium.  They  re- 
ported improvement  in  30%  of  the  cases,  but 
this  supposes  early  recognition  and  institu- 
tion of  therapy.  Though  other  steroid  de- 
rivatives have  been  used  subsequently, 
ACTH  is  still  the  preferred  introductory 
steroid  modality. 

Bowei’2  reported  clinical  improvement  in 
13  of  18  patients  on  this  regimen,  but  sei- 
zures recurred  with  cessation  of  therapy.  He 
found  that,  even  with  well  controlled  sei- 
zures, there  was  no  improvement  in  mental 
function. 

Bray^  reported  no  correlation  between  his 
patients’  initial  clinical  and  EEG  therapeutic 
response  and  their  followup  IQ’s. 

Chutorian^  reports  that  ACTH  and  other 
steroids  may  be  beneficial  in  older  children 
with  myoclonic  epilepsy. 

Livingston*  suggests  a clearly  manage- 
able approach  to  the  use  of  corticoids  when 
he  suggests  the  use  of  ACTH  at  30  Units 
per  day  in  2 divided  doses  for  six  weeks, 
and,  if  seizures  cease,  but  EEG  is  still  ab- 
normal, then  Prednisone  could  be  used  start- 
ing with  30-40  mgm  per  day,  and  tapering 
this  to  zero  within  a 6 week  period. 

In  the  above  work,  it  is  suggested  that 
bromides  are  of  benefit  for  infants  and  pre- 
adolescents, which  has  been  amply  con- 
firmed in  steroid-resistant  cases  in  the  ex- 
perience of  the  authors. 


Some  investigators  have  had  good  results 
with  the  use  of  Zarontin  and  with  the  use 
of  Diamox,  although  we  suspect  that  any 
benefit  to  be  derived  from  the  latter  would 
accrue  through  the  production  of  an  acidotic 
state  analogous  to  that  produced  with  the 
use  of  the  ketogenic  diet,  a regimen,  which 
when  effective,  may  prove  preferrable  to 
pharmacotherapy.  The  drawback  to  such 
therapy  is  the  inability  of  infants  under  one 
year  of  age  to  maintain  ketoacidosis  for  a 
sufficiently  long  time. 

Other  suggested,  although  highly  unsatis- 
factory, modalities  have  included  the  use  of 
Phenobarbital,  Meprobamate,  Amphetamine, 
Celontin,  and  Gemonil. 

The  next  major  breakthrough,  and  per- 
haps the  most  definitive  one  to  date,  was 
the  introduction  of  the  benzodiazepine  series 
of  drugs. 

Markham, 12  in  1964,  reported  on  the  use 
of  a Librium  Analogue  (LA-1)  in  17  chil- 
dren with  massive  myoclonic  and  minor  mo- 
tor seizures  of  infancy.  A 60-100%  reduc- 
tion in  number  and  severity  of  seizures  oc- 
curred in  15  cases  over  a period  of  from 
2-30  months.  Although  subsequently  with- 
drawn from  the  market,  this  medication  led 
to  the  development  of  Valium,  which  has 
proved  to  be  the  most  reliable  drug  of 
choice  after  trials  of  steroid  and  dietary 
therapy  have  failed  to  yield  satisfactory  re- 
sults. Initial  dosages  of  5-40  mgm  daily 
have  proved  effective  in  those  patients  who 
we  have  treated,  although  occasional  pa- 
tients have  required  up  to  100  mgm  daily. 
Side  effects  are  almost  non  - existent  al- 
though bone  marrow,  muscle  relaxant,  car- 
diac depressant  and  respiratory  depressant 
activity  have  been  reported  elsewhere.  In 
any  case,  the  expected,  though  somewhat 
transitory  (maximal  six  month  in  our  ex- 
perience), effects  far  outweigh  the  potential 
dangers.  It  is  hoped  that  other,  more  effec- 
tive, drugs  of  this  series  will  soon  be  forth- 
coming. 

Summary 

The  salient  clinical  and  EEG  features  of 
minor  motor  epilepsy  have  been  described, 
and  a differential  diagnosis  presented.  It  is 
a dismal  disease  with  poor  prognosis  for  life 
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and  intellect,  and  is  highly  refractory  to  all 
common  modalities  of  therapy.  These  have 
been  discussed.  The  most  promising  new 
breakthrough  would  appear  to  be  the  Ben- 
zodiazepine series  of  medications  of  which 
Valium,  to  date,  has  proved  to  be  the  most 
beneficial  candidate. 
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Emergency  Health  Services  for  the  Nation* 


Today,  I am  speaking  to  you 
with  the  assurance  that  as 
leaders  in  the  field  of  am- 
bulance services  in  the  Nation  you  are 
concerned  not  only  with  better  ambulance 
services  but  with  all  facets  of  the  Emer- 
gency Health  Services  System.  In  this  con- 
text I will  discuss  how  your  leadership  in 
the  community  can,  not  only  provide  ade- 
quate ambulance  services,  but  can  promote 
a totally  adequate  emergency  health  serv- 
ices system  for  the  people  you  serve. 

I cannot  lead  you  across  the  Jordan  River, 
but,  perhaps  I can  take  you  upon  the 
heights  and  show  you  the  promised  land. 
The  crossing  will  be  accomplished  solely 
through  the  efforts  of  the  dedicated  interest 
and  competent  people  like  yourself  here  to- 
day who  are  aware  of  your  own  needs,  who 
know  your  own  resources,  and  who  recog- 
nize the  problem  if  and  wherever  it  exists. 

The  most  immediate  way  to  influence  the 
Emergency  iMedical  Care  System  as  recom- 
mended by  the  American  Medical  Associa- 
tion, Commission  on  Emergency  Medical 
Ser\ices,  is  through  a Community  Emer- 
gency Medical  Care  Committee.  How  is  one 
organized  ? 

There  are  roughly  two  ways  of  approach- 
ing problems  of  involvement  of  others.  One 
approach,  of  which  the  best  example  I can 
cite,  is  that  of  the  New  York  State  Health 
Department.  Many  years  ago  in  their  pro- 
gram of  organizing  local  health  services  on 
a country-wide  basis,  they  chose  what  we 
might  call  the  rifle  approach.  They  engaged 
a team  of  sociologists  from  Cornell  Univer- 
sity to  spend  2-3  months  in  each  county 
studying  the  way  the  county  operates  and 
the  power  structure.  At  the  end  of  this 
period  of  time  the  State  Health  Department 
knew  exactly  where  to  go  and  with  whom 
to  talk  in  each  county  studied  in  order  to 
win  affirmative  support  from  the  key  people 
who  were  involved  in  decision-making  with 
respect  to  a county  health  department. 

The  other  approach  might  be  termed  the 
shotgun  approach.  The  best  example  of  this 
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was  the  successful  effort  made  by  Dr.  Sabin 
in  Colorado  in  the  late  1940’s,  again,  trying 
to  interest  communities  in  the  development 
of  county  health  departments.  In  her  ef- 
forts Dr.  Sabin  talked  with  almost  every- 
one who  might  be  interested  or  who  might 
be  involved  in  the  development  and  the  de- 
cision on  the  foiTnation  of  a county  health 
department.  Over  a period  of  a few  years 
she  talked  with  Governors,  legislators,  she 
talked  with  medical  societies,  the  individual 
physicians  and  hospital  administrators,  she 
talked  with  consumer  groups,  with  civic 
groups,  and,  finally,  with  individuals  so 
that  after  a few  years  almost  everyone  in 
the  State  of  Colorado  knew  what  a county 
health  department  was  and  why  it  was 
needed. 

Both  of  these  approaches  turned  out  to  be 
successful  and  I think  that  any  approach 
can  be  successful,  if  you  either  talk  with 
enough  people  or  the  right  people.  If,  how- 
ever, you  feel  that  something  must  be  done 
it  is  well  that  you  know  the  facts,  as  the 
song  goes  in  Music  Man,  “you  have  to  know 
the  territory.”  Now,  what  is  your  territory 
in  Emergency  Health  Services?  Your  ter- 
ritory is  the  entire  gamut  of  the  Emergency 
Health  Service  System  from  the  on-set  of 
the  emergency.  How  much  time  does  it  take 
the  community  to  respond  to  the  need? 

In  what  way  does  the  community  respond  ? 
What  is  the  type  of  ambulance  services  pro- 
vided? What  is  the  relationship  of  the  am- 
bulance services  to  the  hospital?  What  are 
the  total  capabilities  of  the  hospital  and  its 
staff?  First  of  all,  you  should  know  what 
are  the  needs  for  these  services?  What  is 
the  demand  ? 

In  the  entire  United  States  about  one  per- 
son in  every  four  has  what  they  consider  to 

•Presented  at  Eighth  Annual  Emergency  Care  Conference, 
Ambulance  Association  of  America,  Portland,  Oregon,  October 
1.3.  1969. 

tDirector.  Division  of  Emergency  Health  Services,  Health 
Services  and  Mental  Health  Administration.  PHS,  Department 
of  Health,  Education,  and  Welfare.  Washington.  D.C. 


736 


Nebraska  S.  M.  J. 


be  a medical  emergency  each  year.  Does 
this  hold  true  in  your  community?  Is  there 
that  much  demand  for  services  or  are  there 
any  special  conditions  or  any  areas  that  may 
result  in  increased  demand?  Is  there  any 
special  season,  such  as  in  ski  resorts,  where 
the  need  for  Emergency  Medical  Services  is 
greater  than  at  other  times  of  the  year? 
How  can  you  plan  to  meet  these  needs  on  an 
economic  basis  ? Once  the  demands  for  serv- 
ices are  known,  then  you  must  deteiTnine 
how  nearly  your  community  is  able  to  meet 
these  demands  at  the  present  time. 

What  are  your  resources  ? How  many  am- 
bulances are  there  in  your  community?  Are 
there  enough?  What  is  an  acceptable  re- 
sponse time?  Usually  in  a metropolitan  area 
we  think  of  it  as  15  minutes.  Certainly  we 
cannot  expect  this  response  time  in  rural 
areas  of  the  nation.  If  you  demand  a 15- 
minute  response  time,  how  many  ambulances 
are  required  and  where  must  they  be  posi- 
tioned in  order  to  provide  a reasonable  assur- 
ance that  this  criterion  can  be  met?  Before  the 
ambulance  gets  there  how  many  people  in 
your  community  are  trained  in  first  aid  or 
Medical  Self-Help?  How  often  has  a per- 
son received  life-saving  first  aid  prior  to  ar- 
rival of  an  ambulance?  What  are  the  med- 
ical communications  in  your  community? 
Is  there  a central  dispatch  sei'vice  which  will 
allow  you  to  pick  up  a telephone,  dial  911, 
say  that  you  need  an  ambulance  immediately 
at  the  corner  of  14th  and  Oak  Streets  and 
know  that  one  will  be  there  within  15 
minutes  ? 

As  many  of  you  already  know,  if  a com- 
munity has  a central  dispatch  service  for 
any  type  of  emergency,  whether  it  be  police, 
fire,  or  ambulance,  the  telephone  company  is 
now  able  and  willing  to  put  in  this  single  911 
telephone  number.  Most  communities  of  50,- 
000  or  over  in  the  United  States  already  have 
civil  defense  equipped  emergency  operating 
centers  which  are  on  a standby  basis.  We 
now  have  an  agreement  with  the  Office  of 
Civil  Defense  and  Department  of  Transporta- 
tion which  will  allow  these  centers  to  be 
utilized  on  a day-to-day  basis  as  a central  dis- 
patch center.  Funds  for  further  essential 
equipment  for  the  center  or  hospitals,  or  am- 
bulances can  be  obtained  from  various 


sources  and  there  is  no  longer  any  excuse 
for  any  large  community  in  the  United  States 
not  having  central  dispatch  with  two-way 
radio  communications  between  the  hospital, 
the  ambulance,  central  dispatch,  police,  civil 
defense,  and  fire  services.  All  it  takes  is  for 
the  community  leaders  to  get  together  and 
decide  this  is  something  that  they  want  and 
need. 

When  the  ambulance  arrives  at  the  scene 
of  the  medical  emergency  what  happens 
then?  What  kind  of  training  does  the  am- 
bulance team  have  ? If  needed,  can  this 
team  perform  cardiopulmonary  resuscita- 
tion? Have  they  been  instructed  to  the  ex- 
tent that  they  can  maintain  an  open  airway? 
Can  they  recognize  the  danger  of  spinal  cord 
injuries  in  extrication  from  a wrecked  ve- 
hicle? Do  they  know  how  to  stop  arterial 
bleeding?  Have  they  had  training  in  all 
these  areas  that  are  so  essential  if  they  are 
to  perform  life-saving  functions? 

In  one  state  there  is  a requirement,  and 
this  is  one  of  the  few  states  as  yet  that  have 
this  requirement,  that  ambulance  attendants 
have  30  hours  training  in  first  aid.  This 
same  State  requires  a year’s  academic  train- 
ing and  year’s  apprenticeship  before  they 
will  provide  the  individual  with  a license  to 
cut  hair,  yet  to  do  all  the  things  that  we  have 
talked  about  in  life-saving  emergency,  to 
assist  in  emergency  childbirth,  to  recognize 
the  danger  signals  in  emergencies,  we  require 
only  30  hours  of  training,  and,  as  I say,  this 
is  one  of  the  few  States  where  this  much 
training  is  required.  I leave  it  your  judg- 
ment whether  anything  further  is  needed  in 
training  for  the  medical  technician  or  ambu- 
lance attendant. 

Now,  what  kind  of  ambulance  do  we  have 
on  the  scene?  I don’t  mean  how  fast  can 
it  go,  or  how  loud  is  the  siren,  or  how  luxuri- 
ous and  shiny  is  the  exterior.  I mean  what 
kind  of  equipment  does  it  have?  Is  there 
ample  head  room  so  that  an  attendant  can 
kneel  beside  the  patient  on  the  cot  and  do 
cardiopulmonary  resuscitation  ? Is  it  long 
enough  so  that  an  attendant  can  sit  at  the 
head  of  patient  and  maintain  an  open  air- 
way if  this  should  be  necessary?  Does  the 
ambulance  carry  with  it  resuscitative  equip- 
ment, oxygen,  airways,  back  boards?  Is 


December,  1970 


737 


there  two-way  radio  communications  which 
would  enable  ambulance  attendants  to  talk  to 
a physician  at  the  hospital  and  relay  symp- 
toms observed  which  may  mean  a difference 
of  life  or  death?  You  may  have  copies  of 
the  publications,  “Standards  of  Equipment” 
and  “Design  of  Ambulances,”  recently  're- 
leased. 

Now,  let  me  speak  particularly  of  coronary 
attacks  where  a great  potential  exists  for 
the  saving  of  lives.  It  is  estimated  that 
there  are  750,000  coronary  attacks  a year  in 
the  United  States  which  result  in  400,000 
deaths.  This  is  almost  20%  of  the  total 
annual  deaths  in  the  United  States.  Of 
these  400,000  deaths,  w'e  believe,  and  we 
have  evidence  to  prove  now,  that  70,000  could 
be  prevented  by  adequate  care  in  an  acute 
coronary  care  unit  once  they  arrive  at  the 
hospital.  This  has  been  recognized  by  med- 
ical profession  and  hospital  administrators 
and  is  demanded  by  the  public.  There  are 
now  some  500  acute  coronary  units  in  the 
hospitals  in  the  United  States,  and  more  are 
being  developed  each  week. 

How  much  does  it  cost  to  save  a life  in 
an  acute  coronary  unit?  If  everyone  suffer- 
ing a coronary  attack  could  be  placed  in  an 
acute  coronary  unit  and  we  could  save  these 
70,000  lives  a year,  this  would  cost  us  $18,- 
000  for  each  life  saved.  Now,  I am  going 
to  tell  you  how  we  can  save  more  lives  at 
even  a lesser  cost.  One  demonstration  is 
underway  in  this  country  in  Dade  County 
and  there  has  been  one  running  for  over 
a year  in  Belfast,  Ireland,  where  the  am- 
bulance is  equipped  with  two-way  radio  com- 
munication and  telemetry.  This  enables  a 
physician  at  the  hospital  to  get  a print-out 
of  the  EKG  of  patients  while  being  trans- 
ported to  the  hospital  so  that  he  can  make 
a determination  of  when  defibrillation  or 
other  similar  life-saving  measures  may  be 
indicated.  The  emergency  medical  techni- 
cian in  the  ambulances  has  been  trained  to 
recognize  symptoms,  to  operate  the  EKG,  to 
defibrillate  as  instructed  and  utilize  other 
equipment  and  medicine  in  the  mobile  coro- 
nary care  unit.  This  equipment,  this  train- 
ing of  personnel  and  the  total  system  will 
allow  us  to  save  an  additional  20,(>00-25,000 
lives  a year  and  these  lives  can  be  saved 


at  a cost  of  $7,500  per  life  saved.  It  is, 
therefore,  a paradox  and  without  rationale 
for  communities  to  demand  and  to  set  up 
acute  coronary  units  in  hospitals  without  pro- 
viding for  the  type  of  resuscitative  services 
needed  to  assure  that  the  patient  will  arrive 
at  the  hospital  alive,  when  this  can  be  done 
at  a much  lesser  cost  to  the  community,  to 
the  insurer,  or  to  the  individual. 

Similarly,  demonstrations  of  specially 
equipped  ambulances  have  indicated  that  a 
sizable  number  of  newborn  can  be  saved 
when  moved  from  rural  areas  to  special  treat- 
ment centers.  We  don’t  want  and  the  nation 
cannot  justify,  on  an  economic  base,  one 
ambulance  for  coronaries,  one  for  newborn, 
one  for  highway  injuries,  and  so  on.  There 
is  no  reason  why  a single  ambulance,  prop- 
erly equipped  with  trained  personnel,  cannot 
provide  all  services. 

When  the  patient  arrives  in  the  Emer- 
gency Room  or  happens  there,  is  there  equip- 
ment available  for  most  emergencies ; what 
training  does  the  nurse,  who,  in  most  in- 
stances sees  the  emergency  first,  have?  Is 
she  full-time  in  the  Emergency  Room  or  is 
this  a sideline?  Is  a physician  available  in 
the  hospital?  If  not,  what  arrangements 
have  been  made  and  how  long  does  it  take 
him  to  arrive?  What  is  his  training  in  this 
area  of  trauma  and  medical  emergencies  ? 
What  backup  support  do  we  have  in  hos- 
pitals ? What  specialty  or  intensive  care 
units  are  there?  Is  there  a disaster  plan 
which  can  be  put  into  effect  when  more  than 
one  medical  emergency  arrives?  You  need 
to  know  all  of  these  things  and  must  know 
before  you  can  go  to  your  medical  society, 
to  your  hospital  administrator,  to  your  City 
Fathers  and  say  “this  is  what  we  must  have 
in  this  community  if  we  are  going  to  pro- 
vide the  services  to  which  the  people  are 
entitled  and  which  will  result  in  the  preven- 
tion of  many  deaths  and  even  more  perma- 
nent disabilities. 

Now,  I can  tell  you  a little  bit  about  what 
we  have  found  in  studies  of  emergency  health 
services  across  the  nation.  Mr.  Lewis  will 
discuss  some  of  the  findings  in  ambulance 
services  and  it  is  certainly  true  that  great 
needs  exist  in  this  area,  in  almost  every 
state.  We  know,  also,  that  the  situation  in 
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emergency  departments  of  hospitals  today 
might  best  be  described  as  chaotic. 

A very  recent  preliminary  analysis  of  the 
situation  in  77  of  the  largest  metropolitan 
areas  in  the  United  States  and  of  about  8 
total  Statewide  surveys  indicate  that  much 
improvement  could  be  made  in  the  emer- 
gency departments  of  hospitals. 

First  of  all,  there  were  no  directional 
signs  on  major  highways  indicating  the  exist- 
ence of  hospital  emergency  departments  in  a 
nearby  town,  there  were  no  signs  on  city 
streets  directing  you  to  the  hospital,  and, 
finally,  a great  many  hospitals  had  no  signs 
indicating  the  emergency  entrance!  We 
found  that  very  few  hospitals  had  radio 
communication  with  the  ambulance  service 
in  the  community. 

Within  the  doors  of  the  Emergency  Room 
itself  many  hospitals  showed  a lack  of  or- 
ganization and  direction  for  emergency  serv- 
ices — probably  this  has  occurred  because 
the  demand  for  hospital-based  emergency 
services  has  crept  up  on  us  so  swiftly  that 
the  importance  is  yet  to  be  realized.  This 
year  50,000,000  people  will  seek  assistance  in 
emergency  departments  of  hospitals.  It  is 
true  that  only  30,000,000  of  these  will  be 
true  emergencies  as  defined  by  a physician, 
but  it  remains  an  emergency  until  determined 
otherwise.  25%  of  the  beds  in  hospitals  are 
occupied  by  patients  admitted  through  emer- 
gency departments. 

The  major  problem  in  the  development  of 
a totally  adequate  Emergency  Health  Serv- 
ices System  for  the  Nation  is  economics. 
Those  who  may  have  had  an  opportunity  of 
reviewing  the  report  prepared  for  the  De- 
partment of  Transportation  on  the  economics 
of  Highway  Emergency  Ambulance  Seiwices 
recall  that  almost  all  of  the  services  in  the 
nation  require  some  sort  of  subsidy.  This 
may  be  through  the  free  time  of  volunteer 
services,  the  tax  supported  salaries  of  fire- 
men or  policemen,  the  advertising  value  for 


funeral  homes  or  direct  subsidies  from  Gov- 
ernment to  many  services.  A family  may  be 
willing  to  pay  $70  per  day  for  a hospital  bed, 
but  they  still  are  unwilling  to  pay  perhaps 
$50  for  a 5-mile  trip  to  assure  that  the  fam- 
ily member  arrives  at  the  hospital  alive. 

Similarly,  emergency  departments  of  hos- 
pitals are  often  understaffed  and  ill-equipped 
because  hospitals  do  not  charge  enough  for 
this  department  to  be  self-supporting.  Non- 
government general  hospitals  today  are  a $18 
billion  a year  business. 

The  50,000,000  visits  to  emergency  depart- 
ments accounts  for  no  more  than  2%  of  this 
sum.  Many  hospitals  have  still  not  recog- 
nized the  needs  and  the  fact  that  these  serv- 
ices must  be  self-supporting. 

The  day  is  rapidly  approaching  when  am- 
bulance services  will  be  hospital-based,  not 
necessarily  hospital-operated,  but  hospital- 
based,  for  it  is  in  the  emergency  depart- 
ment of  the  hospital  that  the  ambulance  at- 
tendant, to  be  called  the  Emergency  Medical 
Technician,  will  be  trained  by  physicians. 
It  is  here  he  will  retain  his  learned  skills 
through  practice.  Litters  will  be  inter- 
changeable with  the  hospital  and  the  patient 
will  not  be  moved  a half-dozen  times  while 
x-rays  are  taken.  If  there  is  more  than  one 
hospital  or  ambulance  service,  there  will  be 
central  dispatch  and  a single  emergency  num- 
ber 911.  There  will  be  two-way  radio  com- 
munication between  the  ambulance  and  hos- 
pital, there  will  be  an  EKG  and  defibrillator 
as  standard  equipment,  and,  through  tele- 
metry, the  trained  technician,  under  direc- 
tion of  a physician  in  the  hospital,  will  take 
whatever  steps  are  necessary  to  stabilize  the 
patient.  Once  the  hospital  and  physician  are 
reached  they  will  be  ready  for  the  emergency 
and  with  intensive  care  can  do  the  job  that 
is  now  being  done  so  effectively  in  Vietnam. 
When  will  this  happen  ? When  an  aware  and 
aroused  public  demands  it.  Remember,  10 
years  ago  the  moon  was  a lifetime  away! 
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During  the  month  of  December  and  the 
Christmas  season,  I believe  it  behooves 
all  of  us  to  reflect  on  “The  World  of  Com- 
mercialism, Morals  and  Ethics.”  We  may 
not  be  sure  that  there  is  such  a thing  as 
right  and  wrong  or  good  and  bad;  but  the 
uncertainty  about  moral  values  is  a major 
issue  at  the  root  of  the  terrible  confusion 
of  our  age. 

In  December,  we  honor  the  birth  of  the 
One  who  could  say  concerning  Himself,  “The 
blind  receive  their  sight,  and  the  lame  walk, 
the  lepers  are  cleansed,  and  the  deaf 
hear  . . .”  In  Christ’s  coming,  there  was 
a supreme  example  of  divine  compassion  for 
man  in  his  myriad  illnesses  — man  in  need 
of  someone  to  love  him  as  he  is  — that 
he  might  have  hope  and  return  to  life.  To 
know  that  someone  cares  is  basic  to  having 
a person  stand  up  with  courage  and  aug- 
ment the  powers  and  processes  of  healing 
that  are  inherent  in  body  and  mind.  Today 
we  realize  increasingly  that  body,  mind  and 
spirit  are  intimately  related.  Psychiatry  has 
helped  us  to  understand  this  in  its  revelation, 
that  many  are  ill  because  they  are  unloved  — 
with  no  one  to  care. 

The  message  of  Christ’s  coming  is  that 
God  cared,  that  mankind  is  in  need  — both 
in  spirit  and  mind  as  well  as  body.  God 
gave  himself  in  order  to  do  something  about 
it. 

This  giving  of  self  was  and  is  a major 
part  of  the  “old  family  doctor’s”  prescrip- 
tion — the  cutting  edge  of  a scalpel  that 
operated  as  effectively  on  the  spirit  of  a 
man  as  it  does  on  the  body.  In  the  old  “fam- 
ily doctor”  approach,  the  doctor  and  his  car- 
ing became  an  ingredient  in  the  “medicine.” 
Because  of  his  caring,  people  respond  — 
their  inherent  healing  powers  are  set  free 
to  restore.  If  healing  physically  is  impos- 
sible, the  doctor  helps  the  patient  to  die 
with  courage,  which  in  its  way,  is  still  to  be 
well. 


Medicine’s  historic  compulsion  to  care 
about  people  must  constantly  be  upheld  if 
the  healing  picture  is  to  be  complete  in  a 
day  of  scientific  medical  achievement;  and 
it  can  be  present  only  when  individual  doc- 
tors care  about  individual  patients. 

The  One  who  was  born  in  Bethlehem  did 
not  only  set  the  example  of  healing,  but  He 
knew  there  was,  neither  is  there,  no  other 
way  but  for  Himself  to  go  if  man  in  need 
is  to  find  wholeness.  The  truth  of  this  be- 
comes evident  when  one  considers  that  in 
those  countries  that  have  not  been  touched 
by  this  Gospel,  the  science  of  medicine  lags 
far  behind. 

It  may  be  fitting  that  we  try  to  determine 
the  meaning  that  an  ancient  prophetic  writer 
had  in  mind  when  he  said,  “For  unto  us  a 
child  is  born,  to  us  a son  is  given:  and  the 
government  will  be  upon  his  shoulder,  and 
his  name  will  be  called,  ‘Wonderful,  Counsel- 
lor, Mighty  God,  Everlasting  Father,  Prince 
of  Peace’.” 

My  wife,  “Vi,”  and  I join  in  wishing  you 
all  a “Most  Joyous  Holiday  Season.” 

Clarence  R.  Brott,  M.D. 
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Use  of  Anti-Arrhythmic  Agents 
Other  Than  Digitalis* 


Quinidine 

The  current  therapeutic  status 
of  quinidine  has  changed  little 
since  Wenckebach’s  classic  ob- 
servations on  recurrent  atrial  fibrillation. 
Although  many  antiarrhythniic  agents  have 
appeared  on  the  pharmacologic  horizon,  none 
has  surpassed  the  efficacy  of  quinidine,  an 
agent  effective  in  any  active  arrhythmia, 
whether  atrial,  A-V  nodal  or  ventricular. 
The  introduction  of  precordial  electroshock 
therapy  by  Zoll  and  his  associates  and  Lown 
has  imparted  a new  dimension  in  the  ap- 
proach to  antiarrhythniic  therapy  and  made 
it  possible  to  convert  almost  90  per  cent 
of  the  patients  with  atrial  fibrillation  to 
sinus  rhythm.  Nevertheless,  the  useful- 
ness of  quinidine  has  not  diminished  be- 
cause a pharmacologic  program  must  be 
instituted  to  m.aintain  a sinus  rhythm  even 
after  electroconversion. 

The  usual  drug  method  of  converting 
atrial  fibrillation  to  sinus  rhythm  in  the 
digitalized  patient  is  to  administer  quinidine 
in  a dosage  of  0.2  gm  every  2 hours  for 
5 doses  the  first  day;  0.3  gm  every  2 
hours  for  5 doses  the  second  day;  0.4  gm 
every  2 hqurs  for  5 doses  the  third  day; 
and  so  forth.  If  conversion  fails  at  0.6  gm 
(total  daily  dose  of  3.0),  the  likelihood  of 
conversion  is  small  and  the  maintenance  of 
sinus  rhythm  is  probably  not  feasible. 
Higher  doses  are  attended  with  toxicity, 
quinidine  syncope,  and  cardiac  standstill. 
Although  quinidine  may  be  useful  in  con- 
verting atrial  flutter,  the  drug  should  not 
be  used  to  convert  atrial  flutter  with  2:1 
A-V  conduction  ratio  without  prior  digital- 
ization, since  the  vagol^Tic  effects  of  quini- 
dine may  allow  1:1  A-V  conduction  to  oc- 
cur with  a dangerously  rapid  ventricular 
rate.  Quinidine  may  be  administered  in  a 
dose  of  0.2  to  0.4  gm  three  to  four  times 
a day  to  control  ventricular  or  atrial  prema- 
ture systoles.  Quinidine  may  be  effective 
in  the  treatment  of  arrhythmias  associated 
with  Wolff-Parkinson-White  syndrome  and 
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occasionally  it  may  abolish  the  electrocardio- 
graphic changes  of  this  syndrome.  The 
combination  of  a small  dose  of  quinidine 
100  to  200  mg  Q.I.D.  with  propranolol  10  to 
20  mg.  Q.I.D.  has  proved  extremely  effec- 
tive in  controlling  Wolff-Parkinson-White 
tachycardia,  recurrent  atrial  flutter  or  fi- 
brillation and  in  the  presence  of  inter- 
mittent ventricular  tachycardia. 

Although  it  has  been  traditionally  rec- 
ommended that  a test  of  quinidine  be  given 
to  elicit  idiosyncrasy,  many  clinicians  utilize 
the  first  dose  of  a therapeutic  progi*am  for 
this  purpose. 

Toxicity  may  be  manifested  by  pulmon- 
ary, gastrointestinal,  or  cardiac  signs  and 
symptoms.  Cyanosis,  respiratory  depres- 
sion, vascular  collapse,  restlessness,  pallor, 
cold  sweat  and  syncope  are  not  uncommon. 
Cinchonism  may  develop  with  tinnitus,  ver- 
tigo, visual  disturbances,  headache,  confu- 
sion, angioneurotic  edema,  nausea,  vomiting, 
diarrhea,  fever,  or  cutaneous  manifestations. 
Thrombocytopenia  has  been  observed  occa- 
sionally and  may  be  associated  with  a grave 
prognosis. 

A widening  of  the  QRS  complex  of  more 
than  25  per  cent  is  a warning  of  impending 
toxicity  and  the  drug  should  be  discontinued. 
Cardiotoxicity  may  be  successfully  antag- 
onized by  40  to  80  mEq  molar  sodium  bicar- 
bonate or  1 to  3 mg  per  minute  of  isopro- 
terenol. 

Procainamide 

More  than  40  years  ago,  it  was  found  that 
procaine  could  paralyze  extracardiac  nerves; 
but,  because  of  rapid  hydrolysis,  therapeu- 
tic levels  were  difficult  to  maintain  and  it 
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never  became  a clinically  useful  antiarrhyth- 
mic  drug.  On  the  other  hand,  procainamide 
which  binds  para  - aminobenzoic  acid  and 
diethylaminoethanol  through  an  NH  group 
is  not  affected  by  the  choline  esterase  of 
the  body  and  consequently  is  effective  by 
the  oral  and  parenteral  routes  with  a more 
prolonged  duration  of  action. 

The  hemodynamic  effects  of  procaina- 
mide are  not  unlike  quinidine.  However, 
large  doses  of  intravenous  procainamide 
may  cause  serious  hemodynamic  derange- 
ments. 

Although  it  was  originally  thought  that 
procainamide  depressed  contractility  of  car- 
diac muscle  less  than  quinidine,  more  recent 
studies  suggest  that  equivalent  doses  ex- 
pressed as  milligrams  per  kilogram  depress 
cardiac  muscle  equally. 

As  in  the  use  of  quinidine,  it  is  important 
to  realize  that  patients  with  renal  damage 
or  with  congestive  heart  failure  excrete  pro- 
cainamide more  slowly  than  do  normal  per- 
sons, and  cumulative  effects  are  a potential 
danger.  Procainamide,  like  quinidine,  acts 
on  the  atrium  and  ventricle  by  increasing 
the  refractory  period  and  conduction  time 
and  has  anticholinergic  effects  on  the  atria 
and  A-V  node.  The  electrophysiologic  ef- 
fects of  the  drug  are  similar  to  those  of 
quinidine.  However,  these  similarities  do 
not  adequately  explain  the  successful  use 
of  one  drug  when  the  other  has  failed  as  an 
antiarrhythmic  agent. 

Although  procainamide  is  probably  less 
successful  than  quinidine  in  reverting  atrial 
fibrillation  to  sinus  rhythm,  it  has  been 
used  in  quinidine-sensitive  patients.  Like- 
wise, it  has  been  effective  in  restoring 
sinus  rhythm  in  patients  with  atrial  flutter 
and  atrial  tachycardia.  Procainamide  ap- 
pears to  have  a distinct  advantage  over 
quinidine  in  the  management  of  ventricular 
tachycardia,  when  urgent  intravenous  ther- 
apy is  required.  The  rate  of  intravenous  ad- 
ministration should  not  exceed  100  mg  per 
minute,  and  electrocardiographic  monitoring 
is  imperative  during  the  period  of  injection. 
We  have  frequently  and  successfully  treated 
atrial  tachycardia  with  block  and  ventricu- 
lar tachycardia,  with  procainamide  in  the 
presence  of  digitalis  overdosage.  However, 


the  management  of  ventricular  or  junctional 
tachycardia  in  high  grade  A-V  block  requires 
special  attention.  Depressant  agents,  such 
as  quinidine,  procainamide  and  potassium 
salts  may  abolish  all  subsidiary  pacemakers 
and  engender  cardiac  standstill.  Hence, 
electrical  pacing  or  isoproterenol  are  best 
utilized  in  this  clinical  setting. 

The  toxic  signs  of  procainamide  include 
hypersensitivity  reactions  such  as  skin 
eruptions,  bone  marrow  depression,  or  lupus 
erythematosus  with  proteinuria  and  poly- 
serositis. The  development  of  hypotension 
or  widening  of  the  QRS  complex  beyond  25 
per  cent  of  control  is  a definite  indication 
to  withdraw  this  agent.  As  in  the  use  of 
quinidine,  infusion  of  hyioertonic  sodium 
salts  will  reverse  procainamide  toxicity. 

Lidocaine 

The  pharmacologic  activity  and  electro- 
physiologic  mechanisms  of  lidocaine  are 
similar  to  quinidine  and  procainamide.  It 
has  proved  extremely  effective  in  terminat- 
ing ventricular  tachycardia,  especially  in 
the  presence  of  an  acute  myocardial  infarc- 
tion and  premature  ventricular  systoles. 

The  main  hallmark  of  this  agent  is  its 
superiority  to  procainamide  in  certain  spe- 
cific situations  when  a short-acting  agent 
is  required,  particularly  in  hearts  previous- 
ly depressed  by  other  antiarrhythmic  agents 
or  where  only  a transitory  antiarrhythmic 
effect  is  indicated.  It  has  been  used  suc- 
cessfully in  depressed  hearts  following  open 
heart  surgery  to  control  ventricular  tachy- 
cardia prior  to  the  termination  of  extra- 
corporeal circulation.  However,  it  is  imprac- 
tical for  the  very  long  term  treatment  or 
prevention  of  paroxysmal  ventricular  tachy- 
cardia. It  is  safe  and  effective  in  a single 
intravenous  dose  of  1 mg  per  kilogram  with 
repeated  doses  every  20  minutes  to  a maxi- 
mum of  750  mg.  Usually  a bolus  injection 
of  50  to  100  mg  is  administered  intravenous- 
ly followed  by  an  intravenous  drip  of  2 to  4 
mg  per  minute  to  prevent  the  reappearance 
of  ventricular  premature  systoles.  This 
agent  has  significantly  reduced  the  mortal- 
ity associated  with  ventricular  tachycardia 
and  fibrillation  in  the  presence  of  an  acute 
myocardial  infarction  and  has  become  the 
most  useful  antiarrhythmic  agent  in  the 
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coronary  care  unit.  Similar  restrictions  as 
stated  under  quinidine  and  procaine  should 
be  observed  in  the  presence  of  high  grade 
A-V  block. 

Diphenylhydantoin 

Diphenylhydantoin  (dilantin)  appears 
equally  effective  in  both  supraventricular 
and  ventricular  arrhythmias  and  possesses 
properties  which  make  it  effective  against 
digitalis-induced  arrhythmias.  It  has  been 
successful  in  preventing  paroxysmal  atrial 
tachycardia  (PAT)  when  the  usually  em- 
ployed antiarrhythmic  agents  have  failed. 
It  has  proved  effective  in  suppressing  atrial, 
A-\"  nodal,  and  ventricular  premature  sys- 
toles, and  is  particularly  effective  in  term- 
inating digitalis-induced  arrhythmias.  Its 
transient  action  and  rapid  reversibility  of 
toxic  effects  may  give  it  certain  advantages 
over  other  depressant  agents.  However,  it 
does  not  appear  effective  in  converting  atrial 
fibiillation  to  sinus  rhythm.  In  the  treat- 
ment of  rapid  supraventricular  or  ventricu- 
lar tachycardias,  5 to  10  mg  per  kilogram 
can  be  slowly  injected  intravenously  over 
a 15  minute  period  and  repeated  within  2 
to  3 hours.  The  drug  can  be  administered 
orally,  from  100  to  200  mg  four  times 
daily,  for  the  suppression  of  ectopic  beats 
or  prophylaxis  against  recurrent  paroxys- 
mal tachycardia. 

Toxic  manifestations  of  diphenylhydan- 
toin are  seen  in  approximately  10  to  15  per 
cent  of  patients  and  include  nervousness, 
ataxia,  tremors,  nystagmus,  visual  disturb- 
ances, respiratory  arrest,  confusion  or 
drowsiness,  gastric  distress,  erythematous 
or  morbilliform  cutaneous  eruptions  and 
hyperplasia  of  the  gums. 

Beta  Adrenergic  Blocking  Agents 

Interest  in  blocking  the  effects  of  adren- 
ergic nerve  stimuli  is  attributed  to  Dale 


who,  in  1906,  described  the  reversal  of  the 
pressor  response  to  epinephrine  by  pre- 
treating experimental  animals  with  certain 
ergot  compounds.  Alhquist  recognized  two 
types  of  adrenergic  receptors  and  designated 
these  alpha  and  beta. 

Propranolol  reduces  the  heart  rate  and 
cardiac  contractile  force.  Arterial  pressure 
and  ascending  aortic  flow  are  slightly  re- 
duced in  anesthetized  dogs.  As  these 
changes  do  not  occur  after  depletion  of  nore- 
pinephrine stores  by  syrosingopine,  it  is  con- 
cluded that  they  result  from  blockade  of 
resting  sympathetic  drive.  In  humans,  ad- 
ministration of  propranolol  will  cause  a de- 
crease in  cardiac  output  and  left  ventricular 
work  at  rest  and  during  exercise.  Pro- 
pranolol will  abolish  the  vasodilation  effects 
of  epinephrine  and  isoproterenol  but  not  the 
vasoconstrictor  effects  of  the  catecholamines 
on  the  peripheral  vessels. 

With  intravenous  administration,  pro- 
pranolol exerts  a rapid  antiarrhythmic  ac- 
tion. Propranolol  is  usually  given  slowly  in 
doses  of  1 to  5 mg  intravenously,  (no  more 
than  1 mg  every  2-3  minutes)  or  15  to  30 
mg  three  to  four  times  daily  may  be  given 
by  the  oral  route  prophylactically  to  prevent 
the  return  of  ectopic  beating.  The  action  is 
usually  immediate  during  the  intravenous 
administration  and  the  drug  may  be  re- 
peated within  2 to  3 hours. 

The  side  effects  of  propranolol  may  in- 
clude lightheadedness,  drowsiness,  nausea, 
diarrhea,  sleeplessness,  rashes,  visual  dis- 
turbances, purpura,  paresthesias,  flushing, 
and  mental  confusion.  The  pharmacologic 
effects  of  propranolol  have  produced  hypo- 
tension, bradycardia,  cardiac  failure,  A-V 
heart  block,  bronchial  wheezing  and  aggra- 
vation of  mild  obstructive  pulmonary  dis- 
ease. 
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I WashingtoNotes 

1.  Taxes 

The  American  Medical  Association  chal- 
lenged charges  of  widespread  tax  cheating 
by  physicians  and  renewed  its  offer  to  co- 
operate with  the  government  in  cracking 
down  on  dishonest  doctors. 

In  letters  to  Sen.  Russell  B.  Long  (D.,  La.), 
chairman  of  the  Senate  Finance  Committee, 
\^^alter  C.  Bornemeier,  M.D.,  president  of  the 
AMA,  answered  the  tax  cheating  charges 
and  Ernest  B.  Howard,  M.D.,  executive  vice 
president  of  the  AMA,  renewed  the  offer  of 
cooperation.  But  Howard  also  said  that 
mandatory  reporting  of  unassigned  fees  by 
insurance  agencies  would  be  an  ineffective 
and  unfair  way  to  try  to  uncover  doctors 
cheating  on  their  income  taxes  on  payments 
for  their  services  under  medicare  and  medi- 
caid. 

The  tax-cheating  charges  grew  out  of 
I testimony  given  by  Meade  Whitaker,  who 
then  was  tax  legislative  counsel  for  the 
Treasury  Department,  at  a hearing  of  the 
Senate  Finance  Committee  during  its  con- 
sideration of  changes  in  the  medicare  and 
medicaid  programs.  He  said  that  many  pi'o- 
viders  of  services  under  the  two  health  care 
programs  might  have  “substantial  deficien- 
cies” in  their  income  tax  returns. 

In  a letter  to  Long  and  Sen.  Wallace  F. 
Bennett  (R.,  Utah),  a ranking  minority 
member  of  the  finance  committee.  Dr.  Bor- 
nemeier said  that  the  charges  had  been 
widely  distorted  in  the  press  and  these  re- 
ports do  the  medical  profession  a serious 
injustice. 

Whitaker  testified  that  from  an  original 
list  of  11,000  who  received  payments  of 
$25,000  or  more  for  services  rendered  under 
medicare  and  medicaid  in  1968,  4,000  returns 
warranted  a detailed  audit  by  the  IRS. 

With  preliminary  audits  completed  on 
3,000  of  the  4,000  returns,  there  were  indi- 
cations that  1,500  of  these  showed  “sub- 
stantial deficiencies,”  the  Treasury  report- 
ed. “Substantial  deficiencies”  later  were 


defined  as  being  underpayments  of  more 
than  $100. 

Dr.  Bornemeier  said  that  this  testimony 
was  being  widely  interpreted  to  mean  either 
that  one-third  of  the  medical  profession  was 
cheating  4,000  of  11,000  cases  to  be  audited) 
or  that  one-half  of  the  profession  was  cheat- 
ing (1,500  alleged  offenders  from  3,000  ac- 
tual audits). 

“Assuming  the  worst  — that  1,500  doc- 
tors out  of  11,000  are  guilty  of  income  tax 
irregularities  — the  correct  proportion  would 
be  between  13  and  14  per  cent  rather  than 
33  or  50  per  cent,”  Dr.  Bornemeier  said. 

The  AMA  president  called  on  the  Treas- 
ury Department  to  be  specific  in  their 
charges  since  the  interpretation  by  the  press 
growing  out  of  their  testimony  reflected  on 
the  profession  as  a whole. 

“As  of  now,”  he  continued,  “there  seem 
to  be  1,500  cases  where  substantial  defi- 
ciencies may  exist.  I think  we  should  know 
what  proportion  of  these  cases  represents 
cause  simply  for  further  examination  and 
what  proportion  represents  cases  that  may 
realistically  be  expected  to  end  up  with  the 
fraud  division  of  the  IRS. 

“I  think  we  should  know  what  proportion 
of  the  serious  cases  involve  physicians.  I 
suspect  the  figures  given  include  osteopaths, 
dentists,  pharmacists,  and  optometrists  and 
others  eligible  to  receive  medicare-medicaid 
payments.” 

Dr.  Bornemeier  told  Long  that  his  request 
for  documentation  of  these  cases  was  not  a 
defense  for  the  dishonest  physician  or  any- 
one else  who  attempts  to  falsify  an  income 
tax  return. 

“We  are  on  record,”  the  Chicago  physician 
said,  “as  requesting  examples  of  wrongdo- 
ing by  doctors  receiving  payments  under 
government  health  programs  so  that  we  may 
take  action  of  our  own.” 

Dr.  Howard  said  that  “the  dishonest  or 
incompetent  physician  hurts  us  just  as  much 
as  he  hai  ms  his  government.” 
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Dr.  Howard  said  that  a recent  statement 
by  Long  that  the  AJMA  had  been  “complete- 
ly forthright  and  honorable,  and  sought  to 
shield  no  one”  is  “exactly  our  position.” 

The  AjMA  official  also  noted  that  Long  at 
a recent  hearing  of  the  finance  committee 
had  refeiTed  correctly  to  previous  requests 
by  the  AMA  that  it  be  given  examples  of  sus- 
pected chicanery  by  physicians  in  govern- 
ment health  programs  “so  that  we  might 
take  our  own  action.” 

As  for  mandatory  reporting  of  unassigned 
medical  payments  — those  given  to  the  pa- 
tient rather  than  to  the  physician  — Dr. 
Howard  said  such  a requirement  “would  not 
provide  the  Internal  Revenue  Service  with 
helpful  and  meaningful  data.”  He  urged  re- 
jection of  such  an  amendment  proposed  by 
the  Treasury  Department.  A joint  House- 
Senate  conference  committee  rejected  it  last 
year  in  considering  tax  reform  legislation. 

The  Treasury  Department  proposed  that 
Blue  Cross-Blue  Shield  organizations,  medi- 
care and  medicaid  agencies,  and  other  health 
insurance  carriers  be  required  to  report  un- 
assigned payments  for  medical  services. 

Dr.  Howard  pointed  out  that  millions  of 
patients  have  more  than  one  health  insur- 
ance policy  and  may  collect  total  benefits 
exceeding  the  physician’s  charge,  and  that 
some  patients  even  may  not  use  the  insur- 
ance payment  to  compensate  the  physician. 
Physicians  also  would  have  to  set  up  cost- 
ly additional  bookkeeping  record  procedures 
to  list  separately  and  in  detail  each  charge 
to  a patient  in  excess  of  $2-5,  the  AMA  offi- 
cial said. 

“The  proposal  of  the  Treasury  Department 
would  place  physicians  in  a unique  category 
under  our  tax  laws,”  Dr.  How^ard  said.  “We 
know  of  no  other  provision  in  the  tax  laws 
which  singles  out  one  class  of  individual  tax- 
payers, requiring  payers  to  report  to  the 
IRS  individual  payments  made  to  taxpayers 
as  well  as  the  annual  aggregate  amount  of 
such  payments. 

“We  believe  . . . that  the  proposed  . . . 
amendment  is  unfair  and  discriminatory  and 
would  do  little  to  accomplish  any  goal  for 
an  improved  system.  Instead,  as  an  addi- 
tional cost  burden,  it  would  place  further 
pressure  on  the  cost  of  medical  care.” 


2.  Drugs 

President  Nixon,  at  a bill-signing  cere- 
mony, praised  the  new  Drug  Abuse  Act  for 
providing  “a  forward  looking  program”  for 
treatment  of  drug  addiction  as  well  as 
strengthening  the  government’s  law  enforce- 
ment powers  in  the  field. 

The  new  law’  provides  for  the  Department 
of  Health,  Education  and  Welfare  running 
extensive  programs  for  the  treatment  and 
rehabilitation  of  drug  users  and  for  anti- 
drug education.  It  authorizes  HEW’s  Na- 
tional Institute  of  Mental  Health  to  spend 
$189  million  over  three  years  to  build  and 
staff  treatment  facilities,  to  support  re- 
habilitation programs  and  to  increase  anti- 
drug education  programs.  Another  $1  mil- 
lion is  authorized  for  creation  of  a presiden- 
tial commission  on  marijuana. 

State  comprehensive  health  plans  getting 
federal  aid  must  now’  include  drug  abuse 
programs,  and  an  Administration  spokesman 
suggested  that  all  states  model  their  drug 
control  laws  on  the  federal  statute. 

Before  final  passage.  Congress  modified 
the  original  legislation  to  meet  many  of  the 
objections  of  the  medical  profession  against 
a proposal  that  would  have  allotted  most 
classification  powers  and  research  control 
to  the  Justice  Department.  The  attorney 
general  can  declare  drugs  as  dangerous  but 
he  is  bound  by  HEW’s  medical  and  scien- 
tific evaluations. 

The  strengthened  enforcement  provisions 
are  aimed  at  the  drug  pusher  with  lighter 
penalties  for  drug  possession,  particularly  by 
minors.  Federal  first  offense  cases  for  drug 
users  are  lowered  from  felonies  to  misde- 
meanors. Under  this  provision,  a person 
found  guilty  of  possessing  marijuana  for  the 
first  time  will  not  necessarily  be  subjected 
to  an  automatic  stiff  jail  sentence.  But  to 
facilitate  arrest  of  pushers,  the  controversial 
“no-knock”  clause  w’as  retained. 

Requirements  as  to  records  kept  by  physi- 
cians remain  as  under  the  old  narcotics  law 
except  where  he  regularly  dispenses  a non- 
narcotic drug  and  charges  for  it. 

The  new  law’  broadens  the  former  nar- 
cotics statute  to  include,  with  varying  re- 
strictions and  controls,  amphetamines,  bar- 
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biturates  and  other  drugs  ruled  dangerous. 
At  the  start,  controls  will  be  drastically 
tightened  over  marketing  the  liquid  form 
of  amphetamines  which  can  be  taken  by  in- 
jection. 

Companies  producing  or  distributing  a 
long  list  of  commonly  prescribed  stimulants, 
depressants  and  tranquilizers  will  be  subject 
for  the  first  time  to  federal  registration  re- 
quirements. The  Narcotic  Bureau  also  now 
has  a new  power  to  set  production  quotas 
for  such  nonnarcotic  drugs. 

C.  Joseph  Stetler,  president  of  the  Phar- 
maceutical Manufacturers  Association, 
praised  Congress  and  the  Administration  for 
enactment  of  the  law: 

“Drug  abuse  has  become  a frightening 
problem  for  millions  of  Americans  It  is  ab- 
solutely proper  for  the  federal  government 
to  exercise  this  type  of  aggressive  leadership 
to  stem  the  use  of  physically  and  psycho- 
logically damaging  illicit  substances,  to  con- 
trol the  misuse  of  legitimate  medicines  pro- 
duced for  the  health  and  welfare  of  citizens, 
and  to  support  rehabilitative  needs  for  vic- 
tims of  the  drug  problem.” 


3.  Laws 

Other  health  legislation  recently  enacted 
into  law  included: 

— The  Communicable  Disease  Control  Act 
of  1970  which  authorizes  expenditure  of 
$210  over  the  next  three  years  for  vac- 
cination and  other  control  programs 
against  tuberculosis,  venereal  disease, 
German  measles,  measles,  polio,  diph- 
theria, tetanus,  whooping  cough,  RH 
disease,  and  other  diseases  judged  by 
the  Secretary  of  Health,  Education  and 
Welfare  to  be  major  problems. 

— The  Regional  Medical  Programs  and 
Comprehensive  Planning  and  Services 
Act  of  1970  extending  the  programs  for 
three  years  with  authorized  spending 
of  $545  million  for  RMP  and  $52  for 
CHP.  Further  appropriations  totalling 
$961.5  million  for  project  grants  for 
areawide  health  planning ; training, 
studies  and  demonstrations ; comprehen- 
sive public  health  services,  and  health 


services  development.  RMP  is  expand- 
ed to  include  kidney  disease.  The  new 
law  provides  for  a systems  analysis  of 
national  health  care  plans  and  for  a cost 
and  coverage  report  on  such  legislation. 
A National  Advisory  Council  on  Com- 
prehensive Health  Planning  Programs  is 
created. 

— The  Health  Training  Improvement  Act 
of  1970  which  extends  the  allied  health 
educational  program  for  three  years 
with  aid  to  schools  and  students.  Au- 
thorized appropriations  total  $308.5  mil- 
lion. The  maximum  yearly  loan  will  be 
$1500  and  the  maximum  aggregate  loan, 
$6,000,  for  any  student.  A forgiveness 
of  up  to  50  per  cent  will  be  allowed  if 
the  student  practices  in  a shortage  area 
or  for  a nonprofit  organization  after 
graduation. 

— The  Developmental  Disabilities  Services 
and  Facilities  Construction  Amendments 
of  1970  extending  the  mental  retarda- 
tion facilities  construction  progi*am  for 
three  years  and  expanding  it  to  include 
grants  for  planning,  provision  of  serv- 
ices, and  construction  and  operation  of 
facilities  for  persons  with  developmental 
disabilities.  Authorized  appropriations 
total  $295  million. 


Potassium  Depletion  in  Patients  With  Chron- 
ic Respiratoiy  Failure  — P.  R.  Schloerb 
et  al  (Univ  of  Kansas  Medical  Center, 
Kansas  City).  Amer  Rev  Resp  Dis  102: 
53-59  (July)  1970. 

Five  patients  with  chronic  respiratory  in- 
sufficiency were  studied  by  isotope  dilution 
methods  to  measure  total  body  water,  chlo- 
ride volume,  and  total  exchangeable  potas- 
sium and  sodium.  Increases  in  body  water, 
chloride  volume,  and  exchangeable  sodium 
corresponded  to  clinical  evidence  of  right 
heart  failure  with  edema.  Potassium  deple- 
tion was  uniformly  present,  ranging  from 
16%  to  37%  of  predicted  normal  values  for 
body  potassium.  Replacement  with  potas- 
sium triplex  or  with  potassium  chloride  was 
almost  equally  efficacious. 
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While  Making  Rounds 


Quote  Unquote. 

“A  certain  kind  of  pleasure  ’tis  to  weep.” 
Ovid 

On  pollution:  “We  taste  nothing  pure.” 
j\Iontaigne 

“All  the  wisdom  in  the  world  consists  in 
shouting  with  the  majority.” 

Reed 

Word.s  We  Can  Do  Without. 

Lower  extremity 

Apropos 

Bibliography 

Our  Own  Monthly  Statistical  Report. 

In  the  United  States,  in  1969,  the  Sat- 
urday death  rate,  for  street,  highway, 
and  interstate  accidents,  was  70  per- 
cent higher  than  the  average  of  the 
other  six  days. 

Strange  Disease  Of  The  Month. 

Dancer’s  ankle. 

Who? 

Who  discovered  the  gonococcus? 

Neisser,  in  1879. 

Anniversary  Time. 

December  27,  1822. 

Pasteur  born. 

Curiosity  Corner. 

“The  chart  read  “Weight,”  followed  by  a 
blank  space;  then  “Estimated  weight,” 
followed  by  another  space.  So  someone 
put  down  150  lb  for  the  weight,  and 
140  lb  for  the  estimated  weight.  Guess 
you  “estimate”  if  you  don’t  have  a 
scale,  but  the  two  numbers  stopped 
me;  I took  the  150. 

Lines  To  Practice  By. 

“Cut  out  the  infected  spot,  and  wider 
spreads  contagion.” 

Rutilius 


“The  lesser  should  be  first  at  an  appoint- 
ment.” 

Montaigne 
On  diagnosis: 

For  who  is  there  who,  shooting  all  day, 
will  not  sometime  hit  the  mark? 

Cicero 

— F.C. 


Chemotherapy  in  Treatment  of  Cancer  of 

Ovary  — J.  P.  Smith  and  F.  Rutledge 
(Univ  of  Texas  M.  D.  Anderson  Hosp, 

Houston).  Amer  J Obstet  Gynec  107: 

691-703  (July  1)  1970. 

Records  of  752  patients  who  had  been 
treated  with  chemotherapy  for  ovarian  can- 
cer were  reviewed.  Pathology  slides  were 
not  available  for  100  of  these.  All  records 
of  patients  having  grade  I tumors  were 
rejected  since  none  of  these  patients 
responded  favorably  to  chemother- 
apy, and  their  unusually  long  survivals 
distorted  the  poor-survival  statistics  for  the 
patients  who  did  not  respond  to  chemother- 
apy. Ten  patients  with  stage  I or  II  cancers 
were  started  on  chemotherapy  because  of 
ascites  or  because  there  would  be  a long 
delay  between  the  time  they  were  first  seen 
and  the  time  they  could  begin  irradiation. 
The  remaining  642  patients  were  considered 
unsuitable  for  additional  operation  or  irra- 
diation when  started  on  chemotherapy. 
About  one  half  profited  from  chemotherapy 
with  L-phenylalanine  mustard  and  about 
one  half  of  those  who  are  not  benefited  will 
have  regression  of  their  cancers  with  more 
intensive  chemotherapy  of  dactinomycin,  5- 
fluorouracil,  and  cyclophosphamide.  Such 
chemotherapy  often  affords  sufficient  re- 
gression of  ovarian  cancer  to  allow  resection 
or  irradiation,  or  both,  and  occasionally 
causes  complete  and  sustained  remissions. 
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FEATURES 


Who^s  In  The  News? 


Doctor  Jerry  A.  Adler  has  opened  his 
medical  practice  in  Crete. 

Doctor  J.  L.  'Williams  is  now  associated 
with  the  Seven  Valley’s  Clinic  in  Callaway. 

Doctor  Colin  B.  Shack,  Omaha,  has  been 
elected  President  of  the  Nebraska  Division, 
American  Cancer  Society. 

Doctor  Kenneth  F.  Kimball,  Kearney,  was 
recently  presented  the  Pfizer  Merit  Award 
by  the  United  States  Civil  Defense  Council. 

Doctor  Wayne  Weston  of  Lexington  re- 
cently attended  a postgraduate  course  at  the 
Harvard  Medical  School  in  Boston,  Massa- 
chusetts. 

Doctor  Thomas  G.  Erickson  has  opened  his 
medical  practice  in  Fremont  with  Doctors 

Notes  From  All 

Coal  miners’  pneumoconiosis 

Three  more  seminars  are  scheduled  in  coal 
mining  areas  to  teach  physicians  how  to  de- 
tect “black  lung”  disease.  The  doctors  will 
be  participating  in  the  chest  x-ray  examina- 
tion program  required  for  coal  miners  by  the 
1969  coal  mine  safety  act. 

About  200  physicians  will  be  attending 
each  of  the  sessions  in  Knoxville,  Tenn. ; 
Denver,  Colo.,  and  Pittsburgh,  Pa. 

The  two-day  sessions  on  identification  and 
classification  of  coal  miners’  pneumoconi- 
osis were  devised  by  the  American  College  of 
Radiology  to  assist  the  Public  Health  Serv- 
ice’s Bureau  of  Occupational  Safety  and 
Health  in  obtaining  chest  x-ray  examinations 
on  underground  coal  miners  as  required  by 
the  1969  law. 

Dust  retention  disease,  such  as  pneumo- 
coniosis, presents  much  subtler  x-ray  signs 
in  early  stages  than  do  many  other  diseases 
commonly  diagnosed  by  chest  x-ray.  Thus 
the  PHS  and  the  American  College  of  Radi- 
ology are  helping  physicians,  mostly  radi- 


Harry  A.  Jakeman,  C.  C.  Nelson,  G.  J.  Millet 
and  William  Chleborad. 

Doctors  A.  Eugene  'Van  Wie,  Grand  Island, 
John  Burleigh,  Norfolk,  Mieczyslaw  Cegiel- 
ski,  David  Minard  and  Richard  Pitner,  Oma- 
ha, were  recently  inducted  into  the  American 
College  of  Surgeons. 

Doctor  Max  Raines,  North  Platte,  was  a 
guest  speaker  at  a recent  meeting  sponsored 
by  the  Sutton  Junior  Woman’s  Club,  the 
American  Legion  Auxiliary  and  the  Sutton 
Senior  Woman’s  Club  in  Sutton. 

Doctor  Marvin  Holsclaw  and  Doctor  Wen- 
dell Fairbanks,  Auburn,  were  in  attendance 
and  exhibitors  at  the  recent  national  conven- 
tion of  the  American  Academy  of  General 
Practice. 

Over 

ologists,  in  mining  regions  to  improve  their 
recognition  of  pneumoconiosis  and  their  use 
of  the  International  Labor  Organization  and 
Union  International  Contre  Cancer/Cincin- 
nati systems. 

An  estimated  100,000  miners  are  to  receive 
chest  x-rays  before  July,  1971,  as  a basis 
for  determining  presence  of  pneumoconiosis 
and  thus  eligibility  for  retirement  and  dis- 
ability benefits. 

The  next  three  medical  seminars  will  be 
held  as  follows:  Nov.  14,  15,  Andrew  John- 
son hotel,  Knoxville,  Tenn.;  Dec.  13,  14, 
Brown  Palace  hotel,  Denver,  Colo.;  Jan.  16, 
17,  Pittsburgh  Hilton,  Pittsburgh,  Pa. 

The  Public  Health  Service  will  require  at- 
tendance at  an  approved  course  or  the  sub- 
mission of  six  properly  classified  chest  films 
as  alternate  criteria  for  qualifying  to  par- 
ticipate in  the  program.  In  the  initial 
round,  the  chest  x-ray  will  be  used  as  the 
basic  method  of  assessing  the  miner.  Later, 
the  PHS  hopes  to  add  pulmonary  function 
tests  and  other  procedures. 
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The  presentations  are  so  arranged  so  that 
each  participant  has  the  opportunity  to  work 
with  his  own  set  of  films  and  other  materials. 
Each  conference  is  limited  to  200  active  par- 
ticipants. 

Requests  for  enrollment  for  any  of  the  con- 
ferences should  be  made  by  letter  from  a 
physician  to  the  Washington  office  of  the 
American  College  of  Radiology  at  6900  Wis- 
consin Ave.,  Chevy  Chase,  Md.  20015. 


AAMA  commends  TV  actress 

‘ Dr.  iMarcus  Welby’s  television  medical 
assistant,  Consuelo  Lopez,  was  honored  by 
the  American  Association  of  iMedical  Assist- 
ants in  Des  Moines  October  31  at  their  14th 
annual  convention  banquet. 

The  country’s  best-known  medical  assist- 
ant, portrayed  by  Elena  Verdugo,  will  be 
commended  for  “exemplifying  the  important 
role  of  the  competent,  compassionate  medical 
assistant  in  serving  the  best  interests  of  the 
physician  and  his  patients.” 

i\Iiss  \"erdugo,  honorary  mayoress  of 
North  Hollywood,  starred  in  “Meet  Millie” 
before  her  current  co-starring  role  on  the 
award-winning  ABC-TV  weekly  series, 
“IMarcus  Welby,  M.D.” 

The  92  medical  assistants  certified  in 
1970  also  received  special  recognition  at  the 
convention.  They  received  their  certifi- 
cates and  pins  at  a dinner  in  their  honor  Oc- 
tober 29. 

The  certification  examination  was  a two- 
day  test  constructed  and  administered  by  the 
AA^IA  certifying  board  of  physicians,  edu- 
cators and  certified  medical  assistants.  More 
than  400  men  and  women  have  been  certified 
in  the  clinical  or  administrative  categories, 
or  both.  The  complete  examination  for  dual 
certification  covers  medical  terminology’, 
medical  ethics,  secretarial  skills,  human  re- 
lations, communications  and  laboratory  ori- 
entation. 


Wyeth  adds  oxytocin 

W’yeth  Laboratories  has  added  oxytocin 
injection,  U.S.P.  (synthetic),  5 U.S.P.  units 


(0.5  ml)  and  10  U.S.P.  units  (1.0  ml),  to 
its  Tubex  line  of  unit  dose  medications  in 
prefilled  sterile  cartridge-needle  units. 

Oxytocin  is  supplied  in  packages  of  ten 
Tubex  units. 


Hodgkin’s  Disease  and  Pregnancy  — A.  Go- 

guel  (Hopital  Saint-Louis,  Paris).  Presse 

Med  78:1507-1510  (July  11)  1970. 

A study  was  made  of  pregnancy  in  82  pa- 
tients with  Hodgkin’s  disease.  Twenty  preg- 
nancies were  interrupted  either  spontane- 
ously or  surgically,  and  62  were  carried  to 
term.  Among  the  infants  born,  59  were 
normal,  2 died  soon  after  birth,  and  one  Tur- 
ner syndrome  was  observed.  Vinblastine  sul- 
fate was  administered  to  nine  patients  in  the 
first  three  months  of  pregnancy  and  all  in- 
fants born  were  normal.  Of  the  women 
whose  pregnancy  occurred  early  in  the  dis- 
ease, and  before  treatment,  about  40%  are 
still  alive  five  years  after  the  diagnosis  was 
made.  In  patients  whose  disease  was  al- 
ready treated  when  pregnancy  occurred, 
81%  are  alive  after  five  years.  Relapses 
are  frequent  when  pregnancy  arises  early 
in  remission,  but  pregnancy  can  be  well 
supported  after  three  years  of  complete  re- 
mission. When  clinical  or  biological  signs 
of  evolution  are  present,  pregnancy  is  dan- 
gerous and  must  be  interrupted.  Polyvalent 
chemotherapy,  extensive  therapeutic  irradia- 
tion and  lymphography  are  contraindicated 
during  pregnancy. 


Incarcerated  and  Strangulated  Hernias  in 
Children  — M.  I.  Rowe  and  H.  W.  Cat- 
worthy (PO  Box  875,  Biscayne  Annex, 
Miami,  Fla).  Arch  Surg  101:136-139 
(Aug)  1970. 

In  a series  of  2,764  consecutive  patients 
operated  on  for  hernia,  351  hernias  (12.7%) 
were  incarcerated  or  strangulated,  or  both, 
at  the  time  of  admission.  The  influence  of 
age,  side  involved,  sex,  race,  and  the  delay 
in  and  method  of  management  in  the  out- 
come has  been  statistically  evaluated. 
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Ws  New 


Information  contained  in  this  section 
has  been  obtained  from  the  manufac- 
turers, whose  literature  should  be  con- 
sulted for  complete  details  and  infor- 
mation regarding  indications  and  con- 
traindications, dose,  effects,  administra- 
tion, precautions,  and  side  effects. 

The  Journal  assumes  no  responsibility 
for  drugs  and  other  products  listed  here. 


Electrodes 

General  Electric’s  new  “daisy”  electrodes 
and  GE-Jel  electrode  paste,  together,  im- 
prove the  monitoring  fidelity  of  any  patient 
monitoring  system  regardless  of  equipment 
used. 

These  high  performance  electrodes,  a com- 
bination of  silver  and  silver  chloride,  sig- 
nificantly outperform  ordinary  electrodes. 
For  example,  they  produce  an  offset  poten- 
tial only  l/50th  to  1/lOOth  of  that  produced 
by  some  other  designs.  As  a result,  the  ob- 
served signal  on  the  monitor  will  normally 
move  very  little  when  selecting  different 


“lead”  positions.  In  addition,  the  rate  of 
change  of  the  offset  potential  is  similarly  re- 
duced, resulting  in  a more  stable  baseline 
for  patients  being  monitored  over  long  peri- 
ods of  time.  The  waveform  trace  is  accurate, 
stable,  sharp  and  clear. 

GE-Jel  electrode  paste  is  specially  formu- 
lated to  provide  high  conductivity  and  mini- 
mal skin  irritation.  It  is  more  viscous  than 
ordinary  pastes  and  can  be  used  for  ex- 
tended periods  of  time  without  drying  out. 
GE  “daisy”  electrodes  and  GE-Jel  paste, 
when  used  together,  eliminate  the  need  for 
frequent  and  time  - consuming  electrode 
changes.  Patient  comfort  is  increased  and 
monitoring  costs  reduced.  For  more  infor- 
mation, write  General  Electric  Company, 
Medical  Systems  Department,  4855  Electric 
Avenue,  Milwaukee,  Wis.  53201. 


New  Footguard 

Now  being  marketed  by  the  Posey  Com- 
pany is  a new  Footguard  designed  to  provide 
foot  support,  as  w^ell  as  prevent  pressure 
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buildup  on  the  heel  or  ankle.  Constructed  of 
nonbreakable  plastic,  the  guard  is  light 
weight  but  sturdy  and  form-shaped  to  fit 
the  contour  of  the  heel  or  ankle.  The  item 
is  furnished  with  a synthetic  fur  insert 
which  may  be  removed  and  laundered. 
Available  with  or  without  T-Bar  Foot  Sta- 
bilizer. Use  the  Stabilizer  (attached  with 
\"elcro)  prevents  foot  rotation.  The  new 
Posey  Footguard  Cat.  No.  6412,  with  T-Bar 
is  priced  at  $40.00  pr.,  without  T-Bar,  Cat. 
No.  6410,  $29.70  pr.  Additional  inserts  are 
$13.80  pr.,  additional  T-Bars,  $10.30  pr.  For 
further  information  contact  your  local  sur- 
gical dealer  or  write  the  Posey  Company,  39 
South  Santa  Anita  Avenue,  Pasadena,  Cali- 
fornia 91107. 


pH  meter 

A battery-powered  pH  meter,  accurate 
enough  for  research  work,  and  economical 
enough  for  use  in  quality  control,  pollution, 
cooling  water,  and  effluent  measurement  ap- 
plications, is  being  marketed  by  Internation- 
al Biophysics  Corporation  (IMC). 

The  portable,  four-pound  meter,  called 
TROpHY,  uses  linear  integrated  circuits  to 
give  precise  pH  and  millivolt  readings,  with 
no  standby  requirements  necessary.  Accur- 
acy is  within  0.1  pH,  5 mv  on  the  normal 
scale,  and  0.03  pH,  2mv  on  the  expanded 
scale.  Drift  is  negligible,  and  stability 
matches  or  exceeds  that  of  more  expensive, 
chopper-stabilized  meters,  IBC  states. 

According  to  the  company,  the  $225.00 
instrument  is  the  lowest  priced  pH  meter  to 
offer  an  expanded  scale  (accuracy  to  two 
decimal  places)  and  the  only  batteiy  powered 
meter  to  offer  recorder  output. 

The  instrument  is  equipped  with  an  IBC 
combination  electrode  (measurement  and 
reference  sensors  in  one  unit),  a built-in 
jack,  however,  permits  use  of  any  standard 
pH  electrode. 

Four  “D”  (flashlight)  batteries  power  the 
unit  for  a year  of  continuous  operation.  The 
meter  is  mirrored  to  eliminate  parallax,  and 
uses  color  and  a sloping  face  to  allow  easy 
viewing. 


The  instrument  (with  electrode  included) 
is  sold  by  Scientific  Products,  Southwestern 
Scientific  Company,  and  a n Waters  & 
Rogers. 

For  more  information  contact  the  Market- 
ing Department,  International  Biophysics 
Corporation,  2700  Du  Pont  Drive,  Irvine, 
California  92664. 


Amerilon,  new  material 

A new,  disposable  O.R.  drape  and  gown 
fabric,  significantly  superior  as  a barrier  to 
bacteria  migration,  was  introduced  by  the 
Convertors  Division  of  American  Hospital 
Supply  Corp.  during  the  Clinical  Congress 
of  the  Am.erican  College  of  Surgeons  in 
Chicago. 

Called  “Amerilon”^”,  the  new,  non-woven 
material  is  substantially  more  moisture  re- 
pellent than  cloth  or  previous  disposable  fab- 
rics. Amerilon  repels  not  only  aqueous  solu- 
tions and  blood,  but  also  alcohol-based  solu- 
tions. It  also  resists  moisture  spread 
through  capillary  action.  The  improved 
liquid  repellency  makes  Amerilon  a superior 
barrier  to  bacteria  migration.  The  increased 
moisture  resistance  is  achieved  with  no  sac- 
rifice of  necessary  air  permeability. 

The  most  readily  recognized  characteris- 
tic of  Amerilon  is  a textile-like  appearance, 
feel  and  texture  previously  not  a quality  of 
disposable  drapes  and  gown  s.  Surgical 
teams  in  selected  hospitals  who  tested  Amer- 
ilon for  nine  months  report  that  its  textile- 
like qualities  improve  its  drapability.  They 
also  report  that  surgical  instruments  do  not 
readily  slide  off  Amerilon  drapes  nor  do 
Amerilon  drapes  slide  easily  on  the  table 
or  patient.  O.R.  personnel  testing  the  new 
fabric  noted  that  gowns  made  of  Amerilon 
were  cooler  and  more  comfortable. 

Amerilon  fabric  is  also  more  abrasion  and 
tear  resistant  than  previous  disposable  ma- 
terials. It  is  bonded  throughout  to  prevent 
delamination  or  flaking. 

Amerilon,  manufactured  exclusively  by 
Convertors,  is  currently  being  used  in  all 
Surg-O-Pak®  disposable  drape  packs  and 
will  be  used  in  more  Convertors  products  in 
the  near  future. 
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For  more  information,  contact  William  E. 
Longfield,  Convertors  Division,  110  Edison 
Place,  Newark,  New  Jersey  07102.  (201  ' 
624-0300). 


NCG  flowmeter 

The  new  “Lexan”-encased  flowmeter  is  de- 
scribed in  a leaflet  (NM  103.000)  available 


from  the  National  Cylinder  Gas  division  of 
Chemetron  Corporation. 

A solid  aluminum  extrusion  and  nonleak 
control  valve  are  features  of  the  flowmeter. 
Each  flowmeter  is  tested  against  a master 
test  meter  after  assembly. 

Write:  National  Cylinder  Gas  division  of 
Chemetron  Corporation,  840  North  Michi- 
gan Avenue,  Chicago,  111.  60611. 


Coming  Meetings 


CRIPPLED  CHILDREN’S  CLINICS: 
December  5 — North  Platte,  Elks  Lodge 
January  9 — Cozad 
January  23  — Norfolk 
January  30  — Scottsbluff 


ARIZONA  HEART  ASSOCIATION— Four- 
teenth Annual  Cardiac  Symposium,  Ari- 
zona Biltmore  Hotel,  Phoenix,  Arizona, 
January  22-24,  1971.  Speakers  on  pro- 
gram include  Roman  DeSanctis,  M.D.,  Jo- 
seph Perloff,  M.D.,  Gilbert  Blount,  M.D., 
and  Rene  Fabalero,  M.D.  For  informa- 
tion write  Arizona  Heart  Association, 
1720  E.  McDowell  Road,  Phoenix,  Arizona 
85006. 


RURAL  HEALTH  — 24th  National  Confer- 
ence; Atlanta  Marriott  Motor  Hotel,  At- 
lanta, Georgia;  March  25-26,  1971;  spon- 
sored by  the  AMA  Council  on  Rural 
Health. 


SOUTHWESTERN  SURGICAL  CON- 
GRESS, 23rd  Annual  Meeting  — April  19- 
22,  1971;  Caesar’s  Palace  Hotel,  Las  Ve- 
gas, Nevada.  Write  to:  Jack  A.  Barney, 
M.D.,  Secretary-Treasurer,  Southwestern 
Surgical  Congress,  301  Pasteur  Building, 
Oklahoma  City,  Oklahoma  73103. 


NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — 103rd  Annual  Session,  April  25- 
28,  1971,  Omaha  Hilton  Hotel,  Omaha,  Ne- 
braska. 


AMERICAN  MEDICAL  ASSOCIATION— 
Annual  Convention,  Atlantic  City,  New 
Jersey,  June  20-24,  1971. 

NEBRASKA  STATE  MEDICAL  ASSOCIA- 
TION — Fall  Meeting  House  of  Delegates 
and  Board  of  Councilors,  September  24, 
25  and  26,  1971,  Holiday  Inn,  Kearney,  Ne- 
braska. 


By  medicine  life  may  he  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Frederick  D.  Coleman,  M.D.,  Lincoln,  Ne- 
braska 

Doctor  Frederick  Coleman  was  born  in 
Ulysses,  Nebraska,  on  April  17,  1895.  He 
died  October  20,  1970,  at  the  age  of  75. 

Doctor  Coleman  graduated  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  in 
1919.  He  practiced  in  Ulysses  for  one  year 
following  his  graduation  and  moved  to  Lin- 
coln where  he  practiced  until  his  recent  re- 
tirement. He  was  awarded  life  membership 
by  the  Nebraska  State  Medical  Association 
in  1966. 

Survivors  include  his  wife,  Katherine; 
daughter,  Mrs.  Lester  Buckley,  Jr.,  Lincoln; 
and  grandchildren,  Barbara  Ann,  Katherine 
Jean  and  Lester  Frederick  Buckley,  all  of 
Lincoln. 
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ACS  inducts  new  members 

As  we  go  to  press,  the  largest  number  of 
surgeons  in  the  history  of  the  College  — 
an  anticipated  1,551  — are  to  be  inducted 
as  new  Fellows  (members)  of  the  American 
College  of  Surgeons  in  cap-and-gown  cere- 
monies during  the  annual  five-day  Clinical 
Congress  of  the  world’s  largest  organization 
of  surgeons. 

Fellowship,  a degree  entitling  the  recipi- 
ent to  the  designation  “F.A.C.S.”  following 
the  doctor’s  name,  is  awarded  to  those  sur- 
geons who  fulfill  comprehensive  require- 
ments of  acceptable  medical  education  and 
advanced  training  as  specialists  in  one  or 
another  of  the  branches  of  surgery,  and  who 
give  evidence  of  good  moral  character  and 
ethical  practice. 

Nebraska  initiates: 

Grand  Island 

A.  Eugene  Van  Wie 

\ or folk 

John  S.  Burleigh 

Omaha 

Mieczyslaw  Cegielski 
David  W.  Minard 
Richard  C.  Pitner 


Cryosurgery 

The  Society  for  Cryosurgery  will  hold  its 
regular  meeting  March  1-6,  1971  at  the 
Diplomat  Hotel  and  Country  Club  in  Holly- 
wood, Florida.  An  outstanding  group  of 
speakers  will  present  papers  of  unusual  in- 
terest in  all  aspects  of  cryosurgery.  Dr. 
Richard  Lillehei,  Department  of  Surgery, 
University  of  Minnesota,  will  preside. 

Each  section  will  be  headed  by  an  ack- 
iiowledged  leader  in  his  field : Cryosurgery 
for  Cancer  and  General  Surgery,  Dr.  Wil- 
liam Cahan,  Cancer  Memorial  Hospital,  New 
York;  Urology,  Dr.  Maurice  Gonder,  Millard 
Fillmore  Hospital,  Buffalo;  Dermatology, 
Dr.  Douglas  Torre,  Columbia  - Presbyterian 


Hospital,  New  York;  Gynecology,  Dr.  Frank 
Paloucek,  Cancer  Prevention  Center,  Chi- 
cago; Otolaryngology,  Dr.  Daniel  Miller, 
Massachusetts  Eye  and  Ear  Infirmary,  Bos- 
ton. 

Because  of  great  demand  for  a longer  ses- 
sion, the  Opthalmology  section  will  hold  a 
three-day  meeting  March  4-6.  Included 
among  the  speakers  are : Dr.  Claes  Dohlman, 
Retina  Foundation,  Boston;  Dr.  Harvey  Lin- 
coff,  Cornell  University,  New  York;  Dr. 
Harold  Scheie,  University  of  Pennsylvania, 
Philadelphia;  Dr.  Charles  Schepens,  Retina 
Foundation  and  Harvard  University,  Bos- 
ton; and  Dr.  Paul  Sugar,  Wayne  State  Uni- 
versity, Detroit. 

For  further  information,  write:  Mary 
Trueblood,  Secretary,  Society  for  Cryosur- 
gery, 30  N.  Michigan  Avenue,  Chicago,  Illi- 
nois 60602. 

Medical  library  association 
scholarships 

MLA  is  offering  one  $1,500  scholarship 
and  the  Paul  Jolowicz  scholarship  of  $1,000 
to  qualified  students  who  will  enter  library 
school  in  the  summer  or  fall  of  1971. 

Applications  are  available  from  any  ALA 
accredited  library  school,  or  from  the  MLA 
central  office.  Suite  2023,  919  N.  Michigan 
Ave.,  Chicago,  111.  60611. 


Postgraduate  program  and  cruise 

The  Department  of  Postgraduate  Medi- 
cine of  Albany  Medical  College  announces 
reservations  now  being  accepted  for  the 
Twelfth  Postgraduate  Medical  Seminar 
Cruise  January  5-20,  1971. 

A 15-day  cruise  from  New  York  aboard 
the  luxurious  and  distinguished  ship  “Grips- 
holm”  of  the  Swedish  American  Line. 

Ports  of  call  include  San  Juan,  Dominica, 
St.  Vincent,  Trinidad,  Barbados,  Martinique, 
and  St.  Thomas. 
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Faculty  of  the  Albany  Medical  College  will 
present  a comprehensive  shipboard  post- 
graduate program,  covering  subjects  in  in- 
ternal medicine,  cardiology,  oncology,  psy- 
chiatry, surgery,  and  obstetrics  and  gyne- 
colog>\ 

Request  has  been  made  for  continuation 

Out  of  the  Blue 

When  you  feel  someone’s  hot  forehead, 
you  cool  it  with  your  hand,  and  the  tempera- 
ture you  take  may  be  your  own.  When  you 
watch  children  at  play,  to  see  what  children 
do  when  they  play,  they  watch  you,  too,  and 
you  do  not  see  what  you  want  to  see.  It’s 
like  the  girl  who  could  tell  that  her  boy 
friend  loved  her,  by  the  way  he  looked  at  her 
when  she  wasn’t  looking  at  him.  And  when 
you  take  a patient’s  blood  pressure,  you 
learn  only  what  his  pressure  is  in  a doctor’s 
office,  not  what  it  is  at  home.  For  test- 
ing methods  often  change  what  they  are 
testing,  and  unless  the  examiner  knows  this, 
his  results  may  have  little  value. 

It  is  more  than  likely  that  weather  re- 
porters tell  us  more  than  we  want  to  know. 
For  the  current  temperature  I need  only 
consult  my  own  thermometer,  and  I can  find 
out  if  it  is  raining  by  looking  out  the  win- 
dow; a glance  at  the  sky  enables  me  to  di- 
agnose the  presence  of  clouds.  Predictions 
are  of  course  desirable,  and  I do  not  mind 
the  predictor’s  taking  refuge  in  30  or  50 
percent  chances  of  rain.  He  used  to  say 
“probably  rain’’  and  felt  foolish  when  there 
wasn’t  any.  “Fifty  percent  chance’’  of  “pre- 
cipitation” obviously  means  half  a chance 
that  it  won’t  rain,  and  my  own  prediction 
is  that  the  incidence  of  ulcers  in  weather 
bureau  personnel  is  going  to  go  down.  Of 
course,  “precipitation  in  the  form  of  snow” 
is  just  snow.  Now  they  tell  those  of  us 
who  live  in  Lincoln  what  the  weather  is  in 
Phoenix.  That’s  one  thing  we  can’t  find  out 
for  ourselves  by  looking  at  a thermometer, 
but  who  cares  what  the  temperature  is  in 
Phoenix?  Phoenicians,  I guess.  They’re  the 
ones  who  invented  money,  you  know. 

Went  to  buy  a portable  TV.  Of  course, 
portable  means  anything  that’s  not  nailed 


study  credit  by  the  American  Academy  of 
General  Practice. 

For  information  write  to : Girard  J.  Craft, 
M.D.,  Department  of  Postgraduate  Medi- 
cine, Albany  Medical  College,  Albany,  New 
York  12208. 


down,  or  specifically,  something  you  can 
lift,  but  that  depends  on  who  is  doing  the 
lifting.  Some  of  the  sets  they  pointed  to 
needed  a portable  crane.  Anyway,  the  sales- 
man asked  brightly,  when  I had  finally  col- 
lared him,  “What  kind  do  you  want,  elec- 
tric?” “No,  gas,”  I said,  just  as  brightly. 

— F.C. 


Splenectomy  for  Hematologic  Disorders  — 

S.  I.  Schwartz,  R.  P.  Bernard,  and  A.  W. 

Bauman  (260  Crittenden  Blvd,  Rochester, 

NY).  Arch  Surg  101:338-347  (Aug) 

1970. 

A review  of  200  cases  of  splenectomy  for 
hematologic  disorders  showed  that  anticipat- 
ed good  results  were  achieved  for  all  pa- 
tients with  hereditary  spherocytosis  and 
over  80%  of  patients  with  ITP.  Four  of 
seven  patients  with  TTP  improved  dramat- 
ically following  surgery.  The  majority  of 
patients  with  hematologic  disorders  associat- 
ed with  lymphoma  and  leukemia  also  im- 
proved in  regard  to  their  hypersplenism  and 
symptoms  attributable  to  splenomegaly. 
Splenectomy,  when  performed  on  a selective 
basis  on  patients  with  myeloid  metaplasia 
and  thalassemia  was  generally  beneficial. 
The  overall  hospital  mortality  was  7%.  All 
deaths  were  related  to  the  basic  disease ; 
the  immediate  cause  was  usually  cerebral 
hemorrhage.  An  overall  complication  rate 
of  18%  was  recorded  most  frequently  in  pa- 
tients with  thalassemia  and  myeloid  meta- 
plasia. The  results  justify  splenectomy  in 
refractory  or  severe  ITP  and  TTP  and  in 
nearly  all  symptomatic  splenomegaly. 
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The  Funny  Bone 


How  Much  Do  You  Weigh? 

“I  used  to  weigh  150.” 

Department  Of  Definitions. 

Dentist:  the  one  whose  patients  drive 
him  to  extraction. 

The  Oldest  Medical  Joke. 

How  to  cure  a cold:  Stand  in  the  rain 
and  get  pneumonia;  we  can  cure  that. 


The  Chart. 

“He  was  not  clubbed.” 

Remember? 

Flypaper. 

Slow  Death  Of  The  English  Language. 
“Contemporary  news.” 

— F.C. 


Down  Memory  Lane 


1.  I noticed  a day  or  two  ago  a report 
where  a parent  had  allowed  a child  to  die  of 
malignant  diphtheria  without  medical  at- 
tendance, and  the  Court  decided  the  man 
was  guilty  of  murder  and  fined  him  a thou- 
sand dollars. 

2.  What  was  I using?  It  was  humanized 
virus. 

3.  Among  the  anaesthetic  solutions  which 
have  been  and  are  being  used  at  present  are 
sterile  water,  ethyl  chloride,  quinine  ane 
urea  hydrochloride,  apothesine,  beta  eucaine 
hydro-chlorate  and  the  lactate,  alypin,  stov- 
aine, novocaine  or  procaine,  and  chlorotone, 
as  well  as  several  others. 

4.  It  is  true  that  our  present  day  meth- 
ods of  treatment  hold  out  very  little  hope 
in  advanced  or  late  cases  of  cancer;  but  it 
is  equally  true,  that  recognition  of  early 
symptoms  and  immediate  competent  treat- 
ment justifies  a most  sanguine  attitude  and 
really  gives  hope  of  ultimate  successful 
treatment  of  the  majority  of  cancerous  and 
precancerous  conditions. 

5.  During  our  late  war  with  Germany  we 
lost  fifty  thousand  men  as  a direct  result  of 
battle  and  disease  incident  to  the  war. 

6.  At  a special  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation, Chicago,  November  11th,  the  annual 
fellowship  dues  were  increased  from  five  to 
six  dollars. 


7.  A Home  for  the  Aged  and  Infirm  is 
also  a crying  need  in  Nebraska. 

8.  By  an  explosion  of  a water  heater  in 
the  basement,  the  Morrow  Hospital  at  Sew- 
ard was  badly  wrecked  Oct.  25th.  No  pa- 
tients were  injured. 

9.  Every  surgeon  of  eperience  is  familiar 
with  the  direful  calamity  of  pulmonary  em- 
bolism following  surgical  operations. 

10.  Blowing  the  nose  is  not  always  suc- 
cessful in  clearing  away  the  whole  of  the 
dust  and  dirt  that  has  become  adherent  to 
the  mucous  membrane ; washing  it  internally 
with  tepid  water  certainly  ensures  this  and 
is  not  a difficult  or  unpleasant  thing. 

Nebraska  State  Medical  Journal 
December,  1920 


Approach  to  Management  of  Phenylketo- 
nuria — R.  Koch  et  al  (Children’s  Hosp, 
Los  Angeles).  J Pediat  76:815-828 
(JuneS  1970. 

Data  are  reported  on  126  cases  of  classic 
phenylketonuria  and  14  children  with  per- 
sistent mild  hyperphenylalaninemia.  Best 
results  were  obtained  with  early  diagnosis 
and  excellent  dietary  control. 
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GENERAL 


REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMITTEES 

(These  reports  appear  as  originally  sub- 
mitted. For  the  House  of  Delegates’  delib- 
erations, possible  changes,  and  final  action, 
refer  to  the  minutes  which  follow  these  re- 
ports.) 

REPORT  OF  BOARD  OF  TRUSTEES 

R.  Russell  Best,  M.D.,  Omaha,  Chairman  ; Carl  Frank,  M.D,, 
Scottsbluff ; George  B.  Salter,  M.D.,  Norfolk ; Herman  V. 
Nuss,  M.D.,  Sutton. 

This  report  of  the  Board  of  Trustees  concerns 
the  period  from  January  1,  1970,  to  August  31, 
1970. 

Since  January  1,  1970,  the  Board  has  had  a meet- 
ing in  April  and  in  place  of  a special  meeting  in 
the  late  summer,  it  has  been  decided  to  hold  a Board 
meeting  the  Friday  night  of  the  fall  meeting.  The 
Board  each  year  usually  has  several  joint  telephone 
conferences  which  prove  less  time  consuming  and 
less  expensive  for  the  Association. 

BUDGET  — As  previously  reported,  the  Board 
met  on  December  4,  1969,  to  study  and  present 
a budget  for  1970.  Although  all  items  are  individu- 
ally studied  and  budgeted,  the  Board  felt  that  we 
should  make  our  reports  on  the  total  expenditures 
of  the  Association  as  it  gives  more  realistic  informa- 
tion on  the  expenses  of  our  Association.  The  total 
budget  for  1969,  including  the  Journal,  was  $118,160, 
and  on  December  31,  there  was  a deficit  of  $5,- 
835.69,  and  for  1970,  a budget  of  $122,948,  was 
approved.  Through  August  31,  1970,  we  have  not 
over  expended  any  budget  items.  This  year  we 
are  expecting  a deficit  and  it  will  be  necessary 
to  draw  upon  our  investment  account.  Your  Board 
has  closely  studied  and  watched  our  investment 
account,  always  with  the  idea  that  if  some  in- 
creased or  new  expenditure  would  develop,  we 
would  be  covered  temporarily. 

This  year  we  have  four  items  of  additional  ex- 
penditures. Our  new  headquarters,  which  was  most 
necessary,  has  resulted  in  an  increased  rent  of  about 
$3,000  a year  plus  an  item  of  $4,000  for  moving  into 
the  new  headquarters  (additional  equipment  and 
decorating).  Fortunately,  R.M.P.  took  over  our  old 
space  which  saved  the  Association  about  $3,800. 

The  second  item  is  the  increasing  cost  of  our 
Journal.  The  News  Printing  Company  of  Norfolk, 
which  has  been  most  fair  with  us,  has  notified  the 
Association  that  a 12%  increase  has  become  neces- 
sary. There  is  also  the  lessening  of  net  profit 
from  advertising. 

The  third  item  concerns  the  approval  of  your  As- 
sociation regarding  the  expenses  of  both  A.M.A. 
Alternate  Delegates  to  the  annual  and  clinical 
meetings,  paying  the  transportation  at  coach  rate 
and  per  diem  not  to  exceed  $50.00. 

The  fourth  item  concerns  the  approval  of  your 
Association  for  paying  expenses  of  medical  student 
representation  at  the  Annual  and  Fall  Sessions. 
The  President  of  the  S. A.M.A.  from  both  Nebraska 
and  Creighton  and  a representative  from  the  Junior 
class  of  each  school  elected  by  their  respective 
classes  to  be  given  expenses. 

The  only  item  for  new  income  is  the  Nebraska 
Medical  Foundation  reimbursing  the  Nebraska  State 


Medical  Association  for  administrative  expenses. 
This  amounts  to  $1,200. 

JOURNAL  — The  Journal  budget  for  1970  is 
$28,800,  and  the  deficit  for  1970  is  estimated  at 
$11,792.  In  August  of  this  year,  Mr.  Neff,  your 
Executive  Secretary,  and  Dr.  Best,  Chairman  of 
the  Board  of  Trustees,  met  in  St.  Paul,  Minn.,  with 
the  representatives  from  the  other  states  of  the 
North  Central  Medical  Conference  for  the  purpose 
of  developing  a program  to  decrease  journal  ex- 
penses as  all  states  except  one  have  the  journal 
loss  item.  The  item  of  consolidating  the  expensive 
advertising  plates  into  a single  pattern  received 
the  most  discussion  and  will  be  further  discussed 
at  a meeting  of  the  North  Central  Conference  this 
fall.  Other  avenues  of  expense  cutting  could  de- 
velop if  this  first  item  is  approved  and  all  the 
states  agree  on  some  type  of  a joint  operation,  yet 
each  state  not  losing  its  identity. 

INVESTMENTS  — As  of  January  1970,  our  total 
investment  account  was  $89,512.92,  with  approxi- 
mately 20%  in  U.S.  treasury  bonds,  20%  in  cor- 
porate bonds,  60%  in  common  stocks.  As  is  well 
known,  this  has  been  a year  of  a changing  financial 
picture  with  varied  opinions  as  to  the  course  to 
pursue.  As  of  August  31,  1970,  our  investment 
account  amounts  to  $81,950.  Fortunately  we  have 
been  able  to  hold  firm  and  not  be  forced  to  sell  in- 
vestments at  a loss  to  cover  our  operating  expenses. 
If  we  do  have  some  deficit  spending  for  the  year,  it 
is  not  believed  that  we  will  be  forced  to  sell  any 
of  our  investments  which  reveal  a loss.  In  addition 
to  the  aforementioned  investment  account,  we  have 
the  Contingency  Fund  which  serves  as  the  operating 
fund  for  our  Association’s  part  in  administering 
the  progr-am  of  R.M.P.  The  balance  of  this  account 
is  $28,563,  consisting  of  cash  and  certificates  of 
deposit.  Your  Board  continues  to  keep  informed 
about  the  Nebraska-South  Dakota  Regional  Medical 
Program. 

HEADQUARTERS  — All  is  functioning  well  in 
our  new  office  area  in  the  First  National  Bank 
Building  and  is  proving  to  be  pleasing  and  prac- 
tical for  the  many  meetings  of  the  various  com- 
mittees of  our  Association. 

Respectfully  submitted, 

R.  RUSSELL  BEST,  M.D., 
Chairman. 

REPORT  OF  EDITOR, 

NEBRASKA  STATE  MEDICAL  JOURNAL 

Volume  54  of  the  Nebraska  State  Medical  Journal 
was  published  in  1969.  It  contains  102  articles 
written  by  154  authors  (the  last  time  there  were  70 
articles  by  96  authors),  and  48  editorials. 

Activities  at  state  and  national  meetings  are  re- 
ported continuously.  “Down  Memory  Lane,”  “The 
Funny  Bone,”  “While  Making  Rounds,”  and  “Medici- 
news”  have  been  continued. 

“The  Law”  has  been  added,  which  keeps  our  mem- 
bers informed  of  current  and  proposed  legislation, 
in  addition  to  “WashingtoNotes.”  “Send  For  It” 
has  been  started,  telling  readers  of  brochures  and 
films  to  be  loaned;  and  “It’s  New”  keeps  our  doc- 
tors informed  of  changes  in  drugs  and  devices. 

We  have  begun  to  include  pictures  of  our  mem- 
bers at  state  and  national  meetings;  from  time  to 
time,  we  now'  print  photographs  of  presidents  of 
our  various  state  medical  organizations.  The  Wom- 
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an’s  Auxiliary  reports  in  each  issue,  and  an  article 
written  by  the  President  of  the  X.S.M.A.  is  always 
included. 

We  strive  again  to  make  our  Journal  the  finest 
scientifically,  and  we  see  that  our  physicians  know 
what  is  going  on  in  Nebraska  and  in  the  country. 

The  Journal  enjoyed  a vei-y  good  year. 

Respectfully  submitted, 
FRANK  COLE,  M.D., 

Editor. 

REPORT  OF  THE  EXECUTIVE 
SECRETARY 

The  work  load  of  the  Association  has  continued 
to  accelerate  since  my  last  report.  Increased  com- 
mittee meetings,  officer  travel,  and  staff  activities 
have  contributed  to  one  of  the  busiest  years  in 
Association  histoiy.  Inasmuch  as  the  results  of 
Association  activity  will  be  reported  in  detail  in 
the  Handbook,  I will  utilize  this  report  to  give 
a brief  description  of  the  N.S.M.A.  work  with  a 
brief  preview  of  what  may  be  expected  in  the  com- 
ing months. 

LEGISLATION  — NATIONAL:  Currently  on 

the  drawing  boards  in  Washington  are  several 
pieces  of  health  care  legislation  which  are  of  vital 
interest  and  concern  to  the  medical  profession. 
Among  the  more  prominent  bills  are  the  A.M.A. 
Medicredit  Bill,  the  Fulton-Fannin  Bill,  Congress- 
man Durward  Hall’s  Bill,  the  Javits  Bill,  and  the 
Committee  of  100  and  Senator  Kennedy’s  Bill,  both 
of  which  are  practically  identical.  Also  I’eceiving 
prominent  attention  is  Senator  Bennett’s  Bill,  17550, 
which  provides  for  the  establishment  of  a peer  re- 
view organization.  Under  this  proposal,  State  Med- 
ical Societies  or  major  County  Medical  Societies 
could  become  involved  in  peer  review  activity  for 
all  health  care  services  received  by  the  patient,  in- 
cluding hospitalization  and  paramedical  services. 
These  issues  will  necessitate  continual  surveillance 
and  action  by  organized  medicine  to  insure  that 
the  concept  of  private  health  care  as  it  is  practiced 
today  is  not  disimpted  and  medicine  becomes  mere- 
ly a servant  of  the  Federal  government. 

LEGISLATION  — STATE:  Officers  of  the  As- 

sociation and  the  Medical  Service  Committee  have 
been  closely  watching  developments  of  potential 
state  legislation  that  would  be  of  interest  to  medi- 
cine. Our  legal  counsel  has  been  preparing  legisla- 
tion to  be  introduced  at  the  1971  State  Legislature 
proposing  certain  reliefs  in  the  area  of  malpractice 
plus  suggested  changes  in  the  sexual  psychopath 
law.  W’e  also  feel  that  the  issue  of  liberalizing 
Nebraska’s  abortion  law  will  again  come  befoi'e 
this  session  of  the  Legislature.  From  all  indica- 
tions, it  appears  that  state  legislative  activities 
will  certainly  equal  and  undoubtedly  surpass  those 
of  the  1969  session.  Your  officers,  staff.  Medical 
Service  Committee  and  our  Legislative  Consultant 
will  be  working  closely  together  to  see  that  the 
position  of  organized  medicine  is  made  known  on 
all  health  issues  that  come  before  the  1971  Legis- 
lature. In  addition,  we  will  need  the  continued  in- 
terest and  participation  of  the  membership  for  the 
purpose  of  contacting  State  Senators  at  the  local 
level  on  specific  issues. 

NEBRASKA  MEDICAL  FOUNDATION:  The 

Council  and  House  received  an  Annual  Report  from 
the  Foundation  in  April  of  this  year  and  the  pur- 


pose of  this  interim  report  is  to  give  you  a progress 
report  of  Foundation  activities.  Since  our  last  re- 
port, the  Foundation  has  made  loans  to  34  students 
totaling  $40,850.  This  brings  to  a grand  total, 
since  the  program  started,  of  loans  amounting  to 
$1,030,380  to  951  students.  At  its  annual  meeting, 
the  Foundation  discussed  the  possibility  of  estab- 
lishing an  additional  program  of  a scholarship  in 
cancer  and  heart  to  students  attending  our  two 
medical  schools.  At  the  present  time  we  are  com- 
piling criteria  for  establishment  of  these  scholar- 
ships and  hope  to  be  in  a position  to  initiate  this 
program  at  the  next  annual  meeting  in  April, 
1971.  As  in  the  past,  the  Foundation  extends  its 
appreciation  for  the  support  which  medicine  and 
the  Woman’s  Auxiliary  has  extended  to  the  student 
loan  program.  We  hope  that  you  will  continue  to 
support  the  Foundation  in  the  future  so  that  it 
may  cany  on  this  important  program. 

ASSOCIATION  ACTIVITIES:  We  are  now  set- 

tled in  our  new  headquarters  which  is  permitting 
us  to  carry  on  many  Association  activities  in  this 
office.  As  indicated  previously,  we  have  had  a 
record  number  of  meetings,  both  local,  state  and  na- 
tional, which  has  involved  officers  and  staff.  Over 
the  past  year  there  have  been  73  committee  meet- 
ings, 9 national  meetings,  and  33  conferences,  all 
of  which  have  been  attended  by  Association  repre- 
sentatives. We  do  not  anticipate  a decrease  in  our 
activity  due  to  the  forthcoming  session  of  our  Legis- 
lature and  increased  activity  of  Congress  concern- 
ing national  health  legislation.  Y'ou  may  be  as- 
sured that  representatives  of  your  Association  will 
be  present  at  or  take  necessary  action  as  all  issues, 
be  they  major  or  minor,  present  themselves  for 
action  on  behalf  of  organized  medicine. 

MEMBERSHIP:  Your  attention  is  called  to  the 

membership  breakdown  that  is  listed  below  and  we 
have  presented  for  comparison  pui-poses  the  1969 
and  1970  membership  totals.  Also  we  are  current- 
ly pursuing  the  specific  identification  of  all  licensed 
physicians  in  the  State  of  Nebraska  who  have  no 
membership  identification  with  the  Association. 
As  soon  as  this  information  is  compiled,  we  will 
make  it  available  to  the  individual  County  Medical 
Societies  for  their  information. 


1969 

1970 

Active 

1,239 

1,218 

Life 

108 

117 

Service 

5 

2 

TOTAL 

1,352 

1,337 

Less  Deceased 

8 

9 

TOTAL 

1,344 

1,328 

A.M.A.  Members 

1,225 

1,204 

Potential  Members 

20 

18 

New 

44 

46 

Reinstated  _ 

8 

6 

Total  new  doctors  moved 
into  state 

72 

70 

Respectfully  submitted, 

KENNETH  E.  NEFF, 
Executive  Secretaiy. 
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PROGRESS  REPORT 

NEBRASKA-SOUTH  DAKOTA  REGIONAL 
MEDICAL  PROGRAM 

In  my  last  report  to  the  House  of  Delegates,  I 
mentioned  the  award  of  $1,024,239  that  had  been 
given  to  the  Nebraska  State  Medical  Association, 
acting  as  grantee  for  the  Nebraska-South  Dakota 
Regional  Medical  Program,  which  provided  funds 
for  a Training  Program  for  Nurses  in  Intensive 
Coronary  Care  Units,  the  Communications  Facility 
and  the  Mobile  Cancer  Detection  Unit.  I closed 
my  last  report  with  the  statement  that  South  Da- 
kota had  applied  for  funding  as  a separate  Region. 

As  the  situation  now  exists.  South  Dakota  has 
submitted  an  application  for  a planning  grant  which 
is  in  the  process  of  review  by  appropriate  sections 
of  the  Regional  Medical  Programs  Service  in  Be- 
thesda.  A site  visit  to  both  South  Dakota  and 
Nebraska  has  been  scheduled  for  October  26th,  fol- 
lowing which  it  is  anticipated  that  the  National 
Advisory  Council  to  the  Regional  Medical  Pro- 
grams will  come  to  a decision  regarding  the  sep- 
aration. It  is  an  almost  foregone  conclusion  that 
the  five  new  projects  submitted  to  the  Regional 
Medical  Programs  Sei-vice  on  August  1st  will  not 
be  funded  at  this  time  inasmuch  as  each  project 
involved  activities  in  South  Dakota  as  well  as  Ne- 
braska. 

The  period  that  our  Program  is  passing  through 
at  this  time  is  particularly  frustrating  as  no  plans 
for  further  program  efforts  can  be  put  into  motion 
until  the  decision  for  separation  is  finalized.  We 
anticipate  that  December  is  the  earliest  that  we 
can  expect  an  answer,  however,  the  Nebraska  com- 
ponent of  the  Regional  Advisory  Group  and  its 
Executive  Committee  are  proceeding  on  the  as- 
sumption that  separation  will  occur.  Dr.  Brott,  the 
Chairman  of  the  Regional  Advisory  Group,  has  ap- 
pointed a Study  Committee  of  the  Advisory  Group 
to  restructure  the  By-Laws  under  which  the  Group 
must  function  as  well  as  to  make  the  necessary 
change  in  the  membership  of  the  Advisory  Group. 

Two  of  the  projects  that  were  approved  for  oper- 
ational funding  are  now  fully  operational,  namely 
the  Intensive  Coronary  Care  Training  Progiam  and 
the  Communications  Facility.  The  Mobile  Cancer 
Detection  Unit  is  in  the  final  stages  of  completion 
and  should  be  operational  by  the  middle  of  October. 

The  Intensive  Coronary  Care  Training  Program: 
The  Regional  Advisory  Group  allocated  $313,138 
to  this  project  which  provides  formalized  courses 
offered  at  Bryan  Memorial  Hospital,  Lincoln; 
Creighton  Memorial  St.  Joseph’s  Hospital,  Omaha; 
University  of  Nebraska  and  its  affiliated  hospitals 
in  Omaha;  as  well  as  the  University  of  South  Da- 
kota School  of  Medicine,  Vermillion;  Sioux  Valley 
Hospital,  Sioux  Falls;  and  St.  John’s  McNamara 
Hospital,  Rapid  City.  These  courses  have  been  de- 
signed to  fit  the  needs  of  the  nurse  and  physician 
population  in  their  area.  That  the  courses  are 
popular  is  attested  to  by  the  fact  that  to  date  125 
have  received  this  type  of  training,  both  didactic 
and  clinical.  Refresher  courses  for  physicians  are 
embodied  in  the  programs  offered  at  the  University 
of  Nebraska,  Creighton  University  School  of  Medi- 
cine and  the  University  of  South  Dakota  School  of 
Medicine.  Bryan  Memorial  Hospital  and  Creighton 
Memorial  St.  Joseph’s  Hospital  offer  additional 
courses  designed  for  technical  training. 


Complementary  to  the  formal  training  programs, 
the  Regional  Medical  Program  has  invested  in  three 
ROCOM  Multi-Media  Coronary  Training  Units  and 
six  Arrhythmia  Annes  and.  Six  Tutor  202’s,  complete 
with  the  necessary  cartridge  tapes,  for  a total  cost 
of  $31,272. 

For  a period  of  six  months,  the  ROCOM  Unit  of 
the  Hoffman-LaRoche  Company  loaned  the  Region 
thi-ee  additional  ROCOM  Units  to  supplement 
the  three  sets  that  had  been  purchased.  As  a result 
of  the  additional  equipment,  the  Coronary  Care 
Training  Committee  was  able  to  place  the  ROCOM 
Units  in  eight  locations  in  Nebraska  and  nine  in 
South  Dakota  for  three  months  at  a time.  To  date, 
359  nurses  in  Nebraska  and  265  in  South  Dakota 
have  participated  in  these  sessions  at  a cost  to 
the  Program  of  $50.90  per  individual.  As  is  true 
of  all  Regional  Medical  Program  projects,  the 
ROCOM  programs  are  in  the  process  of  evaluation. 

Our  experiences  with  this  portion  of  our  Intensive 
Coronary  Care  Training  Project  leads  us  to  believe 
that  it  is  a valuable  adjunct  in  the  pi'eparation  of 
nurses  to  better  seiwe  their  patients  in  commun- 
ity hospitals  when  they  are  faced  with  a cardiac 
emergency.  We  have  protocols  in  our  files  of 

four  patients  admitted  to  hospitals  in  a state  of 
cardiac  arrest  wherein  the  nurse  who  had  had  ex- 
perience in  the  ROCOM  sessions  was  able  to 
properly  handle  the  situation  before  the  patient’s 
physician  could  arrive  on  the  scene. 

Requests  from  physicians  and  hospitals  now  on 
hand  for  the  use  of  these  units  suggests  that  it 
will  take  two  years  to  satisfy  the  demands,  thus 
attesting  to  the  local  endorsement  of  the  effective- 
ness of  this  approach.  Coupling  this  with  the  over 
subscription  of  the  formalized  institutional  training 
program,  it  is  reasonable  to  believe  that  Intensive 
Coronary  Care  Training  Programs  are  filling  a 
definite  need  in  our  Region. 

The  Communications  Facility:  This  Facility,  un- 

der the  direction  of  George  L.  Morris,  Jr.,  Ed.D., 
has  two  major  thrusts  at  this  time.  Namely,  a dial 
access  Drug  Information  Seiwice  which  makes  it 
possible  for  physicians,  dentists  and  approved  nurs- 
es in  Nebraska,  South  Dakota,  Kansas  and  Iowa  to 
use  a toll  free  telephone  service  to  request  informa- 
tion concerning  the  indications,  contraindications, 
composition  and  therapeutic  usages  of  almost  any 
pharmaceutical  preparation.  A Pharmacist  holding 
a Master’s  Degree  has  been  employed  to  direct  this 
portion  of  the  Communications  Facility.  The 
switchboard  handling  the  requests  is  manned  on  a 
24  hour  basis  with  back-up  facilities  located  at 
McKennan  Hospital,  Sioux  Falls;  St.  John’s  Mc- 
Namara Hospital,  Rapid  City;  Mary  Banning  Hos- 
pital, Hastings;  Bryan  Memorial  Hospital,  Lincoln 
and  the  University  of  Nebraska  Medical  Center, 
Omaha. 

A select  group  of  pharmaceutical  aids  is  at  the 
disposal  of  the  Drug  Infonnation  staff,  in  addition 
to  which  the  Drug  Information  Service  has  ready 
access  to  pharmaceutical  manufacturers.  Very  re- 
cently, a physician  concerned  about  a particular 
reaction  manifested  by  a patient  inquired  as  to  the 
composition  of  several  medications  that  the  patient 
was  using.  Inquiry  to  the  several  manufacturers 
elicited  the  information  that  one  drug  had  in  sev- 
eral instances  caused  the  reaction  that  concerned 
the  physician. 
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gations.  Dr.  Lynch  is  recruiting  personnel  to  man 
the  unit  which  we  hope  will  be  ready  to  function 
by  mid  October.  The  unit  is  to  be  used  to  conduct 
a cancer  screening  program  among  the  Indian 
populations  of  Nebraska  and  South  Dakota  and  in 
remote  rural  areas  of  both  states  when  requested 
by  local  physicians  and  approved  by  the  County 
Medical  Society.  The  local  chapters  of  the  Cancer 
Society  have  been  approached  to  provide  some  vol- 
unteer help  and  local  physician  participation  in  the 
examining  procedures  will  be  encouraged  as  a con- 
tinuing educational  experience. 

The  budget  for  this  project  as  approved  by  our 
Regional  Advisory  Group  and  the  Regional  Medical 
Programs  Service  is  $134,739. 


A clinical  pharmacologist  is  also  available  on  a 
consultant  basis  to  the  program.  Questions  con- 
cerning drug  toxicity  or  matters  relative  to  poi- 
sons can  be  pi'omptly  relayed  to  the  Poison  Control 
Centers  in  either  Nebraska  or  South  Dakota 
through  the  24  hour  seiwice  provided  by  the  switch- 
board and  the  WATS  lines.  In  most  instances, 
the  information  requested  can  be  provided  within 
a matter  of  minutes  following  which  a written 
I'eport  is  sent  to  the  caller.  In  other  situations,  it 
may  take  longer,  however,  when  the  information  is 
obtained,  the  caller  receives  an  immediate  telephone 
response  as  well  as  a written  memorandum.  Ac- 
curate records  of  all  requests  and  answers  are  on 
file  in  the  Drug  Information  office. 

Some  transmission  difficulties  were  encountered 
during  the  first  weeks  of  operation,  however,  the 
problem  has  been  investigated  by  the  telepehone 
company  experts  as  well  as  outside  consultants. 
It  is  believed  that  the  difficulty  has  been  cor- 
rected as  of  now. 

The  second  element  of  the  Communications  Facil- 
ity is  concerned  with  providing  help  to  the  com- 
munity hospitals  of  the  Region  in  strengthening 
their  in-service  training  programs.  As  of  this  time, 
sixty  Nebraska  hospitals  out  of  110  have  had  per- 
sonal contacts  by  staff  members  and  eleven  hos- 
pitals have  had  written  contacts  with  a personal 
follow-up  visit  planned.  In  South  Dakota,  twenty- 
six  hospitals  have  had  personal  staff  visits  and  sev- 
en have  been  contacted  by  writing  to  them.  All 
told,  four  staff  members  have  traveled  22,075  miles 
in  setting  up  Coronary  Care  Training  Programs 
and  hospital  consultations. 

Services  to  community  hospitals  include  the  fol- 
lowing: The  production  by  our  media  specialist  of 
training  programs  for  four  hospitals;  two  or  more 
are  now  in  production  and  one  is  in  the  planning 
stage. 

Four  workshops  have  been  held  to  demonstrate  ad- 
ditional capabilities  of  media  material  already  in 
hand  in  the  hospital,  or  in  the  community.  One 
media  demonstration  was  presented  with  the  ad- 
ministrators from  five  hospitals  attending.  Media 
material  was  sent  to  111  hospitals  prior  to  October 
1970  with  fourteen  of  the  items  having  been  request- 
ed 74  times.  Those  fourteen  items  are  currently 
scheduled  for  use  in  25  hospitals  between  September 
1970  and  January  1971. 

Expansion  of  the  Communications  Facility  to  in- 
clude direct  access  through  its  switchboard  to  the 
University  of  Nebraska’s  tape  library  is  being 
planned  at  this  time.  Along  with  this  service,  the 
Regional  Medical  Program  will  engage  in  a study 
of  ways  and  means  to  augment  the  tape  library 
by  adding  approximately  50  tapes  to  the  110  that 
are  now  available. 

The  1970  budget  for  the  entire  Communications 
Facility  as  determined  by  the  Regional  Advisory- 
Group  and  approved  by  the  Regional  Medical  Pro- 
grams Service  is  $132,175. 

Jlobile  Cancer  Detection  Unit:  The  third  opera- 

tional project,  the  Mobile  Cancer  Detection  Pro- 
gram, utilizes  the  talents  of  Dr.  Henry  Lynch 
of  the  Creighton  faculty  as  Director  of  the  project. 
The  mobile  unit,  housed  in  a specially  constructed 
trailer  will  consist  of  x-ray  equipment  for  mam- 
mography, examining  tables  and  the  necessary 
equipment  used  for  pap  smears  and  colon  investi- 
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Telephone  Conferences  and  Credit  Courses:  The 
Planning  Committee,  with  approval  of  the  Regional 
Advisory  Group,  determined  that  the  primary  goal 
of  the  Nebraska-South  Dakota  Regional  Medical  Pro- 
gram of  1970  would  be  continuing  education.  In  fur- 
therance of  this  goal,  the  Program  entered  into  a con- 
tact with  the  University  of  Nebraska  and  its  Medical 
Center  to  initiate  Telephone  Conferences  between  fac- 
ulty members  of  the  medical  centers  and  the  staffs  of 
ten  community  hospitals,  five  of  which  would  be 
located  in  Nebraska  and  five  in  South  Dakota. 
Also,  the  contact  provided  that  the  University  of 
Nebraska  Medical  Center  would  inaugurate  circuit 
courses  in  two  locations  in  Nebraska  and  one  in 
South  Dakota.  As  this  is  being  written,  the  first 
of  these  courses  is  undenvay  in  Scottsbluff.  It  is 
envisioned  that  during  the  remainder  of  1970,  six 
programs  will  be  offered  in  these  three  locations. 
The  Telephone  Conferences  have  been  in  opera- 
tion for  only  one  month  and  aside  from  some  trans- 
mission problems  have  been  well  received. 

As  a component  of  the  total  award  to  the  Ne- 
braska-South Dakota  Regional  Medical  Program, 
$443,647*  was  allocated  by  Regional  Medical  Pro- 
grams Service  to  what  is  spoken  of  as  Core  Sup- 
port. The  Core  Support  provides  for  salaries, 
fringe  benefits,  equipment  and  supplies  for  the 
South  Dakota  Division  and  the  Regional  Medical 
Program  office  at  the  University  of  South  Dakota 
School  of  Medicine.  Support  is  also  provided  for 
the  Regional  Medical  Program  office  at  the  Univer- 
sity of  Nebraska  Medical  Center  as  well  as  a sim- 
ilar office  at  Creighton  University  School  of  Medi- 
cine, however,  each  of  the  latter  two  schools  are 
provided  for  in  separate  budgets  of  $58,225  and 
$45,448  respectively.  In  the  case  of  the  two  of- 
fices in  South  Dakota,  the  University  is  budgeted 
for  $34,240,  but  the  South  Dakota  Division  office 
is  considered  as  a part  of  the  Central  Office  in 
Lincoln  and  is  carried  in  the  Central  Office  budget 
of  $305,674. 

In  addition  to  salaries,  fringe  benefits,  equip- 
ment, printing,  telephone  and  supplies,  the  Central 
Office  provides  the  funds  for  travel,  lodging  and 
meals  for  all  committee  members  attending  regular 
meetings  of  the  Regional  Advisory  Group,  Execu- 
tive Committee,  Planning  Committee  and  its  Task 
Forces.  The  central  budget  also  provides  for  travel 
for  the  appropriate  staff  members  to  called  meetings 
by  Division  as  well  as  necessary  workshops  and 
seminars  having  to  do  with  Regional  Medical  Pro- 
gram operations. 

‘Included  in  this  amount  is  S93.408  for  administrative 
expense  for  the  Intensive  Coronar>-  Care  Training  Program  and 
the  Communications  Facility. 
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Surplus  funds  over  and  above  the  requirements 
mentioned  above  provides  funding  for  approval 
feasibility  studies  and  for  programs  such  as  the 
Telephone  Conferences,  the  Circuit  Courses  and 
the  ROCOM  Units  mentioned  above. 

It  will  be  of  interest  to  the  members  of  the  House 
of  Delegates  and  to  the  Association  to  know  that 
the  financial  aspects  of  the  Program  are  under 
scrutiny  by  both  Mr.  Neff  and  the  accounting  firm 
of  Dana  Cole  and  Company.  A monthly  audit  pre- 
pared by  that  company  assures  that  the  budgets  are 
being  adhered  to.  It  should  also  be  brought  to  the 
attention  of  the  members  that  all  Regional  Medical 
Programs  must  conform  to  the  Guidelines  established 
by  the  National  Advisory  Council  to  the  Regional 
Medical  Programs  Service. 

Respectfully  submitted, 
HAROLD  S.  MORGAN,  M.D., 
Program  Coordinator. 

REPORT  OF 

AD  HOC  COMMITTEE  ON  COMMITTEES 

The  Ad  Hoc  Committee  has  mailed  a question- 
naire to  all  committee  chairmen.  Returns  from 
these  questionnaires  have  been  discussed  by  the 
committee  and  we  submit  the  following  report. 

It  is  the  recommendation  of  this  committee  that 
the  following  standing  committees  be  retained: 

1.  Advisory  to  the  Auxiliary 

2.  Allied  Professions 

3.  Constitution  and  By  Laws 

4.  Health  Education  in  Schools  and  Colleges 

5.  Maternal  and  Child  Health 

6.  Medical  Service 

7.  Medicolegal  Advice 

8.  Medical  Education 

9.  Medi:ine  and  Religion 

10.  Mental  Health  and  Mental  Retardation 

11.  Policy 

12.  Relative  Value  Study 

13.  Rural  Medical  Service 

14.  Scientific  Sessions 

15.  Sub-Committee  on  Athletic  Injuries 

16.  Public  Relations 

17.  Cancer 

18.  Committee  on  Geriatrics 

It  is  the  recommendation  of  this  committee  that 
the  following  committees  be  combined  and  perhaps 
be  renamed: 

1.  Blood  and  Blood  Products  with  Hospital 
and  Professional  Relations 

2.  Civil  Defense  and  Disaster  with  Emergency 
Medical  Service  and  Traffic  Safety 

3.  Occupational  and  Industrial  Health  with 
Public  Health  and  Tuberculosis 

4.  Insurance  with  Prepayment  Medical  Care 

It  is  the  further  recommendation  of  this  commit- 
tee that  the  following  committees  be  omitted: 

1.  Cardiovascular 

2.  Continuing  Committee  on  Medical  Practice 

3.  Credentials 

4.  Planning 

5.  Diabetes 

6.  Rehabilitation 


Members  of  this  committee  will  be  available  to 
consult  with  the  reference  committee  to  which 
this  report  is  assigned. 

Respectfully  submitted, 

H.  G.  STEENBURG,  M.D., 

Aurora,  Chairman 

WILLIS  D.  WRIGHT,  M.D., 
Omaha 

DONALD  F.  PRINCE,  M.D., 
Minden 

CLYDE  MEDLAR,  M.D., 

Columbus 

CARL  J.  CORNELIUS,  JR.,  M.D., 
Sidney 

HARLAN  PAPENFUSS,  M.D., 
Lincoln 

REPORT  OF  CANCER  COMMITTEE 

Palph  Moore,  M.D.,  Omaha.  Chairman : Otto  S.  Troester, 
M.D.,  Lincoln;  Max  Raines,  M.D.,  North  Platte;  Daniel  Miller, 
M.D.,  Omaha  ; Henry  M.  Lemon.  M.D..  Omaha ; Joseph  C. 
Scott.  M.D.,  Omaha  ; William  T.  Griffin,  M.D.,  Lincoln  ; John 
B.  Davis.  M.D.,  Omaha. 

The  Cancer  Committee  of  the  Nebraska  State 
Medical  Association  has  unanimously  agreed  that 
cancer  should  be  a reportable  disease  in  Nebraska 
for  the  following  reasons: 

In  order  that  an  adequate  system  of  reporting 
cancer  would  make  available  to  the  medical  profes- 
sion accurate  information  instead  of  uncertain 
estimates  on  the  following: 

(a)  the  tiue  magnitude  of  the  cancer  prob- 
lem, 

(b)  the  relative  incidence  of  cancer  in  the 
various  sections  of  the  State  of  Nebraska 
and  among  various  social  and  economic 
groups, 

(c)  the  relation  between  cancer  and  such  fac- 
tors as  occupation, 

(d)  the  extent  of  the  alleged  increase  in  can- 
cer above  that  due  to  aging  of  the  popula- 
tion, 

(e)  the  accuracy  of  mortality  statistics. 

(f)  the  true  incidence  of  the  various  forms  of 
cancer  in  Nebraska. 

In  addition  it  is  felt  a valuable  index  would  be 
furnished  as  to  what  sections  of  the  population  and 
what  forms  of  cancer  require  the  greatest  attention 
and  application  of  such  control  measures  as  educa- 
tion. 

METHOD  OF  REPORTING 

The  method  of  reporting  could  occur  from  three 
sources,  namely: 

(1)  the  physician,  tumor  clinic  or  hospital, 

(2)  the  laboratory  where  the  surgical  speci- 
me:i  had  been  removed,  and 

(3)  from  the  death  certificate. 

The  reporting  form  must  be  kept  as  simple  as 
possible  to  insure  complete  and  accurate  information. 
The  laboratories,  both  private  and  hospital,  could 
report  this  information  by  means  of  a carbon  copy 
of  the  report  which  they  ordinarily  make  for  the 
physician  or  the  hospital  record.  These  reports 
could  be  collected  through  the  Nebraska  full-time 
health  officer’s  office.  In  addition,  any  death  in 
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Nebraska  for  which  a diagnosis  of  malignant  neo- 
plastic disease  is  listed  anywhere  on  a death  cer- 
tificate would  be  checked  to  see  if  it  had  been  pre- 
viously reported.  If  not,  this  would  become  an  ad- 
ditional reported  case.  It  is  felt  by  the  use  of 
this  method  of  reporting,  we  could  improve  the  com- 
pleteness of  reporting  cancer  throughout  Nebraska. 

In  summary,  we  believe  that  by  making  cancer 
a reportable  disease  through  the  technique  men- 
tioned above  that  this  would  be  most  useful  to  the 
doctors  of  Nebraska  as  it  would  give  us  a true 
figure  as  to  (1)  the  total  extent  of  the  disease, 
and  (2)  the  occurrence  by  site  involved  and  also 
help  us  evaluate  the  progress  in  cancer  control  pro- 
grams throughout  the  State  by  providing  summary 
statistics  to  all  members  of  the  Nebraska  State  Med- 
ical Association. 


Cancer  is  now  reportable  in  twenty-one  states, 
including  the  District  of  Columbia,  Puerto  Rico  and 
the  Virgin  Islands.  The  states  in  which  it  is  re- 
portable by  law  are: 


Alabama 

District  of  Columbia 

Idaho 

Kansas 

Kentucky 

Louisiana 

Minnesota 

Montana 

New  Mexico 

New  York  State 

North  Carolina 


North  Dakota 
Ohio 

Oklahoma 
Pennsylvania 
South  Carolina 
Utah 

Wisconsin 
Wyoming 
Puerto  Rico 
Virgin  Islands 


These  cancer  reports  must  be  kept  confidential 
by  the  State  Health  Officer.  The  repor-ts  of  the 
cancer  cases  in  the  State  of  Nebraska  must  not  be 
devulged  or  made  public  so  as  not  to  disclose  the 
identity  of  any  person. 

The  attached  form  could  be  used  on  the  confi- 
dential case  report  if  a carbon  copy  of  the  Path- 
ology report  is  not  used. 

Respectfully  submitted, 

RALPH  MOORE,  M.D., 
Chairman. 


.MALIGNANT  NEOPLASM  — CONFIDENTIAL 
CASE  REPORT 


Name  of  Patient 

L>ast  First 


Initial 


STAGE  OF  DISEASE  WHEN  FIRST  DIAGNOSED 
BY  PHYSICIAN  REPORTING 


In  situ 


Regional  nodes 
involved 


Local-  Metastatic. 

(nodes  neg.) Stage 

unknown 


HOSPITAL,  LABORATORY  OR  TUMOR 
REGISTRY  REPORTING 


Name 


Address 

Attending  Physician: 


Date  of  Death 

Month  Day  Year 

REPORT  OF  EMERGENCY  MEDICAL 
SERVICES  COMxMITTEE 

Kenneth  F.  Kimball,  M.D.,  Kearney,  Chairman ; Lynn  W. 
Thompson,  M.D.,  Blair;  Keith  Shuey.  M.D.,  Tecumseh ; Harris 
B.  Graves,  M.D.,  Waterloo;  Loren  E.  Imes,  M.D.,  Grand  Island; 
Donald  F.  Prince.  M.D.,  Minden ; Floyd  Shiffermiller,  M.D., 
Ainsworth  : John  J.  Ruffing,  M.D.,  Hemingford  ; Ralph  Moore, 
M.D.,  Omaha. 

The  Emergency  Medical  Services  Committee  has 
been  active  in  several  areas  this  past  year. 

Members  of  the  Committee  have  served  on  nu- 
merous committees  of  other  organizations  and  in 
this  manner  have  been  able  to  keep  the  Commit- 
tee as  a whole  informed  of  activities  in  this  im- 
portant field. 

We  have  worked  with  the  Nebraska  Safety 
Council  and  with  the  Governor’s  Committee  on 
Traffic  Highway  Safety.  This  activity  deals  with 
laws  needed  from  the  standpoint  of  traffic  high- 
way safety  and  ways  of  seeing  that  these  laws 
help  rather  than  restrict  safe  driving. 

Several  Committee  members  have  seiwed  on  two 
task  forces  for  the  State  Planning  Department 
dealing  with  rules  and  regulations  for  ambulances 
and  hospitals  in  Nebraska.  Our  stand  has  been  in 
favor  of  regulation  (not  legislation),  registration 
(not  licensing)  of  ambulances  and  inspection  of  hos- 
pitals with  emphasis  on  sharing  of  methods  and 
approaches  of  dealing  with  common  problems. 


Date 

.Address 

Date  of  Birth 

Sex Color 

M F . White  Negro  Other 

Marital  Status 

S M Wid.  Div.  Sep.  Unk. 

Date  of  Diagnosis 

Is  this  the  first  primary 

malignant  neoplasm  ? 

Yes  No  Unk. 

Primary  Site 

Histologic  Type 

Microscopically  Confirmed 

Yes  No 


One  member  has  been  active  in  the  development 
of  the  national  registry  for  Emergency  Medical 
Technicians-Ambulance  (EMT-A),  and  is  now  work- 
ing on  the  national  registry.  An  effort  continues 
to  be  made  to  insure  that  these  people  work  under 
the  local  physician.  We  are  likewise  talking  to 
responsible  people  within  the  Nebraska  State  Medi- 
cal Association  and  the  Nebraska  State  Health  De- 
partment to  be  sure  that  any  regulations  or  new 
laws  regarding  their  activity  will  be  in  the  patient’s 
best  interest. 

Real  progress  appears  to  be  near  in  our  effort 
to  get  hospital  markers  on  the  Interstate  System. 
The  Nebraska  State  Penal  Complex  is  now  turn- 
ing out  a standard  sign  recommended  by  the  Emer- 
gency Medical  Sendees  Commission  of  the  Ameri- 
can Medical  Association  to  the  Department  of 
Transportation  for  this  type  of  use.  This  sign 
will  also  be  available  to  communities  for  use  within 
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the  town  or  city  as  well  as  on  county  roads.  These 
are  to  be  available  for  purchase. 

The  use  of  the  medical  radio  frequency  in  our 
state  is  progressing  effectively  with  some  20  + 
communities  now  having  the  capability  to  communi- 
cate directly  between  their  dispatcher,  the  am- 
bulance and  the  hospital  emergency  department. 
It  goes  without  saying  that  they  may  also  move 
ambulances  from  one  town  to  another  and  still  have 
the  capability  of  intercommunication. 

The  Committee  is  working  with  the  Civil  De- 
fense Department  in  Nebraska  to  support  the  de- 
velopment of  an  evaluation  drill  in  the  Omaha 
area.  This  will  hopefully  involve  four  counties 
and  will  examine  the  ability  of  this  metropolitan 
area  to  respond  to  a major  disaster.  The  operation 
is  known  as  HADEX  71. 

The  effort  made  this  past  year  by  some  of  the 
telephone  companies  within  our  state  has  been  out- 
standing. They  have  moved  ahead  with  the  im- 
plementation of  a 911  system  at  their  own  expense. 
This  system  will  eventually  allow  any  person  in 
any  area  of  the  state  or  country  to  dial  911  and 
reach  an  emergency  operator.  Thus,  valuable  time 
will  not  be  lost  in  looking  for  numbers  to  call  when 
in  your  own  community,  but  more  particularly  when 
in  strange  areas.  We  recommend  that  the  State 
Medical  Association  through  its  House  of  Dele- 
gates commend  Northwestern  Bell  and  Lincoln 
Telephone  and  Telegraph  in  particular  for  their 
leadership  in  the  implementation  of  this  most  im- 
portant program  and  that  the  State  Medical  As- 
sociation support  by  resolution  the  development  of 
this  system  in  every  community  in  our  state.  Fur- 
ther we  recommend  that  copies  of  such  resolution 
be  furnished  to  each  Nebraska  telephone  company. 

Respectfully  submitted, 

KENNETH  K.  KIMBALL,  M.D., 
Chairman. 

REPORT  OF  INSURANCE  COMMITTEE 

Roger  D.  Mason,  M.D.,  McCook,  Chairman  : Stanley  Truhlsen, 
M.D.,  Omaha : Paul  Scott,  M.D.,  Auburn ; E.  M-  Walsh,  M.D., 
Omaha  ; Frank  Cole.  M.D..  Lincoln  ; A.  L.  Smith,  Jr.,  M.D., 
Lincoln  : James  Ramsay,  M.D.,  Atkinson  ; J.  Wbitney  Kelley, 
M.D.,  Omaha  : Eugene  F.  Lanspa.  M.D.,  Omaha. 

The  Insurance  Committee  of  your  Association 
has  continued  to  be  active  though  the  number  of 
meetings  has  been  reduced  in  the  past  six  months. 
Our  efforts  have  been  directed  toward  thi-ee  jobs: 
continuing  our  search  for  group  coverage,  com- 
piling at  least  a few  valid  statistics,  and  prepar- 
ing for  possible  alleviation  of  the  malpractice  prob- 
lem by  legislative  means. 

At  the  time  of  this  report  we  have  been  unable 
to  interest  any  carrier  in  underwriting  the  mem- 
bers of  our  Association  with  adequate  coverage. 
We  have  been  interested  and  have  contacted  Hart- 
ford Insurance  Company  since  they  wrote  the  five 
year  group  policy  for  the  Los  Angeles  County  Med- 
ical Society.  They  (Hartford)  plan  to  wait  for 
some  loss  experience  before  expanding  their  pro- 
gram. The  A.M.A.  has  also  become  active  in  try- 
ing to  make  group  malpractice  coverage  available. 
These  policies  will  be  on  a single  state  basis  and 
hopefully  the  first  ones  will  be  created  in  late 
1970  or  early  1971.  Your  Committee  recommends 
the  continued  permission  of  the  House  to  negotiate 
a state-wide  group  malpractice  policy  with  a suit- 
able carrier.  We  would  also  ask  your  permission 


to  negotiate  and  inaugurate  the  A.M.A.  group  policy 
if  made  available  to  us. 

During  August,  1970,  all  members  of  the  N.S.M.A. 
were  sent  a questionnaire  relative  to  their  present 
malpractice  coverage  and  the  results  of  that  survey 
are  attached  to  this  report  for  your  perusal.  It 
should  be  pointed  out  that  adequate  statistics,  or 
lack  of  same,  is  one  of  the  major  drawbacks  to  de- 
signing group  policies. 

A few  facts  brought  out  by  the  survey  bear 
emphasis: 

1.  Three  of  our  members,  at  least,  carry  no  mal- 
practice insurance. 

2.  One  out  of  five  of  our  members  has  had  a 
malpractice  suit. 

3.  Though  twenty-six  companies  are  writing  this 
type  of  insurance,  50%  of  our  members  are 
covered  by  two  of  these  companies. 

4.  Slightly  more  than  half  our  physicians  are 
practicing  in  group  associations  (with  at  least 
one  other  physician). 

5.  Approximately  80%  of  our  members  would 
be  interested  in  a group  policy  through  the 
N.S.M.A. 

6.  85%  of  our  members  have  received  premium 
increases. 

7.  $100,000/$3C0,000  is  the  limit  of  coverage 
carried  by  52%  of  our  members. 

The  response  ratio  (over  500)  to  the  question- 
naires was  truly  great  and  your  Committee  would 
like  to  thank  each  of  the  members  who  took  the 
time  to  answer  and  return  the  form. 

Our  third  area  of  concern  to  improve  the  ‘‘mal- 
practice problem”  for  our  state  involves  legisla- 
tion. At  the  time  of  this  report  it  is  hoped  that  we 
can  introduce  a bill  for  the  creation  of  a sensible 
statute  of  limitations  (four  years  after  the  act  or 
one  year  after  the  discovery  whichever  comes  first 
as  in  California). 

We  also  hope  to  introduce  legislation  to  require 
those  insurance  carriers  writing  malpractice  insur- 
ance to  annually  report  certain  statistical  informa- 
tion. This  would  help  guide  our  education  efforts, 
help  verify  the  “bureau  rating”  of  premium  levels, 
and  identify  the  extent  to  which  our  local  premiums 
are  affected  by  other  areas  of  the  United  States. 
Your  Committee  recommends  the  House  of  Dele- 
gates endorse,  with  legal  counsel  approval  and  the 
Medical  Service  Committee’s  concurrence,  the  intro- 
duction of  legislation  to  accomplish  these  goals. 

Respectfully  submitted, 

ROGER  D.  MASON,  M.D., 
Chairman. 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
TABULATION 

INSURANCE  QUESTIONNAIRE 
Number  of  Returns  as  of  September  18,  1970: 
533  (40%  of  membership).. 

Omaha:  194 
Lincoln:  89 
Out-State:  250 

Number  in  Group  Practice:  292 

Number  in  Solo  Practice:  241 
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carry  $100,000/ $300,000  in  malpractice  insur- 
ance 

13'/c  carry  $100,000/$1,000,000  in  malpractice  in- 
surance 

77r  carry  $200,000/ $600,000  in  malpractice  insur- 
ance 

289f  carry  various  dollar  limits 

Has  an  insurance  company  ever  cancelled  your 
policy?  Yes:  22  No:  58 

Have  you  received  increases  in  malpractice  premium 
rates?  Yes:  454  No:  57 

Have  you  ever  had  a malpractice  suit  filed  against 
you?  Yes:  101  No:  427 

Would  you  be  interested  in  participating  in  a state- 
wide program?  Yes:  427  No:  57 

The  major  malpractice  insurance  carriers  in  the 
state  are: 

iMedical  Protective 

St.  Paul 

I.N.A. 

Hartford 
Aetna 
Glen  Falls 

REPORT  OF  POLICY  COMMITTEE 

C.  R.  Brott,  M.D.,  Beatrice,  Chairman  ; J.  Whitney  Kelley. 
M.D.,  Omaha  ; Frank  H.  Tanner,  M.D..  Lincoln  : Robert  J. 
Morgan.  M.D.,  Alliance;  Roger  D.  Mason,  M.D.,  McCook. 

Your  Policy  Committee  has  met  at  monthly  inter- 
vals to  consider  items  of  importance  affecting  the 
Association.  Many  matters  have  been  considered 
by  the  Policy  Committee  since  its  last  report  to  the 
House  of  Delegates.  The  Committee  presents  the 
following  for  your  information  requesting  endorse- 
ment of  the  actions  taken  and  consideration  of 
the  proposals  being  presented  at  this  time: 

1.  While  meeting  in  April,  1970,  this  House 
of  Delegates  tabled  a motion  proposing  that  a 
member  of  any  peer  review  committee,  policy  com- 
mittee or  other  fee  adjudicating  body  not  be  a 
member  of  the  Blue  Shield  Board  of  Directors  and 
the  aforementioned  bodies  simultaneously.  The 
Policy  Committee  considered  this  matter  and  con- 
cluded that  restrictions  implied  in  the  motion  could 
be  detrimental  to  all  concerned.  N.S.M.A.  legal 
counsel  has  opined  that  the  dual  role  does  not 
necessarily  present  a conflict  of  interest.  There 
are  also  matters  of  geographical  distribution  and 
type  of  medical  practice  that  must  be  considered 
when  selecting  nominees  to  the  Board  of  Directors. 
Restrictions  such  as  this  could  also  prevent  certain 
physicians  election  to  office  in  the  Association 
should  they  be  seiwing  in  specific  roles  at  the  time 
of  consideration  for  office.  Adequate  communica- 
tion between  the  Association  and  Nebraska  Medical 
Service  must  also  be  continually  considered  and 
assured.  The  Policy  Committee  therefore  recom- 
mend.s  that  the  April,  1970,  motion  be  taken  from 
the  table,  considered  at  this  meeting  and  defeated. 

2.  The  Welfare  Department  was  contacted  re- 
questing information  on  whether  Medicaid  fees  to 
physicians  were  to  increase  after  July  1,  1970. 
Correspondence  revealed  that  no  increase  has  been 
provided  for  or  approved  by  the  Federal  govern- 
ment, and  this  situation  applies  to  Part  B of  Medi- 
care, as  well  as  the  Medicaid  program.  As  pro- 


vided in  the  House’s  adopted  ad-hoc  committee  re- 
port, Nebraska  Medical  Seiwice  supplied  proposed 
amendments  to  the  Medicare  Law  being  considered 
in  Congress  dealing  with  price  increase  restraints 
on  physician’s  fees.  The  Policy  Committee  felt 
this  information  would  be  of  interest  to  the  N.S.M.A. 
membership,  consequently  the  proposed  amended 
Medicare  fee  methodology  data  is  attached  to  this 
report. 

3.  The  Policy  Committee  was  contacted  by  the 
press  services  concerning  a stand  on  universal 
health  insurance.  A position  statement  was  de- 
veloped which  specified  the  Association  could  not 
support  any  plan  of  national  health  insurance  that 
provided  coverage  to  every  citizen  without  regard 
to  need  and  recognizing  that  the  better  phases  of 
present  programs  must  be  preserved.  The  state- 
ment emphasized  opposition  to  all  compulsion  in 
regard  to  national  health  insurance  while  noting 
concern  for  those  citizens  not  now  having  adequate 
coverage.  The  released  statement  mentioned  that 
the  Association  continues  to  maintain  faith  and  trust 
in  the  private  practice  of  medicine  concept  while 
being  continually  aware  of  the  objective  experi- 
mentation being  carried  on  in  new  methods  of  de- 
livering health  care.  Recognition  was  given  to  the 
premise  that  all  citizens  must  be  considered  when 
determining  the  merits  and  shortcomings  of  legis- 
lative proposals  such  as  those  currently  being  studied 
in  Congress.  The  Policy  Committee  requests  a stand 
on  National  Health  Insurance  by  this  House  of  Dele- 
gates and  further  recommends  that  the  House  estab- 
lish guidelines  relating  to  this  legislative  proposal 
now  before  Congress  and  resulting  in  increasing 
national  and  local  interest.  (A  copy  of  the  prelim- 
inary position  statement  is  attached). 

4.  The  Policy  Committee  has  continued  in  its 
assigned  task  of  adjudication  and  peer  review. 
Cases  have  been  presented  by  Nebraska  Medical 
Service,  the  Department  of  Public  Welfare  and 
by  Mutual  of  Omaha  as  the  Medicare  Part  B inter- 
mediary. Recognizing  that  a proposal  might  be 
considered  at  this  House  of  Delegates  session  to 
alter  current  mechanisms  in  this  regard,  the  Com- 
mittee stands  ready  to  present  background  informa- 
tion to  the  appropriate  reference  committee  and 
to  continue  in  the  future  as  directed  by  this  body. 

5.  The  Policy  Committee  considered  in  some 
depth  Resolution  #9  tabled  by  this  House  of  Dele- 
gates in  April,  1970,  and  recommended  for  further 
consideration  at  this  session.  The  Resolution  pro- 
posed abolishment  of  compulsory  A.M.A.  member- 
ship as  a pre-condition  to  state  medical  society 
membership.  The  Committee  wishes  to  note  the 
need  for  increased  capability  at  the  national  level 
which  will  allow  organized  medicine  to  effectively 
influence  the  health  care  mechanism  and  ultimate 
well-being  of  the  nation’s  citizens.  Organized  medi- 
cine’s voice  must  be  united  and  heard  across  the 
country  and  in  the  halls  of  Congress.  An  organ- 
ization will  measure  its  effectiveness  in  direct  pro- 
portion to  the  support  of  its  members.  Your  Policy 
Committee  therefore  recommends  defeat  of  that 
Resolution  which  would  eliminate  the  requirement 
of  combined  membership  in  your  county  medical  so- 
ciety, the  state  association  and  the  American  Medi- 
cal Association. 

6.  The  increase  in  dues  to  the  American  Medical 
Association  was  also  considered  in  some  depth  by  the 
Committee  and  it  was  soon  evident  that  a lack  of 
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information  regarding  need  and  justification  was 
causing  the  primary  concern  in  the  mind  of  the 
member.  The  Committee  therefore  encouraged  the 
presentation  of  desired  facts  by  the  panel  of  A.M.A. 
Delegates  and  Board  of  Trustees  represented  at 
this  Session  of  the  House  of  Delegates.  Preliminary 
planning  indicated  that  the  informational  program 
would  have  a beneficial  effect  in  solving  the  com- 
municative problem. 

7.  The  Committee  was  asked  to  consider  the 
utilization  guidelines  being  used  for  psychiatric 
patients  at  St.  Joseph’s  Hospital  in  Omaha.  The 
Committee  did  not  feel  it  could  endorse  the  proposal 
in  behalf  of  any  one  hospital,  but  did  recognize 
that  the  proposal  seemed  to  be  a desirable  ap- 
proach for  one  hospital  to  implement  for  one  of  its 
departments.  The  Committee  concurred  that  the 
House  of  Delegates  might  wish  to  consider  the 
proposal  as  a policy  statement  on  guidelines  for 
psychiatric  guidelines  after  it  has  been  distributed 
to  all  hospitals  providing  such  care  for  their  in- 
formation and  reaction. 

8.  The  Committee  wishes  to  call  the  Delegates 
attention  to  H.R.  17550  (Bennett  Bill)  currently 
before  Congress,  which  proposes  an  entirely  new 
concept  to  utilization  review  in  that  the  physician 
and  his  organization  become  the  primary,  respon- 
sible body  for  utilization  and  peer  review  of  all 
health  care  services  excepting  specific  hospital  ad- 
ministration. The  Policy  Committee  is  aware  of 
the  foundation  concept  being  initiated  by  some 
state  medical  associations  for  the  provision  of  peer 
review  and  utilization  review  services.  There  ap- 
pears to  be  sufficient  interest  to  warrant  further 
investigation  of  this  concept.  The  Policy  Com- 
mittee recommends  that  the  House  of  Delegates 
initiate  an  in-depth  study  of  this  legislation  and 
its  potential  far  reaching  effects  as  well  as  the 
foundation  concept,  in  order  that  a definite  posi- 
tion can  be  taken  based  upon  complete  knowledge 
and  the  desires  of  the  Association  membership. 
The  ad-hoc  committee  to  be  appointed  by  the  Speak- 
er of  this  House  of  Delegates. 

9.  The  Committee  received  and  considered  copies 
of  a letter  being  sent  from  New  York  City’s  Park 
East  Hospital  on  the  subject  of  abortion.  The 
Policy  Committee  recommends  that  the  House  of 
Delegates  review  and  consider  this  correspondence, 
and  that  if  deemed  necessary,  the  Association’s 
Delegates  to  the  American  Medical  Association  be 
instructed  to  prepare  and  introduce  into  that  body’s 
House  of  Delegates  an  appropriate  resolution  re- 
garding this  type  activity. 

10.  In  April,  1970,  the  House  of  Delegates  re- 
ceived and  tabled  until  this  session  a resolution 
supporting  the  American  Medical  Association’s  re- 
vised system  of  coding  and  nomenclature  of  medical 
services,  and  proposing  the  Association  urge  Ne- 
braska Blue  Shield  to  adopt  the  A.M.A.  system  of 
coding  and  nomenclature  as  the  universal  system 
for  description  of  medical  services.  The  resolution 
was  tabled  pending  the  availability  of  the  A.M.A.’s 
2nd  Edition  of  Current  Procedural  Terminology  and 
the  consideration  of  a report  being  prepared  for  the 
recent  meeting  of  the  A.M.A.’s  House  of  Delegates. 
The  revised  edition  is  now  available,  the  A.M.A. 
House  of  Delegates  has  accepted  a progress  report 
prompting  the  implementation  of  the  document,  and 
the  Policy  Committee  therefore  recommends  Reso- 
lution #10  (N.S.M.A.,  April,  1970)  be  removed 


from  the  table  and  accepted,  and  that  the  2nd  Edi- 
tion, Current  Procedural  Terminology  be  endorsed.) 

11.  As  directed  by  this  House  of  Delegates 
in  April,  1970,  the  Committee  has  considered  the 
proposal  of  Student  Membership  in  the  Nebraska 
State  Medical  Association.  The  Committee  con- 
sidered this  matter  in  detail  and  recommends  affirm- 
ative action  of  the  student  membership  proposal 
based  upon  the  following  criteria: 

a.  All  medical  students  at  the  University  of  Ne- 
braska College  of  Medicine  and  the  Creighton 
University  School  of  Medicine  should  be  in- 
vited to  become  student  members  of  the  Ne- 
braska State  Medical  Association. 

b.  All  student  members  should  be  allowed  to  at- 
tend all  Nebraska  State  Medical  Association 
meetings. 

c.  One  junior  and  one  senior  medical  student  from 
each  of  Nebraska’s  medical  schools  should  be 
seated  in  the  House  of  Delegates  with  vote. 

d.  Student  membership  dues  should  be  set  at 
$5.00  per  year  and  this  fee  to  include  the  Ne- 
braska State  Medical  Journal. 

Inteims  and  residents  can  currently  maintain  as- 
sociate memberships  in  the  Nebraska  State  Medical 
Association  and  receive  the  Nebraska  State  Medical 
JouiTial  for  a fee  of  $2.50  per  year.  The  Committee 
proposes  that  this  fee  or  annual  dues  figure  be 
raised  to  $7.50  in  conjunction  with  the  action  pro- 
po.sed  above. 

The  activity  of  the  Policy  Committee  has  been 
broad  in  scope  and  demanding  upon  the  time  of  the 
members.  I wish  to  thank  my  fellow  Committee 
members  for  their  untiring  effort  and  willingness 
to  accept  this  responsibility  placed  upon  them.  I 
also  wish  to  offer  the  services  of  the  Committee  to 
the  House  of  Delegates  in  any  future  activities  that 
may  be  directed  for  our  consideration. 

Respectfully  submitted, 

C.  R.  BROTT,  M.D., 

Chairman. 

AMENDED  MEDICARE  PREVAILING 
FEE  METHODOLOGY 

The  focus  of  national  attention  on  the  skyrocket- 
ing cost  of  the  Medicare  program  has  apparently 
influenced  amendments  recently  reported  out  of  the 
House  Ways  and  Means  Committee. 

To  be  sure,  program  amendments  contained  in 
House  of  Representatives  Bill  17550  (H.R.  17550) 
have  not  yet  become  law,  for  the  measure  awaits 
final  Congressional  action  at  this  writing.  It  is 
unlikely,  however,  that  the  technical  sections  of  the 
final  law  will  differ  significantly  from  the  present 
Ways  and  Means  Committee  version. 

H.R.  17550,  the  first  amendment  made  in  the 
Medicare  progiam  since  its  inception  in  1964,  is 
designed  “.  . . to  make  improvements  in  the  Medi- 
care, Medicaid,  and  maternal  and  child  health  pro- 
grams with  emphasis  upon  improvements  in  the 
operating  effectiveness  of  such  programs  . . .” 

Of  particular  interest  are  the  provisions  and  lim- 
its on  prevailing  charge  levels  contained  in  Title 
II,  Section  224  of  the  bill.  In  simplest  terms,  the 
law  instructs  the  Secretary  of  the  Department  of 
Health,  Education  and  Welfare  to  permit  increases 
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in  prevailing  charges  justified  by  “appropriate  eco- 
nomic index  data,”  utilizing  “statistical  data  and 
methodology  acceptable  to  the  Secretaiy.” 

Those  provisions  are  designed  to  slow  the  rise 
of  those  physicians  fees  covered  by  Medicare  to  the 
rate  of  price  increase  experienced  by  the  general 
economy.  H.R.  17550  provides  two  significant  meth- 
ods of  cost  containment  for  the  B portion  of  Medi- 
care. 

1.  Reduction  of  the  “prevailing  fee  limit”  (the 
permissible  number  of  “customary”  charges 
paid)  from  approximately  83  percent  to  75 
percent  of  those  submitted  by  physicians. 

2.  Linkage  of  the  acceptable  annual  rate  of  in- 
crease in  physicians’  fee  to  “appropriate  eco- 
nomic indexes.” 

These  Social  Security  Act  amendments  are  to  be 
fully  implemented  in  physician  reimbursement  for 
seiwices  rendered  during  fiscal  year  1972  and  there- 
after. Interim  provisions  are  included  in  the  bill 
to  cover  fiscal  1971  thereby  providing  time  for  the 
Secretary  to  develop  staistical  methodology  neces- 
sary to  calculate  permissible  fee  increases.  There- 
after, an  increment  factor  so  determined,  will  be 
applied  to  that  fee  which  includes  the  75th  percentile 
of  billed  charged  for  a particular  procedure. 

This  permissible  fee  increment  factor  will  be  con- 
structed annually  from  two  elements; 

1.  The  “all  items  less  medical  care”  component 
of  the  Consumer  Price  Index  (CPI),  will  be 
employed  to  determine  the  rate  of  increases 
for  that  fraction  of  the  physicians  total  fee 
allocable  to  practice  overhead  expenses. 

2.  The  remainder  of  the  permissible  increment 
factor  will  be  based  upon  the  general  rise  in 
earnings  in  the  physicians  own  locality. 

This  factor,  expressed  as  a percent  of  the  pre- 
vailing fee  limit,  will  be  calculated  annually,  and 
added  to  the  prevailing  fee  limit  to  obtain  the  limit 
for  the  following  year.  In  fiscal  1972  and  each 
subsequent  year,  the  prevailing  limit  will  “pay  in 
full”  (subject  to  deduction  and  coinsurance  fac- 
tors), the  lower  three  quarters  of  fee  for  services 
submitted  by  physicians. 

The  logic  of  the  approach  and  precise  calculation 
technique  intended  by  Congress  is  drawn  from  the 
Committee  report  on  H.R.  17550  to  the  House  of 
Representatives.  This  report  spells  out  in  specific 
terms,  the  “legislative  intent”  of  Congress  and  is  the 
source  document  for  all  future  interpretation  of  the 
language  of  the  law. 

The  proportionate  weight  of  each  of  the  com- 
ponents will  be  determined  from  evaluation  of 
“available  data”  dealing  with  the  relationship  be- 
tween overhead  and  net  physician  income,  including 
several  general  Internal  Revenue  Service  studies 
of  federal  income  tax  returns. 

The  specific  increment  formula  contained  in  the 
report  may  be  expressed 

(a  x)  -i-  (b  y)  = i 

where 

a = that  portion  of  physician  fees  which  are, 
on  average  absorbed  by  practice  overhead, 
as  a percent  of  gross  practice  income 
b = the  balance  of  gross  practice  income,  or 


average  net  earnings  as  a percent  of  gross 
practice  income 

X = annualized  rate  of  increase  for  the  GUI 
component  “all  items  less  medical  care”  in 
the  carrier  area 

y = average  annual  increase  in  earnings  in  the 
physician’s  area 
i = annual  fee  increment  factor 

An  example,  based  on  the  Committee  report,  will 
illustrate  the  operation  of  the  mechanism.  If  it 
has  been  detemiined  that  practice  overhead  expenses 
consume  forty  percent  of  gross  practice  income,  and 
the  area  price  increases  were  three  percent  and  the 
increase  in  earnings  five  percent  in  the  year,  we 
substitute  into  the  formula  and  obtain 
(.40  X .03)  = (.60  x .05)  = .042 
or,  an  increment  factor  for  the  year  of  4.2  percent, 
which  would  be  utilized  in  calculating  the  revised 
prevailing  fee  limit  for  the  year. 

Physician  fee  increments  would  not  be  automatic, 
but  those  which  do  not  exceed  the  new  prevailing 
fee  limit  will  be  permitted  without  question;  in- 
creases which  exceed  the  limit  will  be  reduced  to 
the  limit. 

Clearly,  the  Ways  and  Means  Committee  intends 
to  restrict  the  rise  in  physician  fees  covered  by 
Part  B of  Medicare. 

X.S.M.A.  POSITION  ON  NATIONAL 
HEALTH  INSURANCE 

The  Association  has  never  supported  a program 
for  National  Health  Insurance  and  would  be  opposed 
to  the  principle  of  compulsion  in  every  sense.  The 
Association  recognizes  the  benefits  that  have  been 
derived  through  the  more  desirable  phases  of  pres- 
ent progi'ams.  We  recognize  that  all  citizens  must 
have  adequate  coverage  available  on  a voluntary 
basis. 

The  Policy  Committee  of  the  Nebraska  State  Med- 
ical Association  has  considered  the  various  proposals 
currently  before  Congress  for  a National  Health 
Insurance  Program.  Included  were  the  A.M.A.’s 
Medicredit  Bill,  the  Fulton-Fannin  Bills,  the  Com- 
mittee of  100  Proposal  and  others.  The  Policy 
Committee  concurs  there  are  a number  of  statements 
that  reflect  the  attitudes  of  the  N.S.M.A.  on  this 
important  subject. 

The  Association  continues  to  maintain  faith  and 
trust  in  the  private  practice  of  medicine  and  pride 
in  its  accomplishments,  but  continues  to  be  aware  of 
objective  experimentation  in  new  methods  of  de- 
livery of  medical  care.  The  Association  feels  that 
organized  medicine  must  develop  better  lines  of 
communication  with  all  health  insurance  carriers,  in- 
cluding the  Federal  Government.  The  Association 
presently  does  not  feel  it  should  engage  in  the 
practice  of  medicine.  It  is  the  perogative  of  any 
agency  to  solicit  the  cooperation  of  a doctor  or 
groups  of  doctors  to  meet  the  medical  needs  of 
certain  groups  of  citizens  just  as  they  have  in  the 
past.  If  an  association  should  become  operational 
in  rendering  medical  seiwices,  it  could  eventually 
lose  its  ability  to  advise  innovations  or  to  voice  dis- 
sent. In  this  regard  we  also  disagree  with  those 
that  feel  the  medical  profession  should  abandon  its 
public  position  that  private  practice  or  fee-for- 
sen'ice  is  the  highly  desirable  method  in  the  de- 
livery of  medical  services.  This  has  not,  however. 
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precluded  physicians  from  engaging  in  other  organ- 
izational methods  or  approaches  to  the  provision 
of  medical  services  of  which  there  are  at  least  fif- 
teen or  twenty  in  the  United  States.  We  continue  to 
endorse  a pluralistic  system  of  delivery  and  shun 
the  possibility  of  a monolithic  compulsory  system. 

The  Policy  Committee  recognizes  that  all  citizens 
must  be  considered  when  determining  the  merits 
and  shortcomings  of  legislative  proposals  such  as 
these.  The  N.S.M.A.’s  House  of  Delegates  will  be 
approached  regarding  a stand  on  all  proposals  re- 
garding National  Health  Insurance  at  its  meet- 
ing in  October. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

James  Dunlap.  M.D.,  Norfolk,  Ch-airman ; Russell  Gorthey, 
M.D.,  Lincoln  : Vincent  Lynn,  M.D..  Geneva  ; T.  J.  L«mke,  Jr., 
M.D.,  Columbus ; J.  J.  Grier,  M.D.,  Omaha ; Clyde  Kleager, 
M.D.,  Hastings. 

Your  Committee  has  met  on  two  occasions  during 
the  past  year  at  which  time  discussion  was  carried 
on  relative  to  this  Committee’s  expanded  scope  of 
activity,  problems  related  to  the  surgical  assistant 
fee  program,  outpatient  diagnostic  seiwices  and  utili- 
zation and  peer  review.  In  addition,  some  members 
have  regularly  attended  meetings  of  the  Blue  Shield 
Board  of  Directors. 

The  Prepayment  Medical  Care  Committee  again 
recommends  continued  approval  of  Blue  Shield  by 
the  Nebraska  State  Medical  Association. 

The  majority  of  Blue  Shield  board  members  are 
practicing  physicians  interested  in  the  economic 
aspect  of  medical  care.  The  profession  therefore 
enjoys  representation  in  the  conduct  of  the  affairs 
of  the  Blue  Shield  insurance  plans  which  do  not 
exist  with  other  methods  of  third-party  payors. 
There  is  increasing  comment  among  powerful 
peoples  that  this  special  relationship  which  exists 
between  Blue  Shield  and  the  medical  profession  as 
providers  of  care  and  recipients  of  the  health  care 
dollar  adversely  affect  the  interest  of  the  consum- 
er. It  has  even  been  suggested  by  these  same  peo- 
ple that  the  future  Blue  Shield  Boards  of  Directors 
reflect  the  consumer  by  giving  them  controlling 
interest,  “even  if  it  means  seeking  new  enabling 
legislation.”  Because  of  this,  it  behooves  members 
of  this  association  to  take  an  active  interest  in  Blue 
Shield;  to  communicate  with,  cooperate  with  and 
understand  problems  faced  by  the  Board;  to  edu- 
cate themselves  to  the  implications  of  rising  medical 
care  costs;  to  be  aware  of  changing  concepts  of 
medical  care  delivery  systems  and  methods  of  re- 
imbursement, and  to  face  up  to  the  economic  re- 
sponsibility which  is  theirs  within  their  own  physi- 
cian run  organization. 

This  Committee  of  the  N.S.M.A.  acting  in  liaison 
between  Blue  Shield  and  the  profession  has  had  the 
privilege  of  attending  meetings  of  the  Blue  Shield 
Board.  Members  of  Blue  Shield  have  also  attended 
meetings  of  the  Prepayment  Medical  Care  Com- 
mittee during  the  past  year.  In  this  manner,  com- 
munication of  problems  can  be  effectively  carried 
on  and  positive  steps  taken  more  quickly  and  effi- 
ciently to  solve  these  problems.  Because  of  this 
close  liaison,  it  is  highly  recommended  that  prob- 
lems relevant  to  Blue  Shield  be  directed  to  this 
Committee  rather  than  by  resolution  on  the  floor 
of  the  House  of  Delegates.  These  problems  can  be 
more  thoroughly  delved  into  in  Committee,  or 
through  this  report  in  reference  committee  of  the 


House,  thereby  avoiding  adverse  publicity  of  news 
media  and  the  public  who  are  becoming  more  and 
more  dubious  of  this  unique  relationship  which  in- 
cludes doctors  on  both  sides  of  the  bargaining  table. 
Denunciation  of  policies  in  open  forum  and  every- 
day internal  problems  made  public  can  only  suggest 
to  the  consumer  a split  in  the  ranks  of  the  profes- 
sion — a major  step  toward  seeking  other  methods 
of  health  care  delivery  and  payment. 

A third,  frequently  forgotten,  but  unique  ad- 
vantage to  members  of  this  Association  is  that  Blue 
Shield  is  available  and  responsive  through  its  physi- 
cian relation  staff.  Unique  because  commercial 
carriers  are  less  receptive  to  physician-oriented 
problems  and  more  receptive  toward  insurance  com- 
pany-oriented problems.  Unique  because  govern- 
ment has  established  stringent  regulations  of  its 
own  apart  from  physician  participation  in  policy 
making.  Physicians  can  and  are  encouraged  to  com- 
municate their  problems  directly  with  representa- 
tives of  Nebraska  Medical  Service. 

Nebraska  Blue  Shield  observed  its  25th  anni- 
versary on  October  19,  1969.  During  this  time,  it 
has  received  continued  approval  by  the  N.S.M.A. 
and  has  had  growing  acceptance  by  the  public. 
Total  enrollment  in  Nebraska  is  about  360,000  with 
over  40,000  new  members  in  1969.  This  represents 
the  greatest  enrollment  increase  in  plans  of  its 
size  in  the  country.  However,  rate  increase  averag- 
ing 30%  was  necessitated  on  March  1,  1970.  The 
increased  cost  of  medical  care  necessitated  this 
rate  increase,  the  first  since  1965,  primarily  due  to 
the  increase  in  number  of  services  per  contract  (from 
3000  services/1000  contracts  to  3300  services/ 
1000  contracts  in  the  first  two  quarters  of  1970), 
and  due  to  increase  in  cost  per  seiwice  (from  $20.22, 
June  ’68  to  June  ’69  to  $21.63,  June  ’69  to  June  ’70, 
to  $22.12  in  the  second  quarter,  1970). 

Medical  care  prices  continue  to  rise  along  with  the 
economic  inflation  in  the  nation  due  to  the  wage- 
price  spiral  which  affects  hospitals  also,  and  due  to 
the  continued  heavy  demand  for  health  care  services. 
Unions  and  management  are  demanding  more  effi- 
cient means  of  health  care  delivery  for  the  dollar 
spent.  There  are  now  and  there  will  undoubtedly 
be  an  increasing  number  of  proponents  and  pro- 
posals for  changes  in  the  health  care  delivery  sys- 
tem in  this  country  aimed  at  reduced  cost  per  service 
and  increased  efficiency  of  delivery.  The  practicing 
physician  can  no  longer  ignore  these  demands. 
Self-policing  is  a necessity.  Utilization  review  and 
peer  review  mechanisms  set  up  within  our  own 
society,  if  strong  and  active,  may  be  one  way  of 
keeping  the  w'olf  from  the  door  — but,  if  ineffective 
and  deceptive,  development  of  new  patterns  of 
care,  cost  control  and  utilization  standards  may  be 
developed  from  outside  our  own  society. 

Criteria  for  health  care  have  always  been  used 
by  the  physician  in  the  best  interest  of  his  patient 
and  as  such  should  remain  in  the  hands  of  the  physi- 
cian whether  it  be  by  the  individual  physician,  his 
peers  or  a Board  of  physicians  of  a third  party. 
Utilization  review  activities  of  hospital  medical 
staffs  are  required  for  Medicare  recipients  and  a 
considerable  portion  of  the  professional  relations 
activities  of  Blue  Shield  is  directed  toward  this 
effort.  This  is  meant  to  be  an  instructional  and 
educational  effort  to  comply  with  government  regu- 
lations so  that  the  hospital  and/or  the  patient  will 
be  properly  reimbursed.  Failure  on  the  part  of  the 
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physicians  to  properly  justify  usage  of  hospitaliza- 
tion (as  noted  in  the  diagnoses  of  the  hospital  ‘face 
sheet’)  is  the  primary  reason  for  rejection  of  claims 
and  subsequent  necessity  for  independent  judgment 
by  Blue  Shield,  by  the  hospital  utilization  committee 
or  by  the  peer  review  mechanism.  There  are  those 
who  resist  this  professional  control  idea.  It  should 
be  noted  that,  at  the  time  of  this  report,  it  is  still 
professional  control  and  not  consumer  control. 

Of  increasing  importance  to  the  affairs  of  this 
Committee  (as  well  as  the  Medical  Association  as 
a whole)  will  be  the  concept  of  the  ‘prepaid  group 
practice’  type  of  medical  care.  It  is  recommended 
that  this  Committee  research  and  report  on  this 
growing  concept.  Significant  figures  (if  true), 
such  as  40Vr  less  cost/patient  than  private  practice 
and  private  hospitals,  presented  by  large  prepaid 
group  practices  are  not  being  ignored  by  govern- 
ment, by  labor,  by  management.  This  concept 
could  be  a reality  in  the  shoit  span  of  three  years. 
What  will  be  the  role  of  the  solo  practitioner,  the 
rural  physician,  the  community  hospital  ? What 
will  be  the  role  of  the  consumer  — the  patient? 
What  will  be  the  role  of  Blue  Shield  ? All  of  us 
are  vitally  interested  in  the  future  of  medical  care, 
health  delivery  systems,  insurance  programs.  An 
indication  of  the  thinking  and  direction  of  the  fu- 
ture physician  may  be  obtained  from  the  following 
quotation  of  a member  of  the  executive  board  of  the 
S.A.M.A.:  “A  form  of  national  health  insurance  is 
necessary  to  make  significant  progress  toward  the 
realization  of  health  care  as  a basic  right.” 

Respectfully  submitted, 

WILLIAM  J.  CHLEBORAD,  M.D., 
Former  Chairman. 

(Submitted  at  the  request  of  and  with  the 
approval  of  James  H.  Dunlap,  M.D.) 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

William  Griffin.  M.D.,  Lincoln.  Chairman  : Willis  D.  Wright. 
M.D..  Omaha:  Theo.  Koefoot.  Jr.,  M.D.,  Broken  Bow:  Wil- 

liam Doering,  M.D..  Franklin;  John  W.  Porter.  M.D.,  Beatrice; 
Donald  Matthews.  M.D.,  Lincoln  ; G.  P.  McArdle.  M.D..  Omaha  : 
Mrs.  John  C.  Filkins.  Omaha. 

The  House  of  Delegates  of  our  Association  in 
April,  1970,  considered  and  adopted  a resolution 
which  instructed  our  A.M.A.  Delegates  to  prepare  a 
suitable  resolution  directing  the  A.M.A.  employ 
a competent  national  public  information  firm  to 
tell  the  American  people  the  tnie  story  of  the  role 
the  medical  profession  has  played  in  improving 
the  nation’s  health  during  the  last  one-half  century. 
The  N.S.M.A.  House  of  Delegates  further  directed 
that  our  Association  assume  a position  of  offense 
and  a positive  nature  in  this  regard  and  that  a pub- 
lic relations  firm  be  utilized  on  a consulting  basis. 

A suitable  resolution  was  drafted  and  submitted 
to  the  June  meeting  of  the  A.M.A.  House  of  Dele- 
gates. The  resulting  action  was  referral  to  the 
A.M.A.’s  Board  of  Trustees.  A Board  of  Trustees 
Report  proposing  a national  communi'ations  pro- 
gram for  the  1970’s  was  adopted  whi^'h  called  for 
the  profession  to  continue  and  accelerate  the  posi- 
tive actions  necessary  to  solve  the  problem  and 
overcome  the  challenges  of  the  decade:  to  provide 
better  medical  and  health  care  to  all  the  people 
of  the  nation  and  to  eliminate  whatever  deficien- 
cies exist  in  the  availability  and  quality  of  that 
care.  It  further  surmised  that  the  profession  must 
commit  itself  to  a long  - term  program  recognizing 


that  no  matter  how  well  any  program  of  communi- 
cation is  designed,  how  efficiently  it  is  carried  out 
or  how  generously  it  is  endowed,  desirable  results 
cannot  be  expected  quickly.  The  program  proposed 
by  the  A.M.A.  had  several  major  elements  includ- 
ing television  documentaries,  educational  advertis- 
ing, accelerated  media  relations,  more  intense  health 
education  of  the  pub  ic,  expansion  of  audiovisual 
capabilities,  increased  magazine  relations  efforts, 
and  among  other  things,  public  relations  counseling 
for  medical  associations. 

N.SM.A.  PUBLIC  RELATIONS  ACTIVITIES: 
The  Association  has  distributed  12  News  Releases 
thus  far  in  1970  to  Nebraska  radio  stations,  tele- 
vision stations  and  newspapers,  as  well  as  the  wire 
services.  The  subject  matter  of  the  Releases  has 
included  Association  position  statements  or  in- 
formation on  activities  that  were  felt  to  be  of  im- 
portance to  the  public.  The  subjects  included  also 
socio-economic  matters. 

The  Association  sponsored  the  Hall  of  Health  ex- 
hibit at  the  1970  Nebraska  State  Fair.  The  Asso- 
ciation and  sixteen  professional,  vo'untary  and 
allied  health  groups  presented  the  exhibits  which 
were  viewed  by  more  than  40,OCO  people  during  the 
Fair. 

The  Association  continues  to  hold  memberships  in 
the  Nebraska  Broadcaster’s  Association,  the  Cham- 
ber of  Commei’ce,  and  the  Advertising  Club  which 
allows  for  collaboration  and  association  with  mem- 
bers of  these  groups.  The  N.S.M.A.  organized  the 
Nebraska  Inter-Agency  Health  Planning  Council 
which  currently  has  a membership  of  eighteen  or- 
ganizations. The  Council  sponsored  the  “Sons  and 
Daughters”  series  on  ETV  and  plans  are  underway 
to  present  a series  on  drug  abuse  in  early  1971. 

The  N.S.M.A.  Public  Health  Education  Program 
provides  current  information  to  Nebraska’s  radio 
stations,  television  stations,  and  the  newspapers  on 
a monthly  basis.  This  program  was  initiated  in  No- 
vember of  1968  and  has  continued  to  increase  in 
scope  of  coverage  since  that  time.  The  media’s 
utilization  of  the  materials  is  scrutinized  as  close- 
ly as  possible  by  the  N.S.M.A.  to  determine  the 
effectiveness  of  this  effort. 

The  press  clipping  service  indicated  that  a total 
of  126  papers  out  of  a possible  229  used  a total  of 
1,812  individual  or  multiple  Health  Tips  during 
1969.  The  697  separate  issues  that  provided  these 
1,812  clippings  represented  6,884,956  printed  news- 
papers in  which  at  least  one  Health  Tip  appeared. 

Initial  response  to  this  program  by  the  state’s 
fifty-four  radio  stations  indicated  the  use  of  the 
eight  Health  Tips  sent  each  month  was  state-wide 
in  scope.  Twenty-six  stations  returned  the  initial 
card  requesting  the  information  each  month. 
(Twenty-eight  did  not  return  the  card,  but  we  esti- 
mate some  are  using  the  materials  as  listener  re- 
action has  proved  this  to  be  the  case)-.  Five  Ne- 
braska television  stations  responded  to  our  initial 
ma'Ung  of  Health  Tips  and  35  m.m.  color  slides  in- 
dicating or  requesting  that  the  materials  be  sent 
each  month.  The  mail  response  in  the  headquar- 
ters office  to  Health  Tips  offering  free  medical 
identification  cai-d,  information  on  the  emergency 
medical  identification  device,  and  information  on 
health  careers  has  been  of  uniform  distribution 
across  the  State,  consequently  we  assume  that  a 
sizeable  number  of  the  stations  and  newspapers  are 
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utilizing  the  materials.  260  requests  for  informa- 
tion have  been  received  thus  far  in  1970.  Each 
was  answered  by  personal  letter  along  with  avail- 
able brochures  and  information,  or  a suggestion 
as  to  where  the  requested  material  might  be  ob- 
tained. 

The  Association  will  again  promote  Community 
Health  Week  during  late  October,  1970.  Primarj’ 
emphasis  this  year  will  center  on  health  careers, 
nutrition  and  immunization.  The  Woman’s  Aux- 
iliary will  be  involved  in  programming  on  these 
subjects  and  the  headquarters  office  will  assist  in 
the  distribution  of  News  Releases  and  spot  an- 
nouncements. 

The  N.S.M.A.’s  Rural  Medical  Service  Commit- 
tee, in  cooperation  with  the  two  medical  schools  and 
the  Nebraska  Academy  of  General  Practice,  spon- 
sored a two-day  community-student  information 
program  in  May.  Doctor  J.  Jerome  Wildgen  of 
Kalispell,  Montana,  was  invited  to  address  the 
schools’  student  body  each  morning  and  forty-four 
Nebraska  communities  seeking  physicians  were  in- 
vited to  present  exhibits  and  discuss  their  com- 
munity’s benefits  with  medical  students  during  each 
afternoon.  The  program  was  felt  to  be  quite  bene- 
ficial to  all  participating  parties  and  a resulting 
article  in  the  AMERICAN  MEDICAL  NEWS 
prompted  an  inquiry  for  specific  information  con- 
cerning the  project  for  possible  inclusion  in  one 
of  the  television  documentaries  being  developed  by 
the  A.M.A.  The  article  has  also  resulted  in  in- 
creased interest  in  possible  Nebraska  practice  sites 
by  physicians  seeking  locations  for  medical  prac- 
tice. 

The  Public  Relations  Committee  has  met  twice 
since  the  N.S.M.A.  Annual  Session  in  April.  The 
first  meeting  of  the  Committee  served  as  an  infor- 
mational session  at  which  the  group  discussed  cur- 
rent activities  and  potential  areas  of  challenge  that 
might  be  undertaken.  It  was  decided  better  com- 
munication is  needed  with  Nebraska  physicians  as 
well  as  with  the  public. 

A member  of  the  A.M.A.’s  public  relations  staff 
was  present  at  the  Committee’s  second  meeting  for 
discussion  and  liaison  purposes  and  his  expertise 
was  felt  to  be  of  benefit.  The  Committee  centered 
its  discussions  on  the  professional,  non-professional 
and  governmental  facets  of  any  public  relations 
program  that  might  be  undertaken  either  nationally 
or  within  our  State.  The  Committee  spent  consid- 
erable time  discussing  the  public  relations  program 
to  be  undertaken  by  the  A.M.A. 

The  Public  Relations  Committee  at  its  second 
meeting  also  considered  a proposal  from  the  Thomp- 
son Company  of  Lincoln  for  public  relations  service 
on  a consulting  basis.  The  activities  proposed  in- 
cluded: 

1.  Production  of  an  increased  number  of  News 
Releases  dea’ing  with  reader  interest  subjects 
on  both  a state  and  county  by  county  basis. 

2.  Initiation  of  additional  public  programs  of 
an  educational  nature  with  single  interest 
groups. 

3.  The  initiation  of  public  information  pro- 
grams through  service  clubs  and  other  groups 
to  cultivate  the  business-professional-indus- 
trial civic  leadership  in  communities. 

4.  Additional  promotion  of  a health  month  pro- 
gram. 


5.  Channeling  public  information  materials  into 
special  interest  magazines  and  house  organs. 

6.  A study  of  the  possibilities  of  co-sponsoring 
health  fairs  at  various  centers  of  population 
in  cooperation  with  allied  professions  and 
other  interested  groups. 

The  Public  Relations  Committee  agreed  that  there 
is  a need  for  consulting  and  productive  assistance 
such  as  that  proposed  by  The  Thompson  Company. 
The  Committee  also  feels  there  is  a need  for  great- 
er exposure  to  the  news  media,  and  in  this  regard  the 
proposed  expert  assistance  would  be  valuable. 

The  Committee  therefore  proposes  that  the  ex- 
pansion of  the  N.S.M.A.  public  relations  program 
be  approved  and  that  necessary  funding  be  provid- 
ed. The  Committee  proposes  the  public  relations  pro- 
posal of  The  Thompson  Company  be  accepted. 

It  must  be  remembered  that  funding  alone  will 
not  produce  the  desired  results.  The  ultimate  test 
will  come  when  people  who  are  favorably  impressed 
look  at  their  own  communities  to  see  what  their 
own  physicians  are  doing.  The  continued  sup- 
portive efforts  of  all  county  medical  societies  and 
indeed  all  N.S.M.A.  members  must  be  assured 
or  any  efforts  undertaken  will  be  for  naught.  There 
is  no  one  mechanism  or  program  that  can  assure 
success  of  a public  relations  program  or  this  Com- 
mittee’s efforts  unless  there  is  complete  cooperation 
and  continued  perseverance  by  all  physicians. 

Respectfully  submitted, 
WILLIAM  GRIFFIN,  M.D., 
Chairman. 

REPORT  OF  MENTAL  HEALTH  AND  MENTAL 
RETARDATION  COMMITTEE 

J.  Whitney  Kelley,  M.D.,  Omaha.  Chainnan ; C.  H.  Farrell, 
M.D.,  Omaha ; James  Dunlap,  M.D.,  Norfolk ; Robert  Osborne, 
M.D.,  Lincoln  : John  Baldwin,  M.D.,  Lincoln ; Charles  Land- 
graf.  Jr.,  M.D.,  Hastings : Henry  G.  Waters.  M.D.,  Omaha ; 
Robert  Wigton,  M.D.,  Omaha  ; C.  R.  Frerichs,  M.D.,  Beatrice. 

The  Mental  Health  Committee  met  several  times 
and  has  discussed  at  some  length  the  possible  revi- 
sions to  the  sex  psychopath  law,  which  are  more 
in  keeping  with  modern  practices  in  psychiatry. 
Considerable  care  was  taken  so  that  the  varying 
points  of  view  in  psychiatry  were  well  represented 
in  the  Committee. 

We  compiled  and  put  into  final  form  the  revi- 
sion of  the  present  sex  psychopath  law  and  the  final 
approval  of  this  new  law  will  be  accomplished  be- 
fore the  meeting  of  the  House  of  Delegates,  but 
after  this  report  has  been  sent  to  you. 

I will  be  able  to  give  you  the  final  results  at 
the  meeting  of  the  House  of  Delegates. 

Respectfully  submitted, 

J.  WHITNEY  KELLEY,  M.D., 
Chairman. 

REPORT  OF  RURAL  MEDICAL  SERVICE 
COMMITTEE 

Robert  B.  Benthack,  M.D.,  Wayne.  Chairman  : Richard  L. 
Toilefson,  M.D.,  Wausa ; F.  A.  Mountford,  M.D.,  Davenport ; 
Joseph  Holthaus.  M.D.,  Omaha  : C.  Lee  Retelsdorf.  M.D., 

Omah-a  ; Francis  L.  Land,  M.D.,  Omaha  ; Michael  Haller,  M.D., 
Omaha. 

Rural  Medical  Day  was  held  May  7 and  8,  1970. 
Doctor  Jerome  Wildgen  of  Kalispell,  Montana, 
Chairman  of  the  Commission  on  Education,  Ameri- 
can Academy  of  General  Practice,  spoke  to  students 
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at  St.  Joseph’s  Hospital  on  the  morning  of  May 
7th  with  an  attendance  of  8.  A second  meeting 
was  scheduled  for  the  students  in  the  morning  at 
Creighton  University  Medical  School.  However, 
this  event  was  canceled  when  all  scheduled  activ- 
ities were  suspended  by  the  Creighton  University 
President  at  student  request  because  of  the  unfor- 
tunate incident  at  Kent  State  University.  Dm-ing 
the  afternoon,  26  communities  set  up  exhibits  at  St. 
Joseph  Hospital  to  explain  their  needs  and  what  they 
had  to  offer  a physician  seeking  a location.  This 
again  was  not  too  well  attended  due  to  the  Kent 
State  Moratorium,  but  was  considered  a success 
nevertheless.  As  one  community  representative 
put  it,  “This  is  more  prospective  doctors  than  we 
have  been  able  to  see  previously.” 

On  May  8,  1970,  Doctor  Wildgen  gave  two  talks 
at  the  University  of  Nebraska.  These  were  both 
well  attended  by  50  at  one  session  and  55  at  the 
other  and  considerable  interest  was  demonstrated. 
In  the  afternoon  28  communities  set  up  exhibits  in 
the  cafeteria  of  the  University  of  Nebraska  Hos- 
pital which  was  attended  by  nearly  200  medical  stu- 
dents and  graduates.  A reception  was  held  Friday 
evening  in  the  Hotel  Blackstone  where  it  was  hoped 
that  medical  students,  their  wives  and  community 
representatives  would  again  have  an  opportunity  to 
meet.  The  reception  was  sponsored  in  part  by  Blue 
Cross-Blue  Shield  and  Northern  Natuial  Gas.  This 
activity  was  rather  poorly  attended  which  was  prob- 
ably a scheduling  problem. 

The  Committee  is  presently  making  plans  for  next 
year’s  Rural  Medical  Day  and  we  hope  to  have  the 
meting  schduled  well  ahead  of  time  so  that  con- 
flicts with  academic  schedules  may  be  avoided.  The 
present  plans  are  to  schedule  a meeting  about  the 
second  week  of  April  with  the  guest  speaker  at 
Creighton  University  during  the  morning  hours, 
the  University  of  Nebraska  during  the  afternoon, 
and  having  the  community  exhibits  during  the  eve- 
ning at  a time  when  students  from  both  schools  and 
their  wives  can  attend.  The  Committee  asked  for 
and  received  excellent  cooperation  from  the 
Academy  of  General  Practice  and  we  will  ask  the 
Academy  to  work  with  us  again  for  the  next  meet- 
ing. 

The  Committee  recommends  that  the  House  of 
Delegates  authoiize  the  Committee  to  continue  the 
Rural  Medical  Day  program  as  outlined  and  pro- 
vide the  necessary  funding  to  assure  a successful 
result. 

Respectfully  submitted, 

ROBERT  B.  BENTHACK,  M.D., 
Chairman. 

REPORT  OF  SCIENTIFIC  SESSIONS 
COMMITTEE 

Stanley  Truhlsen,  M.D.,  Omaha.  Chairman : L.  Palmer  John- 
son, M.D..  Lincoln  ; Warren  Q.  Bradley.  M.D.,  Lincoln  : Charles 
Ashby.  M.D.,  Geneva  : John  D.  Coe,  M.D.,  Omaha  : Bruce  F. 
Claussen.  M.D..  North  Platte. 

This  Committee  has  held  three  meetings  during 
the  summer.  A fourth  is  scheduled  for  September 
24,  1970,  after  submission  of  this  report. 

After  consideration  of  the  attendance  figures 
for  the  1970  Session  and  those  of  the  preceding  five 
years,  it  was  decided  by  the  Committee  that  the 
general  format  of  the  meeting  for  1971  should  fol- 
low that  of  the  1970  Session.  There  will  be  four 
panel  discussions  led  by  a moderator.  These  panel 


discussions  will  run  approximately  an  hour  and  45 
minutes  with  short  individual  contributions  by  the 
moderator  of  the  panel  as  well  as  the  individual 
panel  members,  after  which  a question  and  answer 
period  will  be  conducted. 

The  subjects  selected  for  the  1971  Session  are: 
Symposium  on  Thyroid  Disease,  Tuesday,  9:30  a.m.; 
Symposium  on  Arterial  Vascular  Insufficiency — 
Medical  and  Surgical  Management,  Tuesday,  2:30 
p.m.;  Symposium  on  the  Care  of  the  Coronary  Pa- 
tient, Wednesday,  9:30  a.m.;  and,  as  suggested  by 
the  House  of  Delegates  at  the  1970  Annual  Session, 
the  Wednesday  p.m.  session  will  be  a Symposium 
on  the  Child  With  Learning  Problems.  Your  Com- 
mittee is  at  the  present  time  arranging  for  the 
moderators  and  the  participants  in  these  panels. 

The  activities  for  Sunday  and  Monday  will  re- 
main unchanged.  Sportsman’s  Day  events  will  take 
place  Monday  afternoon  and  the  Sportsman’s  Award 
Dinner  Monday  evening.  Walter  Bornemeier,  M.D., 
President  of  the  American  Medical  Association,  has 
accepted  our  invitation  to  be  present  and  give  a 
lecture  at  the  Tuesday  noon  luncheon.  A change  in 
the  format  for  Tuesday  evening  includes  the  Presi- 
dent’s Reception  to  be  held  at  the  new  Hilton  Hotel 
following  the  afternoon  scientific  sessions,  instead 
of  on  Wednesday.  Fun  Night  is  to  be  replaced  by 
an  annual  dinner-dance  on  Tuesday  night  at  the 
Hilton  Hotel. 

On  Wednesday  noon,  the  Annual  Distinguished 
Nebraska  Lecture  will  be  given  by  Doctor  Allan 
Moritz.  Presentation  of  50-year  pins  will  also  be 
carried  out  at  the  Wednesday  luncheon.  The  guests 
in  attendance  at  the  luncheon  will  be  invited  to  at- 
tend the  Symposium  on  the  Child  With  Learning 
Problems  to  follow  during  the  afternoon  session. 
The  annual  meeting  wiU  close  Wednesday  afternoon 
at  the  conclusion  of  the  scientific  program. 

Respectfully  submitted, 
STANLEY  TRUHLSEN,  M.D., 
Chairman. 

REPORT  OF  SUB  COMMITTEE  ON 
ATHLETIC  INJURIES 

John  G.  Yost,  M.D.,  Hastings,  Chairman ; Stanley  M.  Bach, 
M.D..  Omaha:  R.  B.  Benthack,  M.D..  Wayne:  Bruce  Claus- 
sen, M.D.,  North  Platte:  S.  I.  Fuenning.  M.D..  Lincoln:  Paul 
Goetowski,  M.D.,  Lincoln  : Otis  Miller,  M.D.,  Ord  ; L.  R.  Smith, 
M.D.,  Kearney ; John  E.  Murphy,  M.D.,  Aurora : George  Sulli- 
van. R.P.T..  Lincoln  ; Wayne  Wagner,  A.T.,  Omaha  : Mr.  Harold 
McClure,  Kearney. 

The  Sub-Committee  on  Athletic  Injuries  sponsored 
its  Eighth  Annual  Seminar  on  Medical  Aspects  of 
Competitive  Athletics  on  August  21,  1970.  The 
meeting  was  a successful  venture  and  the  attendance 
records  indicate  the  following  distribution: 


Physicians  37 

Dentists 3 

Physical  Therapists 10 

N.S.A.A.  2 

School  Administrators 2 

Coaches  and  Trainers 73 

Miscellaneous  2 


Total  129 


The  Committee  will  sponsor  a half-day  meeting 
of  the  Nebraska  High  School  Team  Physicians  As- 
sociation on  October  24,  1970,  prior  to  the  Oklahoma 
State  football  game.  The  Oklahoma  State  team 
physician  will  again  address  our  morning  session. 
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In  addition  to  the  above  activities,  the  Committee 
is  reviewing  and  evaluating  a system  for  develop- 
ment in  the  state’s  high  schools  to  better  determine 
the  optimum  weight  for  wrestlers.  This  activity  was 
prompted  by  the  Board  of  Control  of  the  Nebraska 
School  Activities  Association  and  joint  meetings  are 
being  held  with  representatives  of  that  body  in  the 
development  of  a workable,  acceptable  program  for 
implementation  in  the  near  future. 

Respectfully  submitted, 

JOHN  G.  YOST,  M.D., 
Chairman. 

REPORT  OF  TRAFFIC  SAFETY 
COM.MITTEE 

P,  B.  Olsson,  M.D.,  Lexington,  Chairm-an  ; H.  O.  Paulson, 
M.D.,  Lincoln  : Richard  B.  Svehla,  M.D.,  Omaha  ; Kenneth 

Kimball,  M.D.,  Kearney : George  B.  Salter,  M.D.,  Norfolk ; 
Vein  F.  Deyke.  M.D.,  Columbus. 

The  Traffic  Safety  Committee  has  held  several 
meetings  recently  with  representatives  of  the  High- 
way Safety  Program  and  the  Department  of  Motor 
Vehicles  of  the  State  of  Nebraska. 

At  our  first  meeting,  we  met  with  the  Director 
of  the  Highway  Safety  Program  who  is  responsible 
for  implementing  the  Highway  Safety  Act  of  1966. 
At  this  particular  meeting,  the  Committee  discussed 
the  highway  safety  standards  which  were  recom- 
mended under  the  1966  Act.  This  program  is  han- 
dled through  the  Office  of  Planning  and  Program- 
ming. The  Committee  also  expressed  concern  and 
interest  concerning  the  need  to  review  the  criteria 
for  physical  and  vision  testing  of  persons  obtaining 
drivers  licenses  to  operate  a motor  vehicle. 

We  also  discussed  the  matter  of  increasing  prob- 
lems concerning  those  individuals  driving  tinrcks. 
The  representative  of  the  Department  which  met 
with  our  Committee  recommended  that  we  meet 
with  the  Director  of  Motor  Vehicles  and  his  staff 
to  discuss  the  area  of  driver  license  examinations. 

Following  this  recommendation,  the  Committee 
next  met  with  Mr.  Carroll  Weedlun,  Director  of  the 
Department  of  Motor  Vehicles,  and  members  of  his 
staff.  At  this  meeting  we  informed  Mr.  Weedlun 
that  our  Committee  was  interested  in  the  problems 
of  driver  examinations  and  would  like  to  assist  in 
any  way  possible  in  reviewing  the  current  stand- 
ards and  procedures.  Mr.  Weedlun  and  his  staff 
were  most  cooperative  and  were  very  interested  in 
having  the  benefit  of  medical  advice  concerning 
driver  examinations.  It  was  the  feeling  of  his  De- 
partment that  the  current  rules  and  regulations 
should  be  reviewed  and  revised  to  meet  current 
needs.  He  noted  that  an  individual  fills  out  a 
medical  form  only  once  during  his  entire  driving 
life  and  that  is  at  the  time  he  applies  for  his  original 
license.  He  indicated  that  his  Department  had  no 
way  of  determining  the  physical  capabilities  of  an 
individual  during  the  interim  between  the  four 
years  when  he  must  reapply  for  his  license.  The 
Committee  was  also  informed  that  changes  in  the 
physical  and  visual  requirements  for  drivers  can 
be  done  by  rules  and  regulations  and  that  the  De- 
partment of  Motor  Vehicles  has  the  authority  to 
implement  such  guidelines.  At  this  meeting  we  also 
discussed  the  possible  need  for  a medical  advisory 
committee  which  would  have  to  be  established  by 
law.  It  was  felt,  however,  that  the  need  for  re- 
view and  revision  of  driver  license  guidelines  was 
more  paramount  at  this  time. 


At  the  conclusion  of  this  meeting,  there  was 
agreement  between  our  Committee  and  the  repre- 
sentatives of  the  Department  of  Motor  Vehicles  that 
a review  of  the  guidelines  should  be  initiated.  It 
was  also  agreed  that  the  Department  would  welcome 
the  participation  of  the  medical  profession  in  re- 
vising the  aforementioned  guidelines. 

In  conclusion,  it  is  the  recommendation  and  re- 
quest of  the  Traffic  Safety  Committee  that  the 
House  of  Delegates  direct  this  Committee  to  work 
with  the  Department  of  Motor  Vehicles  in  review- 
ing and  revising  the  rules  and  regulations  relat- 
ing to  physical  and  visual  examinations  for  license 
to  operate  a motor  vehicle.  If  this  recommendation 
meets  with  House  approval,  this  Committee  will 
begin  to  work  with  state  representatives  immedi- 
ately on  this  project. 

Respectfully  submitted, 

P.  B.  OLSSON,  M.D., 
Chairman. 

REPORT  OF  MEDICINE  AND  RELIGION 
COMMITTEE 

W.  Ray  Hill.  M.D.,  Lincoln,  Chairman ; Thomas  Gumett, 
M.D.,  Omaha  ; Dwaine  J.  Peetz.  M.D..  Neligh  : John  J.  Ruffing, 
M.D.,  Hemingford : J.  J.  Hanig-an,  M.D.,  Lincoln  : H.  H Whit- 
lock, M.D.,  Lincoln  : Merle  Sjogren,  M.D.,  Omaha  : Donald  F. 
Prince.  M.D..  Minden  ; T.  C.  Kiekhaefer.  M.D.,  Superior ; 
Kenneth  C.  Bagby,  M.D.,  Blair;  Mrs.  Keay  Hachiya,  Lincoln. 

The  first  Saturday  of  March,  1970,  the  Chairman 
of  the  Medicine  and  Religion  Committee  attended 
the  Regional  meeting  of  the  Department  of  Medi- 
cine and  Religion  for  the  A.M.A.  at  the  Marriott 
Motel  in  Chicago,  and  heard  much  discussion  of  the 
problems  in  Medicine  and  Religion.  There  was  con- 
siderable discussion  of  presentation  of  what  medi- 
cine expects  of  religion  in  our  hospitals  and  a de- 
velopment of  a program  of  this  kind  for  the  sem- 
inary students.  Such  a program  is  being  studied 
in  connection  with  the  Grace  Bible  Institute  in 
Omaha,  but  no  formal  program  has  yet  been  evolved. 

Our  Nebraska  Committee  on  Medicine  and  Re- 
ligion had  a booth  at  our  State  Medical  Meeting 
at  the  Cornhusker  Hotel  and  we  had  between  fifty 
and  sixty  registrants.  Follow-up  letters  were  sent 
to  the  registi'ants  and  many  favorable  replies  were 
received.  We  are  hoping  that  several  programs 
involving  the  field  of  Medicine  and  Religion  may  be 
given  throughout  the  state  during  this  coming  year. 

Respectfully  submitted, 

W.  RAY  HILL,  M.D. 

Chairman. 

REPORT  OF  HEALTH  EDUCATION  IN 
SCHOOLS  AND  COLLEGES 
CO.^IMITTEE 

S.  I.  Fuenning.  M.D.,  Lincoln,  Chairman  ; Paul  Bancroft, 
M.D.,  Lincoln  ; George  L.  Osborne,  M.D.,  Hastings  ; R.  C. 
Rosenlof,  M.D.,  Kearney ; H.  V.  Smith,  M.D.,  Kearney ; Dean 
McGee.  M.D.,  Lexington  ; I.  M.  French,  M.D.,  Wahoo ; W.  Ray 
Hill,  M.D.,  Lincoln;  Warren  Bosley,  M.D.,  Grand  Island; 
Mrs.  John  C.  Filkins,  Omaha : Mrs.  Frank  Cole,  Lincoln  ; 
Mrs.  Dean  McGee,  Lexington  ; Mrs.  Robert  K.  Jones,  Lincoln. 

This  report  is  a brief  summary  of  the  activities 
of  the  Health  Education  Committee  during  the 
period  October,  1969,  to  September  30,  1970. 

Following  the  adoption  of  the  “State-Wide  Health 
Education  Objectives,”  Position  Statement  on  Sex 
Education,  and  Resolution  on  Health  Education 
Materials  at  the  October,  1969,  session  of  the  House 
of  Delegates,  the  Health  Education  Committee  sup- 
ported the  educational  television  series  on  “Sons 
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and  Daughters”  and  “Smoking  and  Health”  through 
the  Inter-Agency  Health  Planning  Council.  Both 
of  these  programs  were  shown  on  the  Nebraska  Edu- 
cational TV  Network  in  the  month  of  March,  1970. 
The  intent  was  to  educate  the  children,  parents  and 
community  leaders  regarding  these  two  health  is- 
sues so  that  policies  regarding  educational  pro- 
grams within  their  own  community  would  be  de- 
veloped and  adopted  locally.  In  order  to  promote 
this  concept  of  health  education  policies  being  de- 
termined on  the  local  level,  it  was  hoped  that  local 
inter-agency  health  councils,  including  the  schools, 
would  be  developed  in  order  to  promote  adequate 
local  communication,  studies,  evaluations,  and  the  for- 
mation of  local  health  education  policies. 

The  Health  Education  Committee  studied  the  ques- 
tion of  its  role  in  drug  education  and  after  careful 
study  of  present  program  activities,  it  was  decided 
to  also  support  the  work  of  the  Inter-Agency  Health 
Planning  Council’s  Committee  on  Drug  Education. 

Various  consultants  were  invited  to  the  Health 
Education  meetings  to  provide  authoritative  in- 
formation and  advise  as  to  the  further  promotion 
and  development  of  health  education  programs.  The 
consultants  utilized  during  this  period  of  time  were 
as  follows: 

Bill  Carlyon,  Ph.D.,  Health  Education  Consult- 
ant, American  Medical  Association 
Peter  Doran,  Ph.D.,  Health  Education  Consult- 
ant, Maine 

Henry  Bruyn,  M.D.,  Pediatrician  from  the  Uni- 
versity of  California  at  Berkeley,  a member 
of  the  School  Health  Committee  of  the  Cali- 
fornia Medical  Society 

Pat  Hill,  M.P.H.,  Consultant  in  School  Health 
Education,  Bureau  of  Health  Education,  State 
Department  of  Education  of  California 
Mr.  William  McCormick,  Omaha  Westside  High 
School 

Mr.  James  Riley,  Omaha  Westside  High  School 
Mr.  Cliff  Robinson,  Omaha  District  #66 
Mr.  Jay  Shukert,  Student,  Omaha  Westside 
High  School 

The  Hea'th  Education  Committee  recommends 
that  the  Nebraska  State  Medical  Association  House 
of  Delegates  adopt  the  following  resolutions  and 
proposals  in  the  interest  of  promoting  sound  con- 
cepts toward  health  education  in  Nebraska,  especial- 
ly in  the  schools: 

1.  Resolution  on  Need  for  Health  Education  Con- 
sultants in  the  State  Department  of  Education, 
Educational  Service  Units 

2.  Drug  Abuse  Educational  Schools 

3.  Curriculum  Development  in  Health  Educa- 
tion 

4.  Teacher  Preparation  in  Health  Education 

5.  Sensitivity  Training  in  Schools 

6.  Administrative  Guidelines  for  Health  Educa- 
tion in  Nebraska  Secondaiy  Schools 

7.  Proposal  for  Friends  of  Nebraska  Health  Mu- 
seums Organization 

The  Health  Education  Committee  requests  the 
Nebraska  State  Medical  Association  House  of  Dele- 
gates endorse  the  efforts  of  the  Committee  in  sup- 
porting the  following  educational  television  series 


to  be  shown  in  January,  1971,  through  the  Ne- 
braska Inter-Agency  Health  Planning  Council: 

1.  Drug  Use  and  Abuse 

2.  A re-run  of  the  Educational  Television  Series 

on  “Sons  and  Daughters” 

The  Administrative  Guidelines  for  Health  Edu- 
cation in  Nebraska  Secondary  Schools  document  is 
being  distributed  to  other  appropriate  educational 
organizations  for  their  possible  adoption. 

It  is  the  recommendation  of  the  Health  Educa- 
tion Committee  that  if  the  above  resolutions  are 
adopted  they  be  given  wide  circulation  to  appropri- 
ate educational  and  health  related  organizations 
in  order  to  promote  the  further  development  of 
sound  health  education  in  the  state  of  Nebraska. 

In  regard  to  the  study  by  the  N.S.M.A.  Commit- 
tee on  Committees,  the  Health  Education  Commit- 
tee has  recommended  that  the  Sub-Committee  on 
Athletic  Injuries  be  retained  and  that  a second  sub- 
committee on  Health  Education  Curriculum  be  estab- 
lished. 

I want  to  express  my  great  appreciation  to  the 
members  of  the  Health  Education  Committee  for 
their  great  contribution  to  the  success  and  effec- 
tiveness of  this  Committee  for  the  cause  of  a sound 
Hea’th  Education  program  for  the  State  of  Ne- 
braska. 

Respectfully  submitted, 

S.  I.  FUENNING,  M.D. 

Chairman. 

RESOLUTION  ON  THE  NEED  FOR 
HEALTH  EDUCATION  CONSULTANTS 
IN  THE 

STATE  DEPARTMENT  OF  EDUCATION 
AND 

EDUCATIONAL  SERVICE  UNITS 

WHEREAS,  Health  individuals  are  essential 
for  an  effective  society, 

WHEREAS,  To  achieve  that  state,  every  in- 
dividual should  have  sufficient  knowledge  and 
motivation  to  look  after  the  health  needs  of 
himself,  his  family,  and  his  community, 

WHEREAS,  The  pursuit  of  positive  physical, 
mental  and  social  health  is  a primary  goal  of 
education, 

WHEREAS,  School  districts  have  an  obliga- 
tion to  provide  comprehensive  programs  in 
health  education  as  an  integral  part  of  genei’al 
education, 

WHEREAS,  Such  programs  should  embrace 
major  health  concepts  in  the  areas  of  nutri- 
tion, consumer  health,  mental  health,  family 
health,  dental  health,  drug  use  and  misuse, 
physical  fitness  diseases  and  disorders,  environ- 
mental health,  and  community  health, 

WHEREAS,  Health  education,  taught  by 
qualified  teachers  in  health  education,  can  in- 
fluence the  formation  and  adoption  of  desir- 
able health  practices  by  the  youth  of  today, 
therefore  be  it 

RESOLVED,  That  the  Nebraska  State  Medi- 
cal Association  urge  the  State  Department  of 
Education  and  the  Educational  Service  Units 
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to  employ  full  time  health  education  consult- 
ants to  promote  the  development  of  a compre- 
hensive health  education  program  in  the  ele- 
mentary and  secondary  schools  of  the  State 
of  Nebraska. 

RESOLUTION  ON  DRUG  ABUSE  EDUCATION 
IN  SCHOOLS 

WHEREAS,  The  improper  use  of  drugs  (stim- 
ulants, depressants,  and  hallucinogens)  and 
other  harmful  substances,  such  as  glue  and 
other  similar  aromatic  products,  has  reached 
epidemic  proportions  in  our  society,  and 

WHEREAS,  Laws  in  all  states  requii-e  that 
instruction  in  the  nature  of  narcotics,  restrict- 
ed dangerous  substances,  and  their  effects  up- 
on the  human  system  shall  be  included  in  ele- 
mentary and  secondary  school  curricula,  and 

WHEREAS,  Administrators,  teachers,  and 
school  boards  are  being  called  upon  for  imme- 
diate solutions  to  this  serious  problem  by  par- 
ents, students,  and  communities,  and 

WHEREAS,  The  school  program  should  pro- 
vide students  with  opportunities  to  acquire, 
through  planned  curriculum,  knowledge,  atti- 
tudes, and  practices  which  will  help  them  to 
become  resistant  to  drug  abuse  experimenta- 
tion, and 

WHEREAS,  Drug  abuse  is  a community  prob- 
lem, including  the  schools,  thei-efore  be  it 

RESOLVED,  That  schools,  parents,  and  other 
community  agencies  cooperate  in  a concerted 
move  against  drug  abuse,  and  be  it  further 

RESOLVED,  That  the  Health  Education  Com- 
mittee urges  that  the  dangers  of  mis-using 
drugs  and  the  advantages  of  correctly  using 
drugs  be  taught  to  all  children  and  that  such 
education  should  be  a continuing,  important 
part  of  the  health  education  curriculum,  and  be 
it  further 

RESOLVED,  That  insitutions  of  higher  edu- 
cation engaged  in  preparation  of  teachers  be 
urged  to  include  a reasonable  requirement  of 
preparation  in  teaching  health  education,  in- 
cluding drug  education. 

RESOLUTION  ON  CURRICULUM 
DEVELOPMENT  IN  HEALTH  EDUCATION 

WHEREAS,  The  quality  of  health  course 
subject  matter  content  in  grades  kindergarten 
through  college  relates  in  part  to  the  compre- 
hensiveness and  depth  of  the  several  major 
health  topics,  and 

WHEREAS,  To  be  appropriate,  health  edu- 
cation materials  must  continually  relate  to  sci- 
entific and  social  changes,  as  well  as  to  pupil 
maturation  at  various  grade  levels,  and 

WHEREAS,  The  sequence  of  health  education 
concepts,  learning  experiences,  and  subtopics 
is  a significant  part  of  the  curriculum  plan, 
therefore  be  it 

RESOLVED,  That  all  teachers  who  teach 
health  engage  in  periodic  curriculum  develop- 
ment designed  to  create  new  programs  and/or 
upgrade  existing  courses  of  study. 


RESOLUTION  ON  TEACHER  PREPARATION 
IN  HEALTH  EDUCATION 

WHEREAS,  Major  health  problems  affecting 
this  country  have  placed  renewed  emphasis  on 
health  education,  and 

WHEREAS,  Effective  personal  and  group 
action  are  enhanced  by  precise  knowledge,  posi- 
tive attitudes  and  practices,  and 

WHEREAS,  All  elementary  and  secondary 
teachers  and  administrators  share  responsi- 
bility with  parents  and  medical  advisors  for 
the  health  education  of  students,  and 

WHEREAS,  The  Health  Education  Committee 
has  frequently  expressed  its  support  of  ef- 
fective health  education  in  schools  suppoiled 
by  sound  teacher  preparation,  since  1960,  and 

WHEREAS,  Healthy  individuals  are  essen- 
tial for  an  effective  society,  and  to  achieve 
that  state,  every  individual  should  have  suffi- 
cient knowledge  and  motivation  to  look  after 
the  health  needs  of  himself,  his  family  and  his 
community,  and 

WHEREAS,  The  pursuit  of  positive  physical, 
mental  and  social  health  is  a primary  goal  of 
education  and  is  implemented  by  comprehen- 
sive programs  in  health  education  as  an  in- 
tegral part  of  general  education;  such  pro- 
grams should  embrace  major  health  concepts 
in  the  areas  of  nutrition,  consumer  health, 
mental  health,  family  health,  dental  health, 
drug  use  and  misuse,  physical  fitness,  dis- 
eases and  disorders,  environmental  health,  and 
community  health,  therefore  be  it 

RESOLVED,  That  the  Nebraska  State  Med- 
ical Association  reaffirm  its  resolutions  urg- 
ing a sound  sequential  health  education  pro- 
gram, for  grades  kindergailen  through  12,  and 
be  it  further 

RESOLVED,  That  all  prospective  teachers 
and  administrators  be  required  to  participate 
in  professional  courses  of  health  education  in 
order  to  qualify  for  certification  recommenda- 
tion, and  be  it  further 

RESOLVED,  That  in-service  training  pro- 
grams be  offered  in  the  various  school  dis- 
tricts to  supplement  and  update  the  education 
of  teachers  and  administrators  currently  in  the 
profession. 

RESOLUTION  ON  SENSITIVITY  TRAINING 
IN  SCHOOLS 

WHEREAS,  Group  meetings  termed  sensi- 
tivity training  sessions  are  gaining  in  popular- 
ity, and 

WHEREAS,  Such  programs  may  not  be  con- 
ducted by  skilled  and  professionally  trained 
persons,  and 

WHEREAS,  Sessions  under  unqualified  lead- 
ers might  result  in  undesirable  emotional  dis- 
turbances and  personality  problems,  and 

WHEREAS,  In  some  situations  individuals 
are  required  to  attend  such  sessions,  therefore 
be  it 

RESOLVED,  That  individuals  attend  only 
those  meetings  conducted  by  group  leaders 
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provisions  for  health  education  as  an  integral 
part  of  general  education. 

3.  Health  education  should  be  a planned  sequential 

program  in  grades  kindergarten  through 
twelve;  crash  programs  emphasizing  special 
health  topics  should  be  avoided. 

4.  Adequate  time  and  resources  for  health  edu- 
cation should  be  provided. 

5.  Districts  should  be  encouraged  to  explore  in- 
novative organizational  patterns  for  instnic- 
tion  such  as  flexible  scheduling  in  order  to 
provide  for  effective  health  education. 

6.  Districts  should  also  offer  pre-school  and 
adult  health  education  programs,  if  not  other- 
wise available. 

Curriculum 

1.  Curriculum  development  should  focus  on  stu- 
dent achievement  of  desired  behavioral  objec- 
tives. 

2.  Relevant  health  concepts  should  be  included 
at  the  most  appropriate  developmental  levels 
of  children  and  youth. 

3.  Health  education  should  be  responsive  to  the 
needs  of  students  and  the  demands  of  society, 
and  should  reflect  current  scientific  knowledge. 

4.  The  curriculum  should  focus  on  the  positive 
aspects  of  health. 

5.  Students  and  the  community  should  be  in- 
volved in  cuiTiculum  development  to  insure 
the  inclusion  of  instruction  based  on  health 
needs,  interests  and  problems. 

6.  Districts  should  be  encouraged  to  explore  in- 
novative and  creative  instiaictional  methods 
which  actively  involve  students  in  the  achieve- 
ment of  established  behavioral  objectives  such 
as  small  discussion  groups,  independent  study 
and  team  teaching. 

Time 


who  have  credentials  in  academic  and  profes- 
sional clinical  experience,  and  therefore  be  it 
further 

RESOLVED,  That  participation  in  such  meet- 
ings be  voluntary. 

AD.MINTSTRATIVE  GUIDELINES  FOR 
HEALTH  EDUCATION  IN  NEBRASKA 
SECONDARY  SCHOOLS 
Introduction 

Healthy  individuals  are  essential  for  an  effective 
society.  To  achieve  that  state,  every  individual 
should  have  sufficient  knowledge  and  motivation  to 
look  after  the  health  needs  of  himself,  his  family, 
and  his  community. 

The  pursuit  of  positive  physical,  mental  and  so- 
cial health  is  a primary  goal  of  education.  There- 
fore, school  districts  have  an  obligation  to  provide 
comprehensive  programs  in  health  education  as  an 
integral  part  of  general  education.  Such  programs 
should  embrace  major  health  concepts  in  the  areas 
of  nutrition,  consumer  health,  mental  health,  family 
health,  dental  health,  drug  use  and  misuse,  physical 
fitness,  diseases  and  disorders,  environmental  health, 
and  community  health. 

Every  local  school  board  should  adopt  polcies  on 
health  education  which  provide  an  opportunity  for 
all  students  to  participate  in  a planned,  sequen- 
tial health  instruction  program,  from  grades  kin- 
dergarten through  twelve. 

The  achievement  of  this  goal  requires  the  in- 
volvement and  suppoi't  of  all  parties  concerned,  both 
inside  and  outside  the  educational  system.  A co- 
operative effort  on  the  part  of  the  administrators 
and  other  professional  staff  will  be  necessary  in 
the  development  and  implementation  of  a quality 
health  education  program.  Programs  must  reflect 
local  community  needs  and  be  responsive  to  com- 
munity desires.  Distri?ts  should  seek  the  profes- 
sional assistance  of  county  and  state  agencies,  both 
public  and  private.  Every  available  resource  should 
be  utilized  to  facilitate  a successful  program. 

The  administrative  guidelines  that  follow  should 
be  used  by  school  boards  and  administrators  in  the 
review  of  their  health  education  programs.  The 
emphasis  has  been  directed  toward  the  secondary 
school  in  an  attempt  to  aid  districts  in  the  develop- 
ment and/or  improvement  of  health  education  pro- 
grams at  this  level.  It  is  clear  that  many  general 
guidelines  and  principles  of  education  are  applic- 
able to  the  special  area  of  health  education.  These 
general  principles  should  be  assumed  as  being  im- 
plicit in  this  context  and  they  have  therefore  not 
been  repeated  except  where  special  emphasis  seemed 
desirable. 

Each  school  district  is  unique  and  must  identify 
those  health  needs  which  are  particularly  paramount 
at  a given  time.  For  that  reason,  the  guidelines 
have  been  stated  in  general  rather  than  specific 
terms.  Administrative  decisions  are  the  peroga- 
tive  of  local  districts.  The  guidelines  are  designed 
to  assist  in  such  decisions. 

GUIDELINES 

Programs 

1.  Health  education  should  be  identified  as  a 
separate  subject  in  the  school  curriculum. 

2.  School  districts  have  an  obligation  to  make 
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1.  Health  education  should  receive  equal  consid- 
eration with  other  subject  areas  in  the  cur- 
riculum. 

2.  Adequate  time  should  be  provided  to  achieve 
the  established  behavioral  goals  and  program 
objectives. 

3.  Specific  time  allotment  should  be  given  to 
the  treatment  of  health  education  in  depth 
as  well  as  recognizing  it  as  an  inherent  por- 
tion of  several  other  disciplines. 

4.  Time  allotment  will  vary  depending  on  indi- 
vidual and  community  needs. 

Teachers 

1.  Health  education  in  schools  should  be  taught 
by  an  adequately  prepared  teacher  with  a 
demonstrated  interest  and  aptitude  in  health 
education.  Wherever  possible,  the  teacher 
should  have  a specific  preparation  in  health 
education,  preferably  a major  or  minor. 

2.  Desirable  teacher  qualities  should  include: 
ability  to  interact  meaningfully  and  honestly 
with  students,  to  act  capably  as  a resource 
for  students,  and  to  be  sensitive  to  indi- 
vidual differences  and  needs. 

3.  Districts  should  provide  continuing  programs 
of  in-seiwice  teacher  preparation  in  health 
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education  that  should  also  reflect  current  sci- 
entific infoi-mation. 

Coordination 

1.  Responsibility  for  the  development,  coordina- 
tion and  implementation  of  health  education 
in  the  school  district  should  be  assigned  to  a 
specific  person. 

2.  Districts  should  be  encouraged  to  seek  and 
utilize  consultant  services  from  county 
schools  offices,  from  medical  and  other 
sources. 

Community 

1.  School  districts  should  be  responsive  to  and 
involve  the  community  in  planning,  developing 
and  implementing  programs  in  a variety  of 
ways,  including  the  establishment  of  and/or 
the  participation  in  school-community  health 
councils. 

2.  Districts  should  never  assume  permanent  ac- 
ceptance of  health  education  by  the  com- 
munity but  should  constantly  assess  and  re- 
vise the  program  in  accordance  with  chang- 
ing needs  and  attitudes. 

3.  Districts  should  enlist  the  help  and  support 
of  community  leaders. 

4.  Available  community  resources  should  be  util- 
ized to  augment  and  enrich  instructional  pro- 
gram. 

Financing  and  Facilities 

1.  Sufficient  financial  support  should  be  pro- 
vided to  insure  adequate  facilities,  personnel 
and  instructional  materials  to  achieve  the  es- 
tablished objectives. 

2.  School  districts  should  seek  resources  which 
may  be  available  from  a wide  variety  of  com- 
munity agencies  and  organizations. 

Evaluation 

The  program  should  be  periodically  evaluated  in 
terms  of  effectiveness  based  on  realistic  and  meas- 
urable criteria. 

Pupils,  teachers,  parents  and  others  should  be 
involved  in  the  evaluation  of  the  program  at  regular 
inteivals  in  terms  of  relevance  to  pupils. 

A PROPOSAL  FOR  THE  DEVELOPMENT 
OF  AN  ORGANIZATION  ENTITLED 
“FRIENDS  OF  NEBRASKA 
HEALTH  MUSEUMS” 

Purpose 

1.  To  provide  financial  support  for  the  develop- 
ment of  Health  Museums,  particularly  at  the 
University  of  Nebraska. 

Three  dimensional  exhibits  would  be  devel- 
oped to  depict  major  health  concepts  of  to- 
day. In  addition,  there  would  be  the  develop- 
ment of  traveling  exhibits  and  also  portable 
exhibits  to  be  used  by  teachers  in  Nebraska 
for  health  education  courses. 

2.  To  serve  in  an  advisory  capacity  for  the 
kinds  of  health  exhibits  that  would  be  needed 
in  the  various  communities  in  the  State  of 
Nebraska. 

Membership 

Any  individual  that  makes  a contribution  would 


be  considered  a contributing  member  for  that  fiscal 
year. 

Financial  Arrangements 

The  University  of  Nebraska  Foundation  would 
be  designated  to  receive  all  contributions  and  to  be 
so  designated  for  the  Health  Science  Galleries. 

NEBRASKA  STATE  MEDICAL  ADVISORY 
COUNCIL  FOR  HEALTH  MUSEUM 
EXHIBITS 

Membership  as  follows; 

1.  Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association. 

2.  Nebraska  State  Medical  Association  Health 
Education  Committee. 

3.  Ex-officio  members  from  the  University  of 
Nebraska  Museum  and  from  the  Division  of 
Health  Education,  University  Health  Services. 

The  Nebraska  State  Medical  Advisory  Council 
would  assume  the  leadership  to  organize  the  associa- 
tion, “Friends  of  Nebraska  Health  Museums,”  and 
to  work  cooperatively  with  the  “Friends  of  Nebraska 
Health  Museums”  association  to  fulfill  the  above 
objectives. 

REPORT  OF  COMMITTEE  ON 
GERIATRICS 

John  A.  Brown,  III,  M.D.,  Lincoln,  Chaimian  : D.  W.  Kings- 
ley, Sr..  M.D..  Hastings ; F.  Faustian,  M.D..  Om-aha  ; Charles 
Bonniwell,  M.D..  Omaha  : Vernon  Ward.  M.D.,  Omaha ; Robert 
Osborne,  M.D.,  Lincoln. 

There  has  been  no  activity  in  this  Committee 
or  has  there  been  a meeting  only  for  the  reason 
that  there  has  been  no  business  presented  to  the 
Committee  for  action  or  consideration.  The  report 
made  previously  is  not  altered  and  should  be  re- 
affirmed. 

It  may  be  considered  prudent  to  present  this  to 
the  Ad-Hoc  Committee  on  Committees  for  combining 
this  Committee  with  another  Committee. 

Respectfully  submitted, 

JOHN  A.  BROWN,  III,  M.D., 
ChaiiTnan. 

REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  G.  Bosley,  M.D.,  Grand  Island,  Chairman  : Hodsen 
Hansen,  M.D.,  Lincoln;  Robert  F.  Getty,  M.D.,  North  Platte; 
William  Rumbolz,  M.D.,  Omaha ; L.  R.  Smith,  M.D.,  Kearney ; 
J.  A.  McMillan,  M.D.,  Hastings. 

Since  the  last  report  in  May  the  Maternal  and 
Child  Health  Committee  has  concerned  itself  pri- 
marily with  the  rubella  immunization  program  in 
Nebraska.  Following  the  instnictions  of  the  House 
of  Delegates,  the  Committee  has  been  able  to  work 
closely  with  the  appropriate  people  in  the  Depart- 
ment of  Health  in  carrying  out  this  program.  These 
people  have  been  cooperative  and  have  apparently 
worked  closely  with  physicians  in  county  medical 
societies  in  those  areas  where  immunizations  have 
been  given.  They  will  continue  to  work  in  this 
manner  until  their  program  is  completed.  In  those 
counties  in  which  the  immunizations  have  been  given 
in  schools,  approximately  90%  of  eligible  children 
have  been  immunized.  In  those  counties  in  which 
programs  are  carried  out  in  other  locations,  where 
parents  have  taken  their  children  to  the  “clinic 
site,”  approximately  35-40%  of  eligible  children 
have  been  immunized.  The  program  has  been  car- 
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ried  out  by  the  City-County  Health  Department  in 
Lincoln,  and  one  is  planned  by  the  Omaha-Douglas 
County  Health  Department  in  that  area.  So  far, 
it  is  not  possible  to  evaluate  the  number  of  reac- 
tions that  have  occurred  in  these  programs,  but 
an  effort  has  been  made  to  avoid  those  vaccines 
which  have  been  reported  to  cause  a higher  rate 
of  reactions.  Attached  to  this  report  is  a copy  of 
the  consent  form  which  has  been  used  by  the  De- 
partment of  Health  in  their  programs. 

The  Committee  has  continued  to  accumulate  re- 
ports of  maternal  deaths  in  Nebraska,  and  coopera- 
tion continues  to  be  excellent  among  the  physicians 
who  are  contacted.  As  in  the  past  two  or  three 
years,  the  Committee  working  with  others,  will  pre- 
pare a report  for  publication  in  the  Journal. 

The  Committee  continues  to  concern  itself  with 
the  problem  of  infant  mortality  and  is  hoping  to 
develop  a study  program  to  accumulate  data  on 
infant  deaths  in  Nebraska.  There  is  some  reason 
to  believe  that  death  rates  among  white  infants  in 
the  United  States  is  at  about  the  same  level  as  that 
among  infants  in  Northwestern  Europe,  and  that 
the  “high”  infant  mortality  in  this  country  reflects 
primarily  higher  levels  among  non-white  popula- 
tion. 

Respectfully  submitted, 
WARREN  G.  BOSLEY,  M.D., 
Chairman. 

New  - Effective  - Safe 
RUBELLA  VACCINE 

Dear  Parents: 

Recently  a vaccine  against  Rubella  (German 
Measles  or  3-day  measles)  became  available  that 
is  safe  and  effective.  The  American  Academy  of 
Pediatrics,  the  United  States  Public  Health  Seiwice 
and  the  Nebraska  State  Health  Department  all  rec- 
ommend that  children  receive  this  vaccine. 

If  a pregnant  woman  catches  Rubella,  this  fre- 
quently leads  to  death  or  deformity  of  the  baby. 
Since  Rubella  is  spread  by  children,  vaccination  of 
all  children  can  prevent  pregnant  women  from  catch- 
ing the  disease.  Both  boys  and  girls  should  be  vac- 
cinated. A single  dose  probably  gives  lifelong  im- 
munity. 

Arrangements  have  been  made  with  your  local 
physicians  to  have  a Rubella  immunization  pro- 
gram in  your  community  (see  time  and  location  be- 
low). Jet  injectors  will  be  used  to  administer 
the  immunizations  in  all  programs  whenever  this 
equipment  is  available.  Many  of  you  are  familiar 
with  this  method  of  immunization  now  and  know 
that  it  is  safe,  fast  and  causes  very  little  discom- 
fort. 

.Measles  (Rubeola)  and  Rubella  (German  Measles) 
are  two  different  diseases  caused  by  two  different 
viruses.  This  new  vaccine  protects  only  against  Ru- 
bella. The  vaccine  for  common  red  measles  protects 
only  against  it.  Children  should  receive  both  vac- 
cines at  an  early  age. 

-Measles  is  a serious  rash  disease  of  children 
which  may  lead  to  complications,  such  as  a loss  of 
hearing,  pneumonia,  or  encephalitis,  (inflamma- 
tion of  the  brain).  Rubella  is  a mild,  three-day  in- 
fection which  seldom  causes  complication  in  children 
but  Rubella  can  be  dangerous  when  a pregnant 
woman  gets  the  disease.  Rubella  may  cause  death 


or  defects  in  babies  born  to  mothers  who  are  in- 
fected with  it  when  they  are  pregnant.  When  a 
child  gets  either  disease,  he  develops  natural  im- 
munity for  life. 

Even  though  you  may  think  your  child  had  Rubella 
(German  .Measles  or  3-day  measles)  he/she  should 
be  vaccinated.  There  are  a number  of  childhood 
diseases  that  produce  a rash  that  looks  like  Rubella, 
only  a very  sensitive  examination  of  a sample  of 
a person’s  blood  can  definitely  determine  a previous 
Rubella  infection.  The  only  children  between 
ages  of  1 to  12  years  who  should  not  receive  Ru- 
bella vaccine  are  those  for  which  there  is  a medical 
or  religious  objection.  Since  the  vaccine  is  new 
this  year,  your  child  has  pi’obably  not  as  yet  re- 
ceived this  immunization.  Children  who  have  been 
immunized  against  measles  before  June  1969,  are 
protected  against  Red  Measles,  an  entirely  dif- 
ferent disease. 

Fill  out  the  consent  form  on  the  back  for  each 
school  child  and  bring  preschool  children  to  one  of 
these  programs: 

Please  Read  Carefully 

RUBELLA  VACCINE  CONSENT  FORM 
FOR  SCHOOL  CHILDREN 

(Each  School  Child  has  to  have  a form) 

Who  Should  Have  the  Rubella  Vaccine? 

All  children  1-11  years  of  age  (not  12  or  over) 
who  have  not  previously  been  vaccinated  with  the 
new  Rubella  vaccine  need  this  immunization. 

(Forms  for  preschool  children  will  be  available 
at  the  clinic). 

Who  Should  NOT  Have  the  Rubella  Vaccine? 

— Children  who  have  been  or  who  are  being 
treated  for  cancer  or  leukemia. 

— Children  who  have  a fever  the  day  of  the  clinic. 

— Children  who  have  had  a vaccination  for  small- 
pox, measles,  polio,  or  mumps  within  the  last 
four  weeks. 

— If  a child  is  under  the  care  of  a physician  for 
any  reason,  consult  him  before  the  clinic. 

.\llergies:  Parents  Read  Carefully  I 

Check  the  appropriate  block  if  your  child  is  al- 
lergic to  any  of  the  following: 

□ Neomycin 

□ Eggs 

□ Feathers 

□ Ducks 

□ Dog  Dander 

□ Rabbits 

TEACHERS:  The  attending  physician  should  be 

notified  BEFORE  the  vaccination  is  given  if  any 
blocks  are  checked.  (Separate  children  who  have 
a block  checked). 

PARENTS:  A small  percent  of  children  may 

have  some  joint  reactions  or  mild  fever  within  2-6 
weeks  after  receiving  this  vaccine.  If  this  occurs, 
children  may  be  treated  with  aspirin  or  as  directed 
by  a physician. 


Child’s  Name  Apre 


School  Grade 
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□ I request  and  authorize  the  administration  of  live 
virus  Rubella  vaccine  to  my  child  named  above. 

□ NO,  I do  not  want  my  child  to  receive  this  vac- 
cine because: 


Parent’s  Signature 

(Do  Not  Detach) 

Phone 

(Do  Not  Detach) 

For  Physician’s  Records 

The  following  information  will  be  sent  to  your  per- 
sonal physician  for  his  records  so  your  child’s  medi- 
cal history  will  be  kept  up  to  date. 

Doctor: 

Physicians’  Name 

live  virus 

City 

Rubella  vaccine  was  given  to: 

Child's  Full  Name 

Age 

Address 

on 

Date  of  Clinic 

. at  my  request. 

Parent's  Signature 

REPORT  OF  CONSTITUTION  AND  BY-LAWS 
COMMITTEE 

Houtz  Steenburg,  M.D.,  Aurora,  Chairman  ; Richard  Crotty, 
M.D.,  Omaha  ; H.  D.  Kuper.  M.D.,  Columbus ; William  Gentry, 
M.D.,  Falls  City : Harold  M.  Nordlund.  M.D.,  York  ; John 
Brown,  III.  M.D.,  Lincoln. 

The  Constitution  and  By-Laws  Committee  was 
polled  by  mail  to  determine  whether  our  Associa- 
tion should  follow  the  recent  action  of  the  Ameri- 
can Medical  Association  House  of  Delegates  and 
adopt  Sturgis’  Standard  Code  of  Parliamentary  Pro- 
cedure for  the  use  of  our  House  of  Delegates.  We 
are  currently  using  Roberts’  Rules  of  Order  as  pre- 
scribed in  our  Association’s  Constitution  and  By- 
Laws. 

The  American  Medical  Association  adopted  the 
Sturgis  document  at  t he  recommendation  of  the 
Speaker  of  that  organization’s  House  of  Delegates. 
It  is  his  premise  that  the  Sturgis  Code  is  a more 
workable,  better  organized  document  than  others 
currently  available. 

The  Constitution  and  By-Laws  Committee  vote 
was  affirmative  that  the  Sturgis  Code  should  be 
adopted  by  the  Nebraska  State  Medical  Association. 

The  Constitution  and  By-Laws  Committee  there- 
fore recommends  that  the  Nebraska  State  Medical 
Association  Constitution  and  By-Laws  be  amend- 
ed by  substituting  the  words  Sturgis’  Standard  Code 
of  Parliamentary  Procedure  for  Roberts’  Rules  of 
Order. 

Respectfully  submitted, 

HOUTZ  STEENBURG,  M.D., 
Chairman. 

Report  of 

Board  of  Councilors 

The  Fall  Session  of  the  Board  of  Councilors  was 
held  October  2,  1970,  at  the  Holiday  Inn,  Kearney, 
Nebraska.  The  meeting  was  called  to  order  by 
Dr.  Steenburg,  Chairman. 


Councilors  present  were  Drs.  Charles  Bell,  Robert 
Benthack,  Robert  Sorensen,  Houtz  Steenburg,  Lyle 
Nelson,  Robert  Waters,  H.  V.  Smith,  Charles  Land- 
graf,  Bruce  Claussen  and  A.  J.  Alderman. 

Dr.  Steenburg  called  for  election  of  the  Chair- 
man and  Secretary  of  the  Board  of  Councilors. 
Unanimous  ballots  were  cast  for  Dr.  Steenburg  as 
Chairman,  Dr.  Smith  as  Secretary. 

The  minutes  of  the  Annual  Session  meetings  of 
the  Board  of  Councilors  were  approved  as  printed 
in  the  September,  1970,  issue  of  the  Nebraska  State 
Medical  Journal. 

Dr.  Steenburg  called  for  election  of  a Secretary- 
Treasurer  to  fill  the  unexpired  term  of  Dr.  Paul 
Mawell.  Dr.  Bell  informed  the  Board  of  Councilors 
that  Dr.  Russell  Gorthey  had  been  selected  by  the 
Board  of  Trustees  to  fill  this  vacancy,  and  Dr.  Bell 
moved  that  Dr.  Gorthey  be  elected  to  this  office. 
This  was  seconded  and  an  unanimous  ballot  was 
cast  for  Dr.  Gorthey. 

The  list  of  50- Year  Practitioners  was  approved. 
The  request  for  Life  Membership  was  also  ap- 
proved, retroactive  to  April,  1970. 

Dr.  Steenburg  informed  the  Councilors  that  Dr. 
William  Glenn,  Councilor  of  the  Third  District, 
had  moved  out  of  the  state  and  that  a replacement 
would  need  to  be  selected.  He  read  a letter  from 
the  Southeast  Nebraska  County  Medical  Society 
endorsing  Dr.  H.  C.  Stewart  of  Pawnee  City  as 
Councilor  of  the  Third  District.  Dr.  Brott  stated 
that  the  Gage  County  Medical  Society  also  endorsed 
Dr.  Stewart  for  this  position,  and  this  selection  was 
approved  by  the  Councilors. 

The  reports  of  officers,  delegates  and  committee 
chairmen  were  next  considered  as  they  appeared  in 
the  Handbook. 

The  first  report  to  be  considered  was  that  of 
the  Board  of  Trustees.  There  was  discussion  regard- 
ing the  expenses  of  the  medical  students  from  the 
two  medical  schools.  It  was  thought  that  this 
should  be  more  definite  as  whether  they  should  be 
reimbursed  for  actual  expenses  or  be  given  a per 
diem.  Di'.  Best  asked  for  suggestions  or  recommen- 
dations from  the  Board  of  Councilors  that  they 
might  consider  at  their  meeting  this  evening.  It 
was  suggested  that  a per  diem  be  decided  on  to 
cover  room,  meals  and  ti’avel.  The  report  of  the 
Board  of  Trustees  was  then  approved. 

The  report  of  the  Delegate  to  the  A.M.A.  was 
considei'ed,  and  there  was  discussion  regarding  pub- 
lishing this  report  in  the  State  Medical  Journal. 
It  was  the  opinion  of  the  Board  of  Councilors  that 
this  report  could  be  included  in  the  Handbook,  but 
that  it  need  not  be  nublished  in  the  Journal.  It 
was  moved  and  seconded  that  a recommendation  be 
sent  to  the  House  of  Delegates  that  this  not  be 
published  in  the  Journal.  This  was  approved. 

The  reports  of  the  Editor,  the  Executive  Secre- 
tary and  the  Regional  Medical  Program  were  ap- 
proved. 

The  report  of  the  Ad-Hoc  Committee  on  Com- 
mittees was  considered  and  approved. 

The  report  of  the  Cancer  Committee  was  con- 
sidered, and  it  was  noted  that  this  recommendation 
had  been  presented  at  the  Annual  Session  and  had 
not  been  accepted.  It  was  moved,  seconded  and 
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approved  that  this  report  be  accepted  for  informa- 
tional purposes  only. 

The  reports  of  the  Emergency  Medical  Sei-\dce 
Committee  and  the  Insurance  Committee  were  ap- 
proved. 

The  report  of  the  Policy  Committee  was  next 
considered.  Items  #1  and  #2  were  approved.  Item 
#3  was  approved  along  with  the  recommendation. 
Item  #4  was  accepted.  There  was  discussion  re- 
garding Item  #5,  compulsory  A.M.A.  dues.  All 
Councilors  themselves  were  in  favor  of  the  com- 
pulsory A.M.A.  dues;  however,  it  was  noted  that 
this  was  not  the  concensus  of  opinion  of  all  mem- 
bers within  their  districts.  Item  #5  was  then  ac- 
cepted. Items  #6,  #7,  #8,  #9,  #10,  and  #11 

were  considered  and  accepted.  The  report  of  the 
Policy  Committee  as  a whole  was  accepted. 

The  reports  of  the  Prepayment  Medical  Care, 
Public  Relations,  Mental  Health  and  Mental  Re- 
tardation, Rural  Medical  Service,  Scientific  Ses- 
sions, Sub-Committee  on  Athletic  Injuries,  Traffic 
Safety,  and  Medicine  and  Religion  Committees  were 
accepted. 

The  report  of  the  Committee  on  Health  Education 
in  Schools  and  Colleges  was  accepted,  including  the 
resolutions  submitted  by  this  committee. 

The  report  of  the  Committee  on  Geriatrics  was 
accepted  for  information. 

The  report  of  the  Matei  nal  and  Child  Health  Com- 
mittee was  considered  and  there  was  considerable 
discussion  concerning  mass  immunization.  One  of 
the  Councilors  sa’d  that  his  child  had  received  the 
Rubella  vaccine  fiom  their  own  physician.  Within 
a week,  an  immunization  clinic  was  held  in  the 
school  and  his  child  was  given  this  vaccine  again, 
even  though  they  had  indicated  that  they  did  not 
want  the  child  to  receive  this  vaccine.  This  Coun- 
cilor said  that  he  did  not  approve  of  a program 
handled  in  this  way.  Following  discussion,  it  was 
moved  and  seconded  that  this  report  be  accepted, 
however  that  it  be  noted  there  was  concern  over 
the  way  some  of  these  immunization  programs  were 
being  handled.  This  was  approved. 

Resolutions  #1  and  #2  were  next  considered  and 
appi’oved  by  the  Board  of  Councilors.  Following 
considerable  discussion.  Resolution  #3  was  accepted 
without  recommendation. 

Dr.  Tanner  presented  an  oral  report  from  the 
Medical  Service  Committee  on  possible  legislation 
in  the  1971  Session. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Report  of 

House  of  Delegates 

FIRST  SESSION 

The  first  meeting  of  the  Fall  Session  of  the 
House  of  Delegates  was  held  on  October  3,  1970, 
Keai-ney,  Nebraska.  The  meeting  was  called  to 
order  by  Dr.  Nutzman,  Speaker. 

A report  of  the  Credentials  Committee  showed 
that  55  delegates  were  present,  and  the  meeting  was 
declared  in  session. 


Requests  were  received  from  the  Omaha-Douglas 
County  Medical  Society,  Lancaster  County  Medical 
Society  and  Southwest  Nebraska  Medical  Society 
to  seat  delegates  who  were  not  previously  certified. 
These  were  approved  by  the  House. 

The  minutes  of  the  Annual  Session  meetings  of 
the  House  of  Delegates  were  approved  as  printed 
in  the  September,  1970  issue  of  the  State  Medical 
Journal. 

Mrs.  J.  Whitney  Kelley,  Nebraska  Chairman  for 
AMA-ERF,  was  asked  to  present  a report  to  the 
House  on  this  activity. 

The  Deans  of  the  two  medical  schools  were  asked 
to  introduce  the  medical  students  from  their  respec- 
tive schools  who  were  present.  Representatives 
from  the  University  of  Nebraska  College  of  Medi- 
cine were  Mr.  Gary  Waddington,  President  of  the 
SAMA  Chapter  at  the  University  and  Mr.  Kenneth 
Torrington,  President  of  the  Junior  Class.  Repre- 
sentatives from  the  Creighton  University  School  of 
Medicine  were  Mr.  Emmett  Doerr,  President  of  the 
SAMA  Chapter  at  Creighton,  and  Mr.  Ray  Cimino, 
President  of  the  Junior  Class. 

Dr.  Nutzman  called  attention  to  the  minutes  of 
the  Board  of  Councilors,  which  were  printed  and 
in  the  hands  of  all  delegates.  These  were  accepted 
as  printed. 

Oral  reports  were  called  for  and  the  following 
presented: 

Dr.  Leo  Heywood,  Chairman,  Council  on  Pro- 
fessional Ethics 

Dr.  J.  P.  Gilligan,  Chairman,  Medicolegal  Ad- 
vice Committee. 

Dr.  Frank  Tanner,  Chairman,  Medical  Service 
Committee 

Dr.  Tanner  asked  that  two  matters  in  his  report 
be  refeiTed  to  Refer’ence  Committees,  those  regard- 
ing malpractice  legislation  and  the  Vendor  Law. 
The  matter  of  malpractice  legislation  was  referred 
to  Refei’ence  Committee  #2,  and  that  of  the  Vendor 
Law  was  referred  to  Reference  Committee  #3. 

Reports  from  the  medical  schools  were  presented 
by  Dr.  Holthaus,  Dean  of  Creighton  University  and 
Dr.  Kugel,  Dean  of  the  University  of  Nebraska. 

A report  was  given  on  the  Advisory  Committee 
on  Comprehensive  Health  in  Nebraska  by  Dr.  Nye, 
Chairman. 

Dr.  Brott  introduced  Dr.  Henry  D.  Smith,  the 
new  Director  of  the  State  Department  of  Health, 
to  the  House  of  Delegates  and  asked  for  any  com- 
ments he  might  wish  to  make. 

Dr.  Nutzman  informed  the  House  that  due  to  the 
increase  in  A.M.A.  dues,  effective  January,  1971, 
there  would  be  a panel  discussion  regarding  this 
and  that  the  delegates  would  be  given  the  oppor- 
tunity to  ask  questions  of  this  panel.  This  panel 
consisted  of  Drs.  Schenken  and  Leininger,  Delegates 
to  the  A.M.A.;  Drs.  Sievers  and  Mason,  Alternate 
Delegates  to  the  A.M.A.;  Dr.  Best,  Delegate,  Sec- 
tion on  General  Surgery  and  Chairman  of  the 
N.S.M.A.  Board  of  Trustees;  and  Dr.  James  H.  Sam- 
mons, Baytown,  Texas,  member  of  the  Board  of 
Trustees  of  the  A.M.A. 

Following  this  panel,  the  Speaker  read  the  mem- 
bers selected  to  serve  on  the  Reference  Committees, 
and  these  were  approved  by  the  House. 
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The  reports  and  resolutions  contained  in  the 
Handbook  were  assigned  to  Reference  Committees 
as  follows: 

Reference  Committee  #1 
Board  of  Trustees 
Cancer  Committee 
Rural  Medical  Service  Committee 
Geriatrics  Committee 
Public  Relations  Committee 
Policy  Committee  — Section  #3  — Universal 
Health  Insurance 

Resolution  #1  — Support  and  Aid  to  Greater 
Nebraska  Science  Fair 

Reference  Committee  #2 
Delegate  to  A.M.A. 

Emergency  Medical  Service  Committee 
Scientific  Sessions  Committee 
Insurance  Committee 
Policy  Committee — 

Section  #7  — Utilization  Guidelines  for  Psy- 
chiatry 

Section  #10  — Coding  and  Nomenclature  of 
Medical  Services 

Section  #11 — Student  Membership  in  N.S.M.A. 
Resolution  #2  — Licensure  of  Dispensing  Opti- 
cians 

Malpractice  Legislation 
Reference  Committee  #3 
Editor 

Maternal  and  Child  Health  Committee 
Sub-Committee  on  Athletic  Injuries 
Regional  Medical  Program 

Policy  Committee  — Section  #2  — - Medicare  and 
Medicaid  Fees 
Vendor  Law 

50-Year  Practitioners  and  Life  Memberships 
Reference  Committee  #4 
Executive  Secretary 
Prepayment  Medical  Care  Committee 
Traffic  Safety  Committee 

Mental  Health  and  Mental  Retardation  Com- 
mittee 

Policy  Committee  — Section  #9  — Abortion 
Reference  Committee  #5 

Medicine  and  Religion  Committee 
Constitution  and  By-Laws  Committee 
Policy  Committee  — Sections  #1,  #4,  and  #8 — 
Peer  Review 

Resolution  #3  — Peer  Review 
Resolution  #4  — Bennett  Amendment  to  HR 
17550 

Reference  Committee  #6 

Ad  Hoc  Committee  on  Committees 
Health  Education  in  Schools  and  Colleges  Com- 
mittee 

Policy  Committee  — Sections  #5  and  #6  — 
A.M.A.  Compulsory  Membership 

Resolutions  were  presented  from  the  floor  and 
referred  to  Reference  Committees  as  follows: 

Resolution  #5  — Lancaster  County  — Libelous 
Statement  Appearing  in  Lincoln  Star  News- 
paper — Reference  Committee  #4 
Resolution  #6  — Dr.  Haller  — Abortion  Laws — 
Reference  Committee  #4 
Resolution  #7  — Dr.  McWhorter  — September 
25,  1970,  Omaha  World  Herald  Article  — Ref- 
erence Committee  #6 


The  House  was  told  that  Dr.  T.  L.  Weekes,  Dele- 
gate from  the  Otoe  County  Medical  Society,  was 
ill  and  was  unable  to  attend  this  session.  The 
House  directed  that  a letter  be  written  by  the  Execu- 
tive Secretary  to  Dr.  Weekes  saying  they  were 
sorry  to  hear  of  his  illness  and  that  they  wished 
he  could  be  with  them. 

Dr.  Tamisiea  asked  if  a legal  opinion  had  been 
obtained  relative  to  the  compulsory  A.M.A.  dues. 
Mr.  Neff  read  the  letter  which  had  been  received 
from  the  legal  counsel,  and  the  House  directed  that 
this  be  duplicated  for  each  member  of  the  House 
of  Delegates. 

There  being  no  further  business,  the  House  was 
adjourned  until  9:00  a.m.,  Sunday. 

SECOND  SESSION 

The  second  meeting  of  the  Fall  Session  of  the 
House  of  Delegates  was  held  on  October  4,  1970. 
The  meeting  was  called  to  order  by  the  Vice  Speak- 
er, Dr.  McFadden. 

A report  of  the  Credentials  Committee  showed 
that  44  delegates  were  present,  and  the  meeting 
was  declared  in  session. 

The  minutes  of  the  first  session,  which  were 
printed  and  in  the  hands  of  each  delegate,  were 
approved  as  printed. 

The  Vice  Speaker  called  on  Dr.  Gogela,  Delegate 
from  the  Lan-’aster  County  Medical  Society,  who 
informed  the  House  that  Dr.  Paul  Maxwell,  Secre- 
tary-Treasurer, had  passed  away  on  September  4, 
1970.  He  asked  that  a letter  from  the  President 
of  the  Association  go  to  Mrs.  Maxwell.  Dr.  Mc- 
Fadden announced  to  the  House  that  Dr.  Russell 
Gorthey  had  been  selected  to  fill  the  unexpired 
tei’m  of  Dr.  Maxwell  as  Secretary-Treasurer. 

Reports  of  the  Reference  Committees  were  called 
for  and  the  following  were  presented: 

Reference  Committee  #1 

Members  of  your  Reference  Committee  #1  were 
Drs.  Dwight  Burney,  Chairman;  R.  L.  Burghart 
and  H.  R.  Walker. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Board  of  Trustees  as 
carried  in  the  Handbook  submitted  by  the  Chair- 
man of  this  Board.  The  Committee  approves  the 
investigation  by  the  Board  of  Trustees  into  possible 
decreasing  of  costs  of  the  Journal  by  use  of  a com- 
mon printer  with  other  journals,  but  feels  that 
the  identity  of  the  Journal  should  be  maintained. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  studied  the  report 
of  the  Cancer  Committee  as  carried  in  the  Hand- 
book. The  Cancer  Committee  recommended  that 
cancer  be  considered  a reportable  disease  and  that 
each  case  of  cancer  must  be  reported  to  the  State 
Health  Officer.  Dr.  Schenken,  Dr.  McWhorter 
and  Dr.  Tamisiea  all  testified  against  adoption  of 
this  recommendation  pointing  out  that  a similar  pro- 
posal had  been  rejected  by  this  House  in  April, 
1970.  Objections  included  violation  of  privileged 
communication,  additional  paper  work  resulting  in 
additional  expense  to  the  pathology  department  and 
therefore  to  the  patient,  the  fact  that  requiring  re- 
portability of  cancer  could  easily  be  followed  by 
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requiring  reportability  of  other  diseases  of  special 
interest  groups  of  individuals,  and  the  fact  that 
statistics  obtained  in  this  way  would  be  inaccurate. 
A letter  from  Dr.  Ralph  Moore,  Chairman  of  the 
Committee,  to  Mr.  Kenneth  Neff  of  September, 
1970,  was  also  available  in  which  he  felt  that 
further  study  of  the  matter  seemed  appropriate 
before  adoption.  Your  Reference  Committee  felt 
that  compulsory  cancer  reporting  would  possibly 
be  of  assistance  in  the  eventual  conquest  of  cancer. 
However,  they  felt  that  the  disadvantages  of  in- 
evitable inaccuracy,  cost  and  increased  form  com- 
pletion were  less  than  desirable.  Therefore,  this 
Reference  Committee  feels  the  disadvantages  out- 
weigh the  advantages  at  the  present  time.  We 
theiefore  do  not  recommend  the  adoption  of  the  re- 
port of  the  Cancer  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Rural  Medical  Service 
Committee  as  carried  in  the  Handbook  as  submit- 
ted by  the  Chairman  of  this  Committee.  Dr.  Robert 
Benthack,  Chairman  of  the  Committee,  was  pres- 
ent to  advise  that  the  Rural  Medical  Day  held 
May  7th  and  8th,  1970,  had  encountered  some  diffi- 
culties including  it  happening  to  coincide  with  the 
Kent  State  moratorium.  The  community  repre- 
sentatives, however,  were  not  disappointed,  and  Dr. 
Benthack  reports  that  Albion  obtained  a physician 
through  this  Rural  Medical  Day.  The  Committee 
plans  to  have  a similar  event  in  mid-April  of  1971. 
It  is  believed  that  the  Committee  should  be  com- 
plimented for  its  past  and  continued  efforts. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  repoiT  of  the  Geriatrics  Committee 
as  carried  in  the  Handbook  as  submitted  by  the 
Chairman  of  this  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Public  Relations  Com- 
mittee as  carried  in  the  Handbook  as  submitted  by 
the  Chairman  of  this  Committee.  It  is  noted  that 
the  Committee  proposes  the  expansion  of  the 
N.S.M.A.  Public  Relations  Program  including  ac- 
ceptance of  the  proposal  from  The  Thompson  Com- 
pany of  Lincoln  for  public  relations  sei’vice  on  a 
consulting  basis.  Your  Reference  Committee  com- 
mends the  increased  activity  of  the  Public  Rela- 
tions Committee'. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  discussion  followed  regarding  the  cost 
of  this  proposed  program.  The  Chair  referred  this 
proposal  to  the  Board  of  Trustees  for  consideration 
of  additional  funds  needed  to  carry  this  out.  This 
section  of  the  report  was  then  approved  by  the 
House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Section  #3  of  the  Policy  Committee  re- 
port as  carried  in  the  Handbook  as  submitted  by 
the  Chairman  of  this  Committee  and  recommends 


that  the  House  approve  the  statement  of  the 
N.S.M.A.  Position  on  National  Health  Insurance 
of  7-27-70,  as  carried  in  the  Handbook.  It  was 
noted  that  the  Policy  Committee  requests  a stand 
on  national  health  insurance  by  this  House  of 
Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  sec- 
onded and  the  Position  Statement  on  National  Health 
Insurance  submitted  by  the  Policy  Committee  was 
discussed.  Dr.  Schenken  said  he  thought  this  was 
an  excellent  statement  and  urged  the  House  to 
adopt  it.  Dr.  Brott  said  that  the  Association  had 
been  approached  by  the  press  for  a statement  on 
national  health  insurance,  and  this  was  the  state- 
ment which  was  prepared  by  the  Policy  Commit- 
tee. The  question  was  asked  if  the  Policy  Com- 
mittee had  consulted  with  the  Prepayment  Medical 
Care  Committee  and  the  insurance  carriers.  Dr. 
Brott  said  they  had  not;  however  the  public  rela- 
tions consultant  would  be  used  to  help  prepare 
these  statements  in  the  future.  A motion  was  made 
and  seconded  to  accept  the  motion  of  the  Reference 
Committee  and  add  that  this  be  referred  to  com- 
mittee for  further  action  to  help  us  work  against 
the  concept  of  national  health  insurance.  Following 
further  discussion  this  motion  was  lost,  and  the 
House  approved  the  motion  to  accept  the  report 
of  the  Reference  Committee. 

Your  Reference  Committee  recommends  approval 
of  Resolution  #1,  as  submitted  by  the  Otoe  County 
Medical  Society,  which  reads  as  follows: 

WHEREAS,  the  Greater  Nebraska  Science 
Fair,  now  in  its  fifth  year,  is  an  affiliate  of 
the  National  Science  Fair,  and  affords  oppor- 
tunity for  students  from  over  two-thirds  of  the 
Junior  High  Schools  and  High  Schools  in  Ne- 
braska to  develop  and  exhibit  science  projects; 
and 

WHEREAS,  several  winners  of  competition  in 
this  Fair  are  awarded  scholarships,  educational 
prizes,  and  trips  to  the  National  Science  Fair; 
and 

WHEREAS,  a major  division  of  entered  proj- 
ects is  medicine  and  related  science;  and 

WHEREAS,  the  G.N.S.F.  has  received  finan- 
cial support  from  various  businesses,  individuals, 
pharmaceutical  manufacturers,  the  Otoe  Coun- 
ty Medical  Society,  and  the  Nebraska  Dental 
Association, 

NOW  THEREFORE  BE  IT  RESOLVED  that 
the  Nebraska  State  Medical  Association  sup- 
port the  Greater  Nebraska  Science  Fair  with  a 
minimum  annual  contribution  of  $150.00. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #1  AS  A WHOLE.  This  was  approved  by  the 
House. 

Reference  Committee  #2 

Members  of  your  Reference  Committee  #2  were 
Drs.  Charles  Hranac,  Chainnan;  Edwin  Loeffel,  and 
Gordon  Francis. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Delegate  to  the  A.M.A. 
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as  carried  in  the  Handbook.  The  Committee  notes 
that  the  A.M.A.  report  has  made  no  basic  change 
in  principle  in  the  matter  of  abortion.  Also  be- 
ing recognized  is  the  matter  of  the  use  of  the 
terminology  where  “Negative”  and  “within  normal 
limits”  are  approved  by  the  JCAH. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Emergency  Medical 
Service  Committee  as  carried  in  the  Handbook  as 
submitted  by  Dr.  Kenneth  Kimball,  Chairman, 
Kearney. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Scientific  Sessions  Com- 
mittee as  carried  in  the  Handbook  as  submitted  by 
the  Chairman  of  this  Committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Insurance  Committee 
as  carried  in  the  Handbook  as  submitted  by  the 
Chairman  of  this  Committee.  However,  two  con- 
siderations were  brought  before  the  Committee. 
The  first  would  require  legislation  regarding  the 
Statute  of  Limitations  of  malpractice  action  with 
certain  exceptions  to  be  limited  to  a period  of  one 
year  or  possibly  two.  This  would  be  for  the  benefit 
of  obtaining  malpractice  insurance.  Secondly, 
there  should  be  some  legislation  regarding  the  re- 
porting of  statistics  by  insurance  companies  who 
are  malpractice  carriers.  These  reports  should  in- 
clude costs  of  premiums,  investigation  and  costs 
of  settlement  in  and  out  of  court. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Sections  7,  10  and  11  in  the  report  of 
the  Policy  Committee  as  carried  in  the  Hand- 
book as  submitted  by  the  Chairman  of  this  Com- 
mittee. 

On  Item  7,  it  was  decided  to  allow  this  to  be 
carried  over  until  a later  date  at  which  time  further 
experience  might  be  had  in  the  guidelines  for  care 
of  psychiatric  patients. 

Item  10  was  brought  under  discussion  where  the 
coding  system  would  be  changed. 

In  Item  11,  as  directed  by  the  House  of  Dele- 
gates in  April,  1970,  to  consider  the  matter  of  stu- 
dent membership  in  the  Nebraska  State  Medical 
Association,  we  heard  from  Mr.  Emmett  Doerr,  Mr. 
Ray  Cimino,  Mr.  Gary  Waddington,  and  Mr.  Kenneth 
Torrington.  It  was  recommended  to  the  House  of 
Delegates  that  they  accept  student  members  with 
full  knowledge  that  a change  in  the  Constitution 
and  By-Laws  may  be  needed  by  so  doing. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  Resolution  #2  as  submitted  by  the  Omaha- 


Douglas  County  Medical  Society  regarding  the  li- 
censure of  dispensing  opticians,  which  reads  as 
follows: 

WHEREAS,  the  opticians  in  the  State  of  Ne- 
braska are  not  presently  licensed,  and 

WHEREAS,  no  special  qualifications  are  re- 
quired to  become  a dispensing  optician,  and 

WHEREAS,  the  opticians  of  the  State  of 
Nebraska  are  desirous  of  having  a licensure  law 
and  a state  examining  board  to  insui'e  a high 
standard  of  competence  in  opticiancy  in  this 
state, 

BE  IT  THEREFORE  RESOLVED  that  the 
N.S.M.A.  support  in  prirrciple  the  effort  of  the 
opticians  to  have  a law  enacted  pertaining  to 
the  licensure  of  dispensing  opticians. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #2  AS  A WHOLE.  This  was  approved  by 
the  House. 

Reference  Committee  #3 

Members  of  your  Reference  Committee  #3  were 
Drs.  C.  J.  Cornelius,  Chairman;  Stanley  M.  Tiuhl- 
seir,  and  Louis  Gogela. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Editor  as  carried  in 
the  Handbook  and  that  the  Editor  be  commended 
for  a job  well  done. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
pi’oved  by  the  House. 

The  Committee  then  considered  the  report  of  the 
Maternal  and  Child  Health  Committee  and  move  the 
acceptance  of  this  report  as  carried  in  the  Hand- 
book. The  matter  of  liability  for  possible  adverse 
reactions  to  rubella  immunization  remains  a source 
of  concer  n.  The  Committee  recommends  that  con- 
sideration be  given  to  extending  the  provisions  of 
the  Good  Samaritan  Law  to  cover  activities  of  this 
type. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House,  and  the  Chair  directed  that 
the  appropriate  body  consider  this  matter. 

The  I'eport  of  the  Sub-Committee  on  Athletic 
Injuries  was  discussed  and  your  Reference  Com- 
mittee recommends  approval  of  this  report  as  car- 
ried in  the  Handbook.  For  the  information  of  the 
House,  it  is  pointed  out  that  this  program  is  a 
self-sustaining  one  that  requires  no  financial  as- 
sistance from  the  N.S.M.A. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

The  report  of  the  Nebraska-South  Dakota  Re- 
gional Medical  Program  was  approved  and  for  the 
information  of  the  House,  the  Committee  would  like 
to  point  out  that  the  Nebraska-South  Dakota  Re- 
gional Medical  Program  is  at  a standstill  pending 
ruling  and  implementation  of  division  of  Nebraska 
and  South  Dakota  into  two  separate  regions.  There 
appears  to  be  little  likelihood  of  funding  of  any 
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new  programs  in  the  near  future  unless  there  is  an 
increase  in  the  upcoming  appropriation. 

ME.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Section  2 of  the  Policy  Committee  Report  was 
considered  and  for  those  nonmathematicians  in  the 
House,  the  Committee  would  like  to  inform  you 
that  the  formula  appearing  in  the  addendum  to 
this  section  is  for  the  use  of  the  Policy  Committee 
in  further  negotiations  with  Medicare  and  need 
not  be  committed  to  memory. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

The  report  of  the  Medical  Service  Committee  re- 
garding the  exemption  of  physicians  from  the  pres- 
ent Vendor  Law  was  discussed  to  some  length. 
The  possibilities  discussed  were: 

1.  Repeal  of  the  Vendor  Law  as  such 

2.  Exemption  of  physicians’  sendees  from  the 
provisions  of  the  Vendor  Law 

3.  Changing  the  provisions  of  the  Law  to  pro- 
vide for  voluntary  participation  similar  to 
the  choice  presently  available  under  the 
Medicare  Law. 

The  Committee  recommends  that  the  Medical 
Service  Committee  explore  the  feasibility  of  ac- 
complishing the  third  possibility  and  that  a report 
of  their  findings  be  brought  back  to  the  next 
session  of  the  House  of  Delegates  of  the  N.S.M.A. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  approves  the  listing 
as  submitted  for  50-Year  Practitioners  as  follows: 
George  L.  Pinney,  M.D.,  Hastings;  E.  E.  Angle, 
M.D.,  Lincoln;  D.  D.  Stonecypher,  Sr.,  M.D.,  Ne- 
braska City;  T.  L.  Weeks,  M.D.,  Nebraska  City; 
Charles  F.  Heider,  Sr.,  M.D.,  North  Platte;  James 
G.  Vetter,  M.D.,  Omaha,  and  A.  B.  Anderson,  M.D., 
Pawnee  City. 

Your  Reference  Committee  also  approves  the  ac- 
ceptance of  the  recommendation  for  Life  Member- 
ship for  George  J.  Stewart,  M.D.,  Norfolk,  made 
retroactive  to  Apiil  1,  1970. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #3  AS  A WHOLE.  This  was  approved  by 
the  House. 

Reference  Committee  #4 

Members  of  your  Reference  Committee  #4  were 
Drs.  Chas.  Landgraf,  Chairman;  R.  F.  Sievers, 
and  P.  J.  Madden. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Mental  Health  and 
Mental  Retardation  Committee  as  carried  in  the 
Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 


Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Executive  Secretary  as 
carried  in  the  Handbook. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Prepayment  Medical 
Care  Committee  as  carried  in  the  Handbook  with 
the  following  comments: 

a.  Your  Reference  Committee  endorses  the  use 
of  the  Prepayment  Medical  Care  Committee 
in  the  management  of  problems  within  its 
competence  and  affirms  that  there  should  be 
no  abridgement  of  the  right  of  every  dele- 
gate to  be  heard  on  the  floor  of  the  House. 

b.  In  regard  to  the  matter  of  publishing  or 
otherwise  uttering  information  concerning 
“Prepaid  group  practice,”  great  care  should 
be  taken  that  a balanced  picture  be  pre- 
sented. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Traffic  Safety  Committee 
as  carried  in  the  Handbook,  with  the  following 
addition: 

Because  many  states  have  Medical  Advisory 
Boards  to  State  Motor  Vehicle  Departments 
which  operate  effectively,  it  is  recommended 
that  the  Medical  Service  Committee  with  the 
assistance  of  the  Traffic  Safety  Committee  and 
the  Nebraska  State  Department  of  Motor  Ve- 
hicles, develop  legislation  for  the  establishment 
of  a Medical  Advisory  Board  which  shall  assist 
the  Department  of  Motor  Vehicles  with  the 
supervision  of  motor  vehicle  operations. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Section  #9 
of  the  report  of  the  Policy  Committee  and  recom- 
mends: 

1.  That  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  be  on  record  as 
condemning  solicitations  by  institutions  of 
whatever  type  and  by  physicians  of  persons 
upon  whom  to  perform  abortions. 

2.  That  the  House  of  Delegates  of  the  Nebraska 
State  Medical  Association  reaffirm  that  such 
activity  by  physicians  is  unethical  and  that 
appropriate  action  will  be  taken  in  the  in- 
stance of  any  such  activity. 

3.  That  the  Nebraska  State  Medical  Association 
Delegates  to  the  American  Medical  Associa- 
tion House  of  Delegates  be  instructed  to  pre- 
sent to  the  American  Medical  Association 
House  of  Delegates  at  its  next  meeting,  a 
resolution  urging  the  same  statements  of 
position  by  the  American  Medical  Association 
House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
seconded.  Dr.  Schenken  said  he  thought  some 
physicians  had  misinterpreted  the  position  of  the 
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American  Medical  Association  on  abortion.  He  ex- 
plained this  position  to  the  House  and  suggested 
that  the  1967  and  the  1970  position  of  the  American 
Medical  Association  on  abortion  be  printed  in  the 
Journal  or  in  the  Bulletin  so  that  all  doctors  will 
be  informed.  The  Chair  directed  that  this  recom- 
mendation be  carried  out.  This  section  of  the  Ref- 
erence Committee  report  was  then  approved  by  the 
House. 

Your  Reference  Committee  considered  Resolution 
#6,  introduced  by  Michael  Haller,  M.D.,  Delegate, 
Omaha-Douglas  County  Medical  Society  which  read 
as  follows: 

WHEREAS,  some  state  courts  have  seen  fit 
to  liberalize  abortion  laws  in  their  states,  and 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation is  not  necessarily  restricted  by  the 
whims  of  other  state  courts; 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  express  its  disapproval  of 
the  present  policy  of  certain  Nebraska  physi- 
cians to  permit  abortions  at  certified  hospitals 
in  the  face  of  strict  laws  which  prohibit  such 
procedures  in  the  State  of  Nebraska. 

On  the  basis  of  the  principle  that  if  one  dis- 
approves of  a law,  he  should  work  within  the  law 
to  change  it  and  should  not  work  outside  the  law 
and  violate  it,  your  Reference  Committee  recom- 
mends the  following  resolution: 

WHEREAS,  some  state  courts  have  seen  fit 
to  liberalize  abortion  laws  in  their  states,  and 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation is  not  necessarily  I’estricted  by  the 
actions  of  legislatures  and  courts  in  other 
states; 

BE  IT  RESOLVED,  that  illegal  activity  of 
any  kind  and  for  whatever  reason  is  condemned; 
and 

BE  IT  FURTHER  RESOLVED,  that  any  ef- 
fort to  change  any  law  be  made  in  the  ap- 
propriate and  law-abiding  manner,  and 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State  Med- 
ical Association  reaffirm  its  faith  in  The  Law 
as  a dynamic  whole  body  susceptible  to  progres- 
sive and  constructive  change. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Refeience  Committee  lastly  considered 
Resolution  #5,  introduced  by  Lancaster  County 
Medical  Society,  which  reads  as  follows: 

WHEREAS,  a statement  appeared  on  the 
Wednesday,  September  30th,  editorial  page  of 
the  Lincoln  Star  newspaper  declaring  that  “one 
out  of  three  doctors  paid  under  medical  plans 
cheats  on  income  tax,”  and 

WHEREAS,  such  a statement  blatantly  in- 
dicts an  entire  profession  as  guilty  of  wrong- 
doing without  proper  foundation  for  such  a 
statement,  and 

WHEREAS,  it  is  implicit  that  a statement 
of  such  bold  impact  reflects  and  represents 
the  editorial  stand  of  the  Lincoln  Star  news- 
paper, and 


WHEREAS,  such  a statement  wantonly  de- 
means and  seeks  to  destroy  an  entire  pro- 
fession; 

THEREFORE  BE  IT  RESOLVED,  that  such 
a statement  is  libelous,  malicious,  and  damag- 
ing to  every  doctor  in  Nebraska;  and  that  ad- 
vice of  legal  counsel  be  sought  regarding  a pos- 
sible suit  against  the  Lincoln  Star  newspaper  in 
the  amount  of  $50,000,000,  and 

BE  IT  FURTHER  RESOLVED,  that  if  suit 
is  filed  that  any  award  be  distributed  among 
voluntary  health  agencies  and  the  medical  edu- 
cation foundations  of  the  University  of  Ne- 
braska College  of  Medicine  and  the  Creighton 
University  School  of  Medicine. 

Your  Reference  Committee  recommends  adoption 
of  the  following  resolution: 

WHEREAS,  a statement  appeared  on  the 
Wednesday,  September  30th,  editoi’ial  page  of 
the  Lincoln  Star  newspaper,  declaring  that  “one 
out  of  three  doctors  paid  under  medical  plans 
found  cheating  on  income  tax,”  and 

WHEREAS,  such  a statement  blatantly  tends 
to  indict  in  the  public  mind  a profession  as 
guilty  of  wrong-doing  without  proper  founda- 
tion for  such  a statement,  and 

WHEREAS,  it  is  implicit  that  a statement 
of  such  bold  impact  reflects  and  represents 
the  editorial  stand  of  the  Lincoln  Star  news- 
paper, and 

WHEREAS,  such  a statement  wantonly  de- 
means and  impugns  an  entire  profession, 

THEREFORE  BE  IT  RESOLVED,  that  such 
a statement  may  be  libelous,  malicious,  and 
damaging  to  every  doctor  in  the  State  of  Ne- 
braska; and 

BE  IT  FURTHER  RESOLVED,  that  this 
matter  be  refeiTed  to  the  Policy  Committee 
with  the  instiiictions  that  such  committee  seek 
legal  counsel  concerning  the  filing  of  suit 
under  the  appropriate  Nebraska  Statutes 
against  the  Lincoln  Star  Newspaper,  and 

BE  IT  FURTHER  RESOLVED,  that  if  such 
suit  is  filed,  that  any  awaid  be  distributed 
among  voluntary  health  agencies  and  the  medi- 
cal education  foundations  of  the  University  of 
Nebraska  College  of  Medicine  and  the  Creigh- 
ton University  School  of  Medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COM- 
MITTEE #4  AS  A WHOLE.  This  was  approved 
by  the  House. 

Reference  Committee  #5 

Members  of  your  Reference  Committee  #5  were 
Drs.  C.  N.  Sorensen,  Chaiiman;  James  Dunlap,  and 
John  D.  Coe. 

Your  Reference  Committee  recommends  the  ap- 
pi-oval  of  the  report  of  the  Medicine  and  Religion 
Committee  as  submitted  by  the  Chairman  of  this 
committee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
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THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Constitution  and  By-Laws  Com- 
mittee as  submitted  by  the  Chairman  of  this  com- 
mittee. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  was  asked  to  con- 
sider Section  #4  of  the  Policy  Committee  report. 
This  was  noted  without  action. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Sections 
#1  and  #8  of  the  Policy  Committee  report,  and  we 
suggest  that  the  Nebraska  State  Medical  Associa- 
tion proceed  to  set  up  a peer  review  mechanism  and 
that  members  of  that  group  be  free  of  conflict  of 
interest.  We  presume  the  recommendation  in  Sec- 
tion #8  of  the  Policy  Committee  report,  that  an 
Ad  Hoc  Committee  be  appointed  by  the  Speaker  of 
this  House  of  Delegates,  will  be  followed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  considered  Resolution 
#4,  submitted  by  the  Omaha-Douglas  County  Med- 
ical Society  as  follows; 

WHEREAS,  HR-17550,  the  Bennett  Bill,  ex- 
tending Medicare  and  Medicaid  has  passed  the 
United  States  House  of  Representatives,  and 
is  pending  in  the  United  States  Senate,  and 

WHEREAS,  the  Bennett  Bill  has  been  pre- 
sented to  the  United  States  Senate  Finance 
Committee,  under  w'hich  the  Secretary  of  HEW 
would  be  authorized  to  enter  into  contract  with 
state  medical  societies,  making  them  govern- 
ment agencies  under  Medicare  and  Medicaid 
to  establish  a Peer  Review  Organization,  “which 
shall  review  the  need  for  and  quality  of  such 
medical  and  other  health  services,”  and 

WHEREAS,  this  bill  will  have  the  effect  of 
placing  responsibility  on  the  medical  profes- 
sion for  holding  down  all  costs,  hospital  and 
physician,  for  Medicare  and  Medicaid,  and 

WHEREAS,  this  would  in  effect  eliminate 
medical  audit  and  utilization  review  by  hos- 
pital medical  staffs,  and 

WHEREAS,  this  would  be  impossible,  the 
medical  profession  would  be  condemned  by 
both  the  public  and  the  goveimment  for  failure, 
and 

WHEREAS,  the  American  Medical  Associa- 
tion and  the  State  Medical  Association  has  en- 
dorsed the  concept  of  voluntary  peer  review,  and 

WHEREAS,  the  American  Medical  Associa- 
tion testified  before  the  Senate  Finance  Com- 
mittee on  September  2.3,  1970,  in  opposition  to 
the  bill,  and 

WHEREAS,  the  Nebi'aska  State  Medical  As- 
sociation and  the  Omaha-Douglas  County  Med- 
ical Society  are  currently  functioning  in  this 
capacity; 


THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  opposes 
such  Peer  Review  as  proposed  in  the  Bennett 
Bill,  and  communicates  this  position  to  the 
President  of  the  American  Medical  Association 
and  to  all  Nebraska  Senators  and  Congressmen. 

Your  Reference  Committee  recommends  this  reso- 
lution be  amended  to  read  as  follows: 

WHEREAS,  HR-17550,  to  extend  Medicare 
and  Medicaid  has  passed  the  United  States 
House  of  Representatives,  and  is  pending  in 
the  United  States  Senate,  and 

WHEREAS,  the  Bennett  Amendment  to  HR- 
17550,  has  been  presented  to  the  United  States 
Senate  Finance  Committee,  under  which  the 
Secretary  of  HEW  would  be  authorized  to  enter 
into  contract  with  state  medical  societies,  mak- 
ing them  government  agencies  under  Medicare 
and  Medicaid  to  establish  a Peer  Review  Or- 
ganization, “which  shall  review  the  need  for 
and  quality  of  such  medical  and  other  health 
services,”  and 

WHEREAS,  this  amendment  will  have  the 
effect  of  placing  responsibility  on  the  medical 
profession  for  holding  down  all  costs,  hospital 
and  physician,  for  Medicare  and  Medicaid  and 
this  would  in  effect  eliminate  medical  audit 
and  utilization  review  by  hospital  medical 
staffs,  and 

WHEREAS,  this  would  be  impossible,  the 
medical  profession  would  be  condemned  by  both 
the  public  and  the  government  for  failure,  and 

WHEREAS,  the  American  Medical  Associa- 
tion and  the  State  Medical  Association  has  en- 
dorsed the  concept  of  voluntary  peer  review, 
and 

WHEREAS,  the  American  Medical  Associa- 
tion testified  before  the  Senate  Finance  Com- 
mittee on  September  23,  1970,  in  opposition  to 
this  amendment,  and 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation and  the  Omaha-Douglas  County  Medi- 
cal Society  ai’e  currently  functioning  in  this 
capacity 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  supports 
and  wishes  to  strengthen  voluntary  peer  review 
committees  and  opposes  the  Bennett  amend- 
ment, and  communicates  this  position  to  the 
American  Medical  Association,  and  to  all  Ne- 
braska Senators  and  Congressmen. 

Your  Reference  Committee  recommends  approval 
of  this  resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  Following 
considerable  discussion,  this  was  approved  by  the 
House. 

Your  Refei'ence  Committee  considered  Resolution 
#3,  submitted  by  the  Omaha-Douglas  County  Medi- 
cal Society,  as  follows: 

WHEREAS,  the  House  of  Delegates  of  the 
American  Medical  Association,  in  1966,  adopted 
“GUIDELINES  FOR  THE  ESTABLISHMENT 
OF  MEDICAL  SOCIETY  REVIEW  COMMIT- 
TEES” which  stated  that  these  committees  de- 
velop suitable  criteria  to  evaluate  adequately 
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the  individual  and  collective  volume,  cost  and 
quality  of  medical  care,  and 

WHEREAS,  the  Boai’d  of  Trustees  of  the 
American  Medical  Association  join  with  the 
Medical  Service  Committee  in  the  concept  of 
peer  review  as  the  most  meaningful  method  for 
creating  a public  awareness  of  medicine’s  ef- 
fort to  assure  high  quality  of  health  services  at 
reasonable  cost,  and 

WHEREAS,  the  Omaha-Douglas  County  Med- 
ical Society  enacted  changes  in  their  Constitu- 
tion and  By-Laws  in  March  of  1970,  establish- 
ing a Peer  Review  Committee  which  will  be  to 
develop  appeal  mechanisms,  regarding  fees,  and 
patterns  of  practice,  open  to  patients,  physicians 
and  third  party  carriers; 

THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Asociation  empower  the  Omaha-Douglas 
County  Medical  Society’s  Peer  Review  Commit- 
tee to  function  by  adjudicating  all  geographic- 
ally pertinent  problems  arising  from  patients, 
physicians  and  third  party  carriers. 

Your  Reference  Committee  recommends  that  the 
RESOLVED  portion  be  amended  as  follows: 

THEREFORE  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State  Med- 
ical Association  empower  the  Omaha-Douglas 
County  Medical  Society’s  Peer  Review  Com- 
mittee to  function  by  adjudicating  pertinent 
problems  arising  from  patients,  physicians  and 
third  party  carriers. 

Your  Reference  Committee  I’ecommends  approval 
of  this  resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #5  AS  A WHOLE.  This  was  approved  by 
the  House. 

Reference  Committee  #6 

Members  of  your  Reference  Committee  #6  were 
Drs.  Richard  Egan,  Chairman;  R.  L.  Gorthey,  and 
R.  R.  Andersen. 

Your  Reference  Committee  recommends  the  ap- 
proval of  the  report  of  the  Ad  Hoc  Committee  on 
Committees,  as  carried  in  the  Handbook,  as  sub- 
mitted by  the  Chairman  of  this  committee  and  fur- 
ther recommends  that  this  report  be  referred  to 
the  By-Laws  Committee  of  the  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was 
approved  by  the  House. 

Your  Reference  Committee  recommends  approval 
of  the  report  of  the  Health  Education  in  Schools 
and  Colleges  Committee,  as  carried  in  the  Hand- 
book, as  submitted  by  the  Chairman  of  this  com- 
mittee and  further  recommends  commendation  of 
the  committee  for  its  diligence. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  listened  to  conflict- 
ing testimony  on  Section  5 and  heard  no  comment 


on  Section  6 of  the  report  of  the  Policy  Commit- 
tee, as  submitted  by  the  Chairman  of  this  com- 
mittee. We  found  the  question  raised  by  this  rec- 
ommendation to  be  difficult  and  controversial.  We 
were  sympathetic  to  the  concept  of  freedom  of 
choice  and  also  recognized  the  need  to  avoid  a 
lessening  of  the  effectiveness  of  the  American 
Medical  Association.  We  urge  an  effort  to  better 
acquaint  the  membership  regarding  the  activities  of 
the  American  Medical  Association.  Your  Reference 
Committee  recommends  approval  of  Sections  5 and 
6 of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  ap- 
proved by  the  House. 

Your  Reference  Committee  recommends  approval 
with  modification  of  Resolution  #7  as  submitted 
by  the  Omaha-Douglas  County  Medical  Society, 
which  read  as  follows: 

WHEREAS,  there  appeared  in  the  September 
25,  1970,  issue  of  the  Omaha  World  Herald  an 
article  quoting  the  President  of  the  American 
Medical  Association,  Dr.  Walter  C.  Bomemeier, 
and 

WHEREAS,  some  statements  reported  are  not 
complimentary  or  factual  concerning  physi- 
cians, 

BE  IT  RESOLVED,  that  the  Executive  Secre- 
tary of  the  Nebraska  State  Medical  Association 
be  instructed  to  reproduce  this  article  and  send 
copies  to  the  members  of  the  A.M.A.  House  of 
Delegates  and  Alternate  Delegates,  Presidents 
of  State  Medical  Societies,  and  the  members 
of  the  Council  on  Medical  Education. 

We  recommend  that  the  BE  IT  RESOLVED 
be  amended  to  read: 

BE  IT  RESOLVED,  that  the  President  of  the 
Nebraska  State  Medical  Association  convey  in 
writing  to  Dr.  Bomemeier,  with  a copy  to  the 
Chair-man  of  the  Council  on  Medical  Education, 
our  concern  for  the  impression  conveyed  through 
the  newspaper  of  an  evaluation  of  physician 
ability  which  is  not  complimentary  to  our  pro- 
fession. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  RESOLUTION  AS  AMENDED.  This  was 
approved  by  the  House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THE  REPORT  OF  YOUR  REFERENCE  COMMIT- 
TEE #6  AS  A WHOLE.  This  was  approved  by  the 
House. 

Dr.  Gogela,  Secretary-Treasurer  of  the  Nebras- 
ka MEDPAC,  was  asked  for  an  oral  report  on  the 
activities  of  this  organization. 

Dr.  Nutzman  stated  that  there  were  some  points 
that  needed  clarification.  These  were  items  which 
had  been  tabled  at  the  April,  1970,  Session,  and 
these  items  appeared  in  the  report  of  the  Policy 
Committee,  Section  #1,  regarding  Peer  Review  Com- 
mittees, and  Section  #2,  regarding  compulsor-y 
A.M.A.  dues. 

It  was  pointed  out  to  the  House  that  a tabled  mo- 
tion must  be  considered  at  the  same  session,  after- 
parliamentary  progress,  and  not  later  than  the 
next  subsequent  session.  If  the  motion  is  not  taken 
from  the  table  before  the  end  of  the  next  session, 
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it  then  terminates.  It  would  then  require  a new 
main  motion  from  the  floor  to  be  considered  at  a 
later  meeting. 

If  the  House  wishes  to  delay  a matter  for  fur- 
ther consideration,  there  are  other  methods.  It  may 
be  postponed  to  a definite  time  or  may  be  referred 
to  a committee.  However,  to  postpone  indefinitely 
would  kill  the  motion. 

The  Speaker  called  for  a new  main  motion  from 
the  floor  to  accept  the  Compulsory  A.M.A.  Dues, 
and  this  was  approved  by  the  House. 

The  Speaker  called  for  a new  main  motion  from 
the  floor  to  accept  the  report  of  Reference  Com- 
mittee #5,  regarding  peer  review,  and  this  was 
approved  by  the  House. 

In  accordance  with  the  recommendation  in  Sec- 
tion #8  of  the  Policy  Committee  report,  that  an 
Ad  Hoc  Committee  be  appointed  to  study  peer  re- 
view legislation  and  various  foundation  concepts. 
Dr.  Nutzman  named  the  following  committee:  Drs. 
Dan  A.  Nye,  Kearney;  R.  I.  Westbrook,  Sargent; 
Richard  Cottingham,  McCook;  Jerry  Tamisiea,  Oma- 
ha; Wm.  Jensen,  Omaha;  and  W.  G.  Tomhave,  Lin- 
coln. Dr.  Nye  was  named  as  temporary  chairman 
of  this  committee  until  their  first  meeting  at  which 
time  a permanent  chairman  would  b?  selected. 

There  being  no  further  business,  this  meeting  was 
adjourned. 


Prognosis  Cour.se,  and  Treatment  of  Metas- 
tasizing Testicular  Tumors  — K.  W.  Brun- 
ner (Onkologische  Station,  Inselspital, 
Bern,  Switzerland).  Schweiz  j\Ied  Wschr 
100:1359-1363  (Aug  1)  1970. 

Twenty-eight  patients  with  metastasizing 
testicular  tumors  were  studied  in  regard  to 
factors  influencing  the  overall  survival  time, 
survival  after  appearance  of  metastases,  and 
time  until  metastasis  was  first  noted.  The 
case  material  included  three  seminomas, 
seven  embryonal  cell  carcinomas,  11  embry- 
onal teratomas,  either  pure  or  mixed  with 
seminoma,  and  seven  embryonal  teratomas 
with  choriocarcinoma  components  or  pure 
choriocarcinoma.  The  tumor  - free  period 
after  diagnosis  and  initial  therapy  is  deter- 
mined primarily  by  the  stage  of  disease  and 
histology.  After  the  appearance  of  meta- 
stases, the  further  course  is  remarkably  uni- 
form and  independent  of  the  previous  sur- 
gical or  radiotherapeutic  procedures.  The 
only  factor  influencing  the  further  course 
appears  to  be  response  to  chemotherapy. 
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The  final  stages  of  the  disease  are  frequent- 
ly associated  with  severe  cachexia,  anemia, 
and  tumor  fever,  and  excessively  elevated 
alkaline  phosphatase  values. 


Advantages  of  Bypass  Operations  Over  Rad- 
ical Pancreatoduodenectomy  in  Treatment 
of  Pancreatic  Carcinoma  — G.  Crile,  Jr. 
(Cleveland  Clinic  Foundation,  Cleveland). 
Surg  Gynec  Obstet  130:1049-1053  (June) 
1970. 

In  a series  of  28  patients  treated  by  radi- 
cal pancreatoduodenectomy  for  adenocarcino- 
ma of  the  head  of  the  pancreas,  the  longest 
period  of  survival  was  22  months.  In  an- 
other series  of  28  patients  with  similar  car- 
cinoma treated  by  bypass  procedures,  the 
average  survival  was  six  months  longer  than 
in  those  treated  by  radical  operations.  Four 
patients  lived  from  24  to  42  months.  The 
average  patient  with  an  adenocarcinoma  of 
the  head  of  the  pancreas  that  is  big  enough 
to  be  palpated  will  live  longer  and  more  com- 
fortably if  no  attempt  is  made  to  take  a 
biopsy  specimen  or  to  remove  it. 


Clinically  Unrecognized,  Silent  Renal  Cell 
Carcinoma  in  Elderly  Cancer  Patients  — 
S.  I.  Hajdu,  J.  W.  Berg,  and  F.  W.  Foote, 
Jr.  (Memorial  Hosp  for  Cancer  and  Al- 
lied Disease,  New  York).  J Amer  Geriat 
Soc  18:443-449  (June)  1970. 

Forty  clinically  unrecognized,  silent  renal 
cell  carcinomas,  found  at  autopsy  in  8,921 
cancer  patients,  are  reported.  A clinico- 
pathologic  study  led  to  the  following  conclu- 
sions : Clinically  unrecognized,  silent  renal 
cell  carcinoma  is  predominantly  a disease  of 
elderly  men.  Renal-cell  carcinomas  may 
range  from  small  and  clinically  asympto- 
matic to  large  and  clinically  symptomatic, 
but  the  size  of  carcinoma  is  not  a reliable 
criterion  of  potential  aggressiveness.  In 
elderly  cancer  patients  with  unusual  symp- 
toms, every  attempt  should  be  made  to  rule 
out  a possible  additional  primary  renal  neo- 
plasm before  attributing  the  new  symptoms 
to  the  known  cancer. 
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Grant  to  Dr.  Toth 

The  United  States  Public  Health  Service 
has  granted  its  third  Career  Development 
Award  to  a faculty  member  of  the  Univer- 
sity of  Nebraska  Medical  Center. 

University  regents  recently  approved  a 
grant  of  $20,500  from  USPHS  for  Dr.  Bela 
Toth,  associate  professor  of  pathology. 

Other  recipients  of  the  coveted  award  have 
been  Dr.  Kenneth  Barker,  an  associate  pro- 
fessor of  biochemistry,  now  in  his  third  year 
of  the  grant,  and  Dr.  Robert  Faulkner,  who 
resigned  last  year  as  an  assistant  professor 
of  biochemistry. 

Dr.  Toth  has  been  on  the  staff  of  the  Ep- 
pley  Institute  for  Research  in  Cancer  and 
Allied  Diseases  since  1968.  He  had  worked 
with  Dr.  Philippe  Shubik,  director  of  the 
Institute,  at  the  Chicago  Medical  School 
since  1959.  He  has  written  extensively  for 
scientific  journals. 

A native  of  Hungary,  Dr.  Toth  received  his 
doctor  of  veterinary  medicine  degree  from 
the  University  of  Veterinary  Science  in 
Budapest.  He  attended  Pecs  College  in  Hun- 
gary. 

The  grant  may  be  renewed  for  a total  of 
five  years.  Dr.  Toth  is  now  in  his  second 
year  of  the  grant,  which  includes  full  salary, 
benefits  and  other  indirect  costs  to  support 
research  and  teaching. 

Dr.  Toth’s  research  has  been  in  three 
areas;  examining  the  role  of  chemical  and 
viral-inducing  agents  in  the  development  of 
malignant  lymphoma  (leukemia)  ; studying 
the  possible  role  played  by  the  age  of  the 
host  in  tumor  development;  and  investigat- 
ing hydrazide  and  hydrazine  chemicals  in 
relation  to  cancer. 

The  award  is  given  to  increase  the  num- 
ber of  stable  fulltime  career  opportunities 
for  scientists  of  superior  potential  and  ca- 
pability in  the  sciences  related  to  health. 

Recipients  must  have  three  or  more  years 
of  postdoctoral  research  or  professional  ex- 
perience. 


Medications:  course  for  nurses 

The  administration  of  medications  was 
the  topic  of  a postgraduate  course  for  nurses 
Thursday  and  Friday,  November  12  and  13, 
in  Omaha. 

The  course,  co-sponsored  by  the  University 
of  Nebraska  Medical  Center  and  the  Council 
on  Practice  of  the  Nebraska  Nurses  Asso- 
ciation, was  conducted  in  the  Storz  Pavilion 
of  Clarkson  Hospital. 

Dr.  Otto  Wurl  discussed  drugs  acting  on 
the  cardiovascular  system.  Dr.  Walter 
Friedlander  discussed  their  action  on  the  cen- 
tral nervous  system.  Dr.  Frederick  Paustian 
spoke  on  the  action  of  drugs  on  the  gastro- 
intestinal tract. 

Jeannene  Boosinger  talked  on  the  respon- 
sibility of  the  nurse  on  drug  therapy. 

Hypoglycemic  agents  was  the  subject  for 
Dr.  LeeRoy  Meyer.  Dr.  Henry  Lemon’s 
topic  was  drugs  used  in  neoplastic  disease. 
Dr.  G.  William  Orr  discussed  hormones  and 
the  use  of  drugs. 

Dr.  J.  Calvin  Davis  reported  on  anti- 
biotics and  immunizations. 

New  trends  in  drug  administration  were 
discussed  by  Dr.  John  R.  Jones,  pharmacist 
Robert  Augustine  and  nurse  Jean  Doty. 

Mary  Hannan  considered  special  problems 
in  drug  administration  in  nursing  homes  and 
Mary  Lou  Hecks  viewed  the  same  problem  in 
hospitals. 

Mrs.  Irma  Kramer  was  coordinator. 


Family  practice  review 

A course  designed  to  prepare  family  physi- 
cians for  the  examination  of  the  American 
Board  of  Family  Practice  will  be  offered 
by  the  University  of  Nebraska  Medical  Cen- 
ter January  11-23,  1971. 

Because  of  the  drastic  change  in  testing 
methods  and  procedures  in  recent  years,  a 
portion  of  the  course  will  be  devoted  to  a 
discussion  of  testing  procedures.  Paidici- 
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pants  will  also  be  given  simulated  examina- 
tions of  the  American  Board  of  Family 
Practice. 

In  addition,  at  the  end  of  each  day  a test 
will  be  given  covering  the  material  presented 
that  day.  On  the  following  morning  the 
corrected  test  will  be  returned  and  discussed. 
All  such  tests  will  be  anonymous  and  used 
for  learning  experiences  only. 

Subjects  to  be  covered  in  the  Family  Prac- 
tice Review  will  be  pulmonary  and  renal 
physiology,  gross  and  microscopic  path- 
ology, radiology,  cardiologj’,  endocrinologj' 
and  hematologj',  otorhinolaryngology-,  oph- 
thalmology, obstetrics  and  gymecology,  sur- 
gery, public  health,  neurology^  cardiovascu- 


From the  Editor 

Eig^ht  new  schools 

Eight  new  medical  schools  are  opening,  one 
this  year  and  seven  in  1971.  They-  are: 

Florida  State  University- 
University-  of  South  Florida 
University  of  Massachusetts 
University-  of  Nevada 
Rush  Medical  College 
State  University-  of  New  York  — 
Stonybrook 

University  of  Missouri  — 

Kansas  City- 

University  of  Texas  — Houston 

Health  industries  plans  symposium 

A third  two-day  technical  sy-mposium  is 
being  planned  by  the  Sterile  Disposable  De- 
vice Committee  of  Health  Industries  Asso- 
ciation. Dates  are  October  6 and  7,  1971. 

The  Symposium  will  feature  industry-  dis- 
cussions and  technical  presentations  on 
sterilization  and  the  sterility-  of  disposable 
medical  devices.  Other  allied  topics  of  para- 
mount interest  to  this  segment  of  the  health 
industry-,  such  as  packaging  and  quality  con- 
trol, will  be  included. 


lar  diseases,  gastroenterology-,  the  respira- 
tory- system,  the  musculo-skeletal  system,  cu- 
taneous manifestations  of  diseases,  ortho- 
pedics, anesthesia,  pediatrics  and  psychiatry. 

The  fee  of  $300  includes  tuition,  lunches 
each  day,  several  banquets  and  social  hours, 
and  a comprehensive  set  of  notes.  Registra- 
tion is  limited  to  60  participants  and  will 
be  closed  December  15. 

Sessions  will  be  held  in  the  amphitheater 
of  the  University-  of  Nebraska  Hospital. 

Dr.  Francis  Land,  director  of  the  division 
of  family-  practice,  is  coordinator  of  the 
course,  which  offers  83  hours  of  credit  in 
Category-  I,  American  Academy  of  General 
Practice. 


Headquarters  for  the  Sy-mposium  will  be 
the  Hotel  Sonesta  in  the  Nation’s  Capital. 
More  than  300  representatives  of  industry, 
government,  and  the  academic  community 
are  expected  to  attend. 

Program  details  and  Sy-mposium  data  will 
be  made  available  by  the  Sterile  Disposable 
Device  Committee  of  HIA,  Suite  314,  1225 
Connecticut  Avenue,  N.W.,  Washington,  D.C. 
20036.  Telephone  (202)  659-4610. 


Welcome  New  Members 

William  M.  Berton,  M.D. 

University-  of  Nebraska 
College  of  Medicine 
Department  of  Pathology- 
42nd  and  Dewey  Avenue 
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The  Law 


Catastrophic  coverage  proposed 

Rep.  Durward  Hall  (R)  Mo.,  introduced 
H.R.  19631  which  is  designed  as  a replace- 
ment of  Medicaid  and  also  provides  for  cov- 
erage of  catastrophic  illnesses  . . . Under  the 
bill,  the  Federal  government  would  purchase 
from  private  health  insurance  companies 
basic  health  care  benefits  policies  for  those 
who  are  presently  covered  under  the  Medi- 
caid program.  Although  the  basic  benefits 
would  be  paid  totally  by  the  government,  the 
state  would  be  asked  to  cover  15%  of  the 
cost  of  medical  insurance  provided  beyond 
the  basic  Federal  coverage,  with  the  Federal 
government  contributing  85%  of  the  addi- 
tional premium  cost  . . . The  second  portion 
of  the  bill  calls  for  the  Social  Security  Ad- 
ministration to  provide  90%  reimbursement 
for  the  cost  of  health  and  medical  expenses 
of  any  individual  and  his  dependents  after 
a health  care  expenditure  of  $5,000  or  25% 
of  the  gross  income  of  the  individual,  which- 
ever is  larger,  have  been  paid  either  by  in- 
surance or  from  the  individual’s  personal 
funds.  For  Medicare  beneficaries,  the 
amount  would  be  25%  of  the  gross  income 
or  the  first  $1,000,  whichever  is  greater, 
before  the  program  would  be  operative. 
This  portion  of  the  bill  would  be  financed 
by  a .4%  tax  on  employers  and  employees 
with  the  funds  segregated  in  a public  health 
insurance  fund  from  which  payments  would 
be  made. 


Senate  clears  drug  abuse  bill 

Voting  54-0,  the  Senate  passed  H.R.  18583, 
the  Drug  Abuse  Prevention  and  Control  Act  of 
1970,  after  adopting  an  amendment  by  Sen. 
Dominick  (R)  Colo.,  which  requires  the  Sec- 
retary of  HEW  to  prepare  annual  reports  on 
the  activities  of  the  various  advisory  coun- 
cils established  under  the  Public  Health 
Service  Act.  Sen.  Dominick  commented  that 
there  were  too  many  advisory  councils  pres- 
ently operating  and  that  they  were  not  per- 


forming necessary  activities.  Also  adopted 
by  a vote  of  44-21  was  an  amendment  by 
Sen.  Hughes  (D)  Iowa  establishing  a Na- 
tional Institute  for  the  Prevention  and  Treat- 
ment of  Drug  Abuse  and  Drug  Dependence. 
The  purpose  of  the  Hughes  amendment  is  to 
centralize  all  drug  rehabilitation  and  drug 
treatment  activities  under  one  organization, 
and  provide  for  assistance  to  local  and  state 
drug  treatment  programs  and  for  special 
drug  programs  for  Federal  employees  . . . 
The  bill  will  now  go  to  a conference  com- 
mittee. 

Medical  devices  bill  offered 

Rep.  Rogers  (D)  Fla.,  and  8 others,  have 
introduced  H.R.  19578,  the  Medical  Device 
Safety  Act  of  1970,  which  calls  for  a one- 
year  study  and  inventory  of  medical  devices 
to  be  undertaken  by  the  National  Academy 
of  Sciences,  the  National  Academy  of  En- 
gineering and  other  experts  in  the  field  of 
medical  devices  . . . Certain  devices  would 
require  pre  - marketing  clearance  by  the 
manufacturer  who  would  make  application 
to  the  Secretary  of  HEW  who  would,  in  turn, 
seek  the  advice  of  scientific  panels  on  the 
merits  of  the  individual  applications  . . . 
The  bill  was  referred  to  the  House  Inter- 
state and  Foreign  Commerce  Committee. 

Lead-based  paint  ban  passed 

By  a voice  vote,  the  House  passed  H.R. 
19172,  the  Lead-based  Paint  Elimination  Act 
of  1970,  authorizing  the  Secretary  of  HUD 
to  make  grants  to  local  governments  to  de- 
velop and  carry  out  programs  designed  to  de- 
tect and  remove  lead-based  paints  from  in- 
terior walls  and  surfaces.  The  bill  also  pro- 
hibits the  use  of  lead-based  paint  in  any  new 
construction  or  rehabilitation  of  buildings, 
and  authorizes  the  Secretary  of  HEW  to 
make  grants  to  local  governments  to  carry 
out  programs  to  identify  and  treat  indi- 
viduals suffering  from  lead  poisoning. 
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The  Letter  Box 

Dear  Doctor  Cole: 

A Post  Graduate  Course  entitled  “Recent 
Advances  in  Otorhinolaryngology”  will  be 
held  at  the  University  of  Nebraska  Medi- 
cal Center  on  February  18  and  19,  1971. 
Distinguished  guest  Professor  will  be  Dr. 
Joseph  Ogura  of  Washington  University. 
Dr.  Eugene  Myers  of  the  University  of  Penn- 
sylvania and  Dr.  B.  Hill  Britton  of  the  Los 
Angeles  Foundation  for  Otology  at  the  Uni- 
versity of  Southern  California  will  be  guest 
speakers,  as  well  as  members  of  the  faculty 

Announcements 

Allerg^ists  to  meet 

The  American  Academy  of  Allergj"  will 
present  a two-day  Postgraduate  Course  in 
connection  with  its  27th  Annual  Meeting, 
February  20-21,  1971.  The  meeting  will  be 
held  at  the  Palmer  House  in  Chicago. 

The  Postgraduate  Course  consists  of  four 
general  areas  of  presentation:  Session  #1, 
New  Developments  in  Cellular  Immunology 
and  Session  #2,  Viral  Immunology  will  be 
held  on  Saturday,  February  20th.  Session 
#3,  Recent  Progress  in  Reagin  Research  and 
Session  #4,  Clinical  Immunology  are  sched- 
uled for  Sunday,  the  21st. 

The  American  Academy  of  Allergj^’s  pro- 
grams have  been  accredited  by  the  Ameri- 
can Medical  Association’s  Council  on  Medical 
Education. 

The  Annual  Meeting  Scientific  Sessions 
will  convene  Monday,  February  22nd,  at  8:30 
a.m.,  ending  at  3 :30  p.m.  on  Wednesday, 
February  24th.  The  Program  for  these 
three  days  will  highlight  presentations  of 
new  research  in  allergy  and  related  fields. 

Fifty  informal  luncheon  seminars  will  be 
held  during  the  meeting.  Full  information 
regarding  all  sessions  can  be  obtained  from 
the  Academy’s  Executive  Office:  756  No. 
Milwaukee  St.,  Milwaukee,  Wis.  53202.  Both 
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of  the  University  of  Nebraska  Medical  Cen- 
ter. For  information  contact  the  Office  of 
Continuing  Education,  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Ne- 
braska 68105. 

I really  appreciate  your  helping  us  an- 
nounce this  course. 

Sincerely, 

C.  T.  Yarington,  Jr.,  M.D., 
F.A.C.S., 

Professor  and  Chairman. 


meetings  are  open  to  all  physicians  and  oth- 
ers interested  in  attending. 

Society  for  contemporary 
ophthalmology  to  meet 

The  Society  for  Contemporary  Ophthal- 
mology will  hold  its  first  annual  meeting 
March  4,  5,  6,  1971  at  the  Diplomat  Hotel 
and  Country  Club  in  Hollywood,  Florida. 
The  theme  of  the  meeting  is  continuing  edu- 
cation for  excellence  in  ophthalmology  with 
special  emphasis  on  modern  trends  in  the 
management  of  ocular  diseases.  Individual 
conferences  with  the  speakers  will  highlight 
each  session. 

The  speakers  are : Thursday,  March  U, 
James  H.  Allen,  M.D.,  Tulane  University; 
Jose  Barraquer,  M.D.,  Bogota  (presidential 
address) ; F.  Hollwich,  M.D.,  Munster;  Har- 
vey Lincoff,  M.D.,  Cornell  University;  E. 
H.  Bedrossian,  M.D.,  Wills  Eye  Hospital; 
Crowell  Beard,  M.D.,  University  of  Cali- 
fornia at  San  Francisco ; Friday,  March  5, 
Charles  Schepens,  M.D.,  Harvard  Univer- 
sity; Hermann  Burian,  M.D.,  University  of 
Iowa;  Stuart  Brown,  M.D.,  Cornell  Univer- 
sity; Saul  Sugar,  M.D.,  Wayne  State  Univer- 
sity; John  G.  Bellows,  M.D.,  Northwestern 
University ; SaUirday,  March  6,  Harold 
Scheie,  M.D.,  University  of  Pennsylvania; 
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Alston  Callahan,  M.D.,  Eye  Foundation, 
Birmingham ; Claes  Dohlman,  M.D.,  Har- 
vard University. 

(Registrants  are  invited  to  attend  the  So- 
ciety for  Cryosurgery  meeting  at  the  same 
hotel  on  March  1,  2,  3). 

For  further  information ; Society  for  Con- 
temporary Ophthalmology,  30  North  Michi- 
gan Ave.,  Room  1629,  Chicago,  Illinois  60602. 

JCAH  appoints 

Avis  L.  O’Connor,  R.N.,  and  Walter  S. 
Shakespeare  have  been  named  Assistant  Pro- 
gram Directors  of  the  Hospital  Accreditation 
Program  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,  according  to  an  an- 
nouncement by  John  D.  Porterfield,  M.D., 
Director. 

Seminar  at  Childrens  Memorial 
Hospital 

The  Medical  Staff  of  Childrens  Memorial 
Hospital,  Omaha,  Nebraska,  announces  its 
Eleventh  Annual  Postgraduate  Seminar  to 
be  held  June  10th,  11th  and  12th,  1971.  The 
topic  is  “Pediatrics.”  The  speakers  will  be 
Warren  E.  Wheeler,  M.D.,  Professor  and 
Chairman  of  Pediatrics,  University  of  Ken- 
tucky Medical  Center,  Lexington,  Kentucky; 
Jack  Metcoff,  M.D.,  Professor  of  Pediatrics 
and  Biochemistry,  University  of  Oklahoma 
Medical  Center,  Oklahoma  City,  Oklahoma 
and  Thomas  E.  Zion,  M.D.,  Assistant  Pro- 
fessor of  Pediatrics  and  Neurology,  Baylor 
University  College  of  Medicine,  Houston, 
Texas.  Reservations  may  be  made  with  and 
further  information  obtained  from:  Theo- 
dore R.  Pfundt,  M.D.,  Medical  Director,  Chil- 
drens Memorial  Hospital,  Omaha,  Nebraska 
68105. 


Books 


The  Doctor’s  Shorthand  by  Frank  Cole,  M.D.  Pub- 
lished October,  1970  by  the  W.  B.  Saunders  Company 
of  Philadelphia,  Pennsylvania.  179  pages  (5"x7"). 
Price:  about  $4.75. 

The  author  of  this  useful  book  is  the  Editor  of 
the  Nebraska  State  Medical  Journal.  He  has  col- 


lected nearly  six  thousand  abbreviations  commonly 
used  by  doctors  and  their  co-workers.  By  reading 
this  book  you  will  find  that  “SPCA  may  have 
nothing  to  do  with  cruelty  to  animals,  that  ABC  is 
not  the  alphabet,  that  PTA  does  not  always  I'efer 
to  teachers,  and  that  MIT  is  not  necessarily  a school 
nor  is  HOOD  a criminal.  CPA  may  not  be  an 
accountant,  and  you  cannot  eat  PIE  or  feed  a CAT. 
And  nobody  loved  AMY.” 

This  book  will  make  medical  reading  easier  for 
the  doctor  and  the  medical  student,  the  librarian, 
the  pharmacist,  the  graduate  nurse  and  the  student 
nurse,  as  well  as  those  individuals  in  related  fields 
such  as  insurance  underwriting  and  claims  depart- 
ments, social  work,  etc. 

— F.  Nebe,  M.D. 


Synopsis  of  Dermatology  (Second  Edition)  by 
Wm.  D.  Stewart,  M.D.,  J.  L.  Danto,  M.D.,  and 
Stuart  Maddin,  M.D.  Published  in  August  of  1970 
by  The  C.  V.  Mosby  Company  of  St.  Louis,  Mis- 
souri. 445  pages  (7"xl0")  with  193  illustrations 
and  49  color  plates.  Price  $13.85. 

The  authors  are  all  practicing  dermatologists  in 
Vancouver,  British  Columbia,  Canada.  Doctor  Stew- 
art is  also  Head  of  the  Division  of  Dermatology  at 
the  University  of  British  Columbia  Medical  School. 
They  have  written  an  exceptionally  complete,  ac- 
curate, and  highly  up-to-the-minute  presentation  of 
the  essentials  required  for  both  the  recognition  and 
the  management  of  most  skin  diseases.  This  book 
includes  short  but  clear  summaries  on  the  embry- 
ology, anatomy,  and  physiology  of  the  human  skin; 
an  especially  concise  and  eminently  practical  pre- 
sentation of  diagnosis  by  means  of  regional  local- 
izations; and  an  accurate,  up-to-date  compilation  of 
the  mechanisms  and  manifestations  of  cutaneous 
drug  reactions.  These  are  but  a few  of  the  many 
features  that  should  make  this  book  a front  run- 
ner for  medical  students,  interns,  and  residents,  as 
well  as  for  non-dermatologists  in  private  practice, 
who  must  daily  meet  and  master  dermatological 
problems. 

— F.  Nebe,  M.D. 


Synopsis  of  Obstetrics  (Eighth  Edition),  by  C.  E. 
McLennan,  M.D.  Published  in  March,  1970  by  The 
C.  V.  Mosby  Company  of  St.  Louis,  Missouri.  496 
pages  (5”  X 7”)  with  212  illustrations,  including 
4 in  color.  Price  $9.50. 

Doctor  McLennan  is  Professor  of  Gynecology  and 
Obstetrics  at  the  Stanford  University  School  of 
Medicine,  Stanford,  California.  With  the  collabora- 
tion of  E.  C.  Sandberg,  M.D.,  one  of  his  colleagues, 
he  has  written  an  extremely  useful  little  pocket-sized 
book  designed  in  the  main  for  the  undergraduate 
medical  student  who  needs  an  abridgment  of  the 
material  included  in  the  lai'ge  standard  textbooks 
of  obstetrics,  either  for  an  initial  survey  of  the 
subject  or  for  pre-examination  review.  This  book 
is  equally  useful  for  the  graduate  physician  faced 
with  a qualifying  examination  later  in  his  career, 
and  to  some  extent  also  for  the  generalist,  or  even 
specialist,  seeking  brief  and  easily  located  summa- 
tions of  current  obstetric  thought  and  practice. 

— F.  Nebe,  M.D. 
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Color  slides:  treatment  of  stroke 

Current  knowledge  of  the  practical  treat- 
ment of  patients  with  stroke  is  summarized 
in  a set  of  30  color  slides  and  accompany- 
ing script  prepared  by  the  Heart  Associa- 
tion’s Committee  on  Medical  Education. 

Designed  to  assist  the  physician  in  distin- 
guishing between  proper  candidates  for  sur- 
gical intervention  and  medical  management, 
the  slides  cover  medical  treatment  of  stroke 
through  management  drug  therapy  and  re- 
habilitation; surgical  treatment  and  acces- 
sible extracranial  lesions  and  other  condi- 
tions to  be  considered  for  surgery. 

Entitled  “The  Stroke  Syndrome;  Medi- 
cal and  Surgical  Treatment,”  sets  of  the 
slides  may  be  obtained  through  local  Heart 
groups  or  through  AHA’s  National  Office, 
44  E.  23rd  St.,  New  York,  N.Y.  10010. 


New  films  from  Eaton 

Urologists,  surgeons,  medical  educators, 
physicians  in  other  specialties  and  in  general 
practice  can  now  view  eight  new  films  from 
Eaton  Laboratories’  Medical  Film  Library. 
The  eight,  all  16  mm  color  and  sound  pro- 
ductions, have  an  average  running  time  of 
15  minutes. 

They  are  titled  '.“Anatomy  of  the  Flank: 
Thoraco-abdominal  Approach  to  the  Kid- 
ney” by  Winston  K.  Mebust,  M.D.,  and  Wil- 
liam L.  Valk,  M.D. ; “Surgical  Treatment 
of  Ureteral  Trauma”  by  C.  Eugene  Carlton, 
Jr.,  M.D.,  and  Russell  Scott,  Jr.,  M.D. ; “Sur- 
gical Treatment  of  Urethral  Trauma”  by 
Drs.  Carlton  and  Scott;  “The  Art  of  Retro- 
pubic Prostatectomy”  by  Joseph  J.  Kauf- 
man, M.D.,  and  Patrick  C.  Walsh,  M.D. ; and 
“Ureteral  Peristaltic  Activity”  by  Emil  A. 
Tanagho,  M.D. 

Also : “Belt  Urethroplasty  for  Hypospadi- 
as” by  Foster  Fuqua,  M.D. ; “The  Use  of 
Plantar  Skin  in  Correcting  a Severe  Finger 
Contracture,”  and  “Staged  Reconstruction 
of  the  Severely  Burned  Hand,”  both  by  John 
A.  Boswick,  Jr.,  M.D. ; and  “Accurate  Silastic 


Implants:  Restoration  of  Bony  and  Contour 
Defects  of  Cranium  and  Periorbital  Areas,” 
by  Donald  R.  Laub,  M.D. 

Medical  personnel  who  wish  to  borrow 
these  films  may  contact  their  Eaton  Labora- 
tories representative  or  write : Film  Library, 
Eaton  Laboratories,  Division  of  The  Nor- 
wich Pharmacal  Company,  Norwich,  New 
York  13815. 


Oral  Versus  Inhaled  Corticosteroid  for 
Chronic  Asthma — L.  Niesenbaum  (Jeanes 
Hosp,  Philadelphia  19104).  Ann  Allerg 
28:367-370  (Aug)  1970. 

In  a double-blind  study  two  forms  of  ste- 
roid medication  were  compared  in  chronic 
asthmatics.  The  response  to  aerosol  dexa- 
methasone  administered  via  the  respihaler 
was  significantly  better  than  the  response  to 
oral  dexamethasone.  Subjective  symptoms 
and  objective  physical  findings  were  relieved 
more  by  the  inhalant  dexamethasone  than  by 
the  oral  form.  There  was  no  significant  dif- 
ference seen  between  the  two  forms  in  their 
effect  on  pulmonary  function.  Side  effects 
were  negligible. 

Time  Interval  Between  Ceiwical  Conization 
and  Hysterectomy  — T.  J.  Williams,  T.  R. 
Johnson,  and  J.  H.  Pratt  (Mayo  Clinic, 
Rochester,  Minn).  Amer  J Obstet  Gynec 
107:790-796  (July  1)  1970. 

The  time  interval  during  which  diagnostic 
cervical  conization  may  be  safely  followed 
by  therapeutic  hysterectomy  was  evaluated 
over  a ten-year  period  at  the  Mayo  Clinic. 
The  time  interval  between  the  two  operations 
and  the  type  of  hysterectomy  were  found  to 
be  significant,  relative  to  the  morbidity  and 
length  of  hospital  stay.  Vaginal  hysterec- 
tomy may  be  performed  at  any  time  without 
increasing  these  risks.  If  abdominal  hyster- 
ectomy is  required,  these  risks  are  increased 
when  the  time  interval  between  operations 
is  greater  than  72  hours  and  less  than  four 
weeks. 
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Fremont,  California  94536.  Telephone  415- 
793-2645. 
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SCIENTIFIC  SESSIONS 

Warren  Q.  Bradley,  Chm.  Lincoln 

John  D.  Coe Omaha 

Bruce  F.  Claussen  North  Platte 

Russell  Gorthey  Lincoln 

Stanley  Truhlsen  Omaha 

Paul  J.  Maxwell  Lincoln 

Interim 

Warren  G.  Bosley Grand  Island 

Chas.  Ashby  Geneva 

R.  E.  Garlinghouse  Lincoln 

TUBERCULOSIS  AND  OTHER 
RESPIRATORY  DISEASES 

Wm.  E.  Nutzman,  Chm. Kearney 

George  E.  Lewis  Lincoln 

Dean  McGee  Lexington 

Robert  Scherer West  Point 

J.  Harry  Murphy  Omaha 

John  L.  Batty  McCook 

MEDICINE  AND  RELIGION 

W.  Ray  Hill,  Chm. Lincoln 

Horace  Gif  fen  Omaha 

Thomas  Gurnett Omaha 

Dwaine  J.  Peetz  Neligh 

John  J.  Ruffing Hemingrford 

J.  J.  Hanigan Lincoln 

Interim 

H.  H.  Whitlock  Lincoln 

Merle  Sjogren  Omaha 

INTERIM  COMMITTEES 
COMMITTEE  ON  AGING 
John  A.  Brown,  III,  Chm. Lincoln 

D.  W.  Kingsley.  Sr.  Hastings 

F.  Paustian  Omaha 

Chas.  Bonniwell Omaha 

Vernon  Ward Omaha 

Robert  G.  Osborne Lincoln 

JOINT  COMMITTEE  FOR  IMPROVE- 
MENT OF  THE  CARE  OF 
THE  PATIENT 

W.  C.  Kenner,  Chm. Nebraska  City 

M.  P.  Brolsma  Lincoln 

TRAFFIC  SAFETY 

P.  B.  Olsson,  Chm.  Lexington 

H.  O.  Paulson Lincoln 

Richard  B.  Svehla  Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter Norfolk 

Vern  F.  Deyke Columbus 

CARDIOVASCULAR  DISEASE 
COMMITTEE 

Richard  Booth,  Chm.  Omaha 

Bowen  Taylor Lincoln 

Stephen  Carveth  Lincoln 

Robert  Grissom  Omaha 

Theo.  Hubbard Omaha 

Joseph  Holthaus  Omaha 

EMERGENCY  MEDICAL  SERVICE 

Kenneth  Kimball,  Chm.  Kearney 

Lynn  W.  Thompson  Blair 

Keith  Shuey Tecumseh 

Harris  B.  Graves Omaha 

Loren  E.  Imes Grand  Island 

Donald  F.  Prince _Minden 

Floyd  Shiffermiller  Ainsworth 

John  J.  Ruffing Hemingford 

Interim 

Ralph  Moore Omaha 

SUB-COMMITTEE  ON  ATHLETIC 
INJURIES 

John  G.  Yost,  Chm. Hastings 

Stanley  M.  Bach Omaha 

R.  B.  Benthack  Wayne 

Bruce  F.  Claussen  North  Platte 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Otis  Miller  Ord 

I, .  R.  Smith  Kearney 

George  Sullivan,  R.P.T.  Lincoln 

Wayne  Wagrner,  A.T.  Omaha 

Mr.  Harold  McClure Kearney 


from  the  discord  of  anxiety . . . 


to  emotional  harmony 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

INDICATIONS:  Indicated  when  onxiety,  tension  and  apprehension  are 
significant  components  of  the  clinical  profile. 

CONTRAINDICATIONS:  Patients  with  known  hypersensitivity  to  the  drug. 
WARNINGS:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards. 

PRECAUTIONS:  In  the  elderly  and  debilitated,  and  in  children  over  six, 
limit  to  smallest  effective  dosage  (initially  1 0 mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six.  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

ADVERSE  REACTIONS:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  infrequent 
and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making  periodic 
blood  counts  and  liver  function  tests  advisable  during  protracted  therapy. 


with  the  aid  of  antianxiety 

Librium’ 

(chlordiazepoxide 

HCI) 

5-mg,  10-mg 
and  25-mg  capsules 


In  an  age  of  swift  change  and 
challenge,  susceptible  individuals 
may  experience  varying  degrees  of 
excessive  anxiety.  The  resulting 
emotional  stress  may  precipitate 
significant  functional  disorders  or 
complicate  existing  organic  disease. 
In  properly  individualized  main- 
tenance dosage.  Librium 
(chlordiazepoxide  HCI)  quickly 
helps  relieve  anxiety  and  appre- 
hension, provides  useful  adjunctive 
therapy  in  psychophysiologic 
disorders.  In  long  clinical  ex- 
perience, Librium  has  demonstrated 
a wide  margin  of  safety. 


Also  available: 

Libritabs® 

(chlordiazepoxide) 


Roche 

LABORATORIES 
Division  of  Hoftmann*La  Roche  Inc. 
Nutiey.  New  Jersey  07110 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

C.  R.  Brott,  Beatrice  

Rogrer  D.  Mason.  McCook  

Russell  L.  Gorthey.  Lincoln  

Frank  Cole,  Lincoln  

Kenneth  Neff.  Lincoln  

ADVISORY  TO  AUXILIARY 


Roger  D.  Mason,  Chm. McCook 

Orvi-S  Neely  Lincoln 

John  Filkins  Omaha 

P.  B.  Olsson  Lexington 

Frank  Cole  Lincoln 

Barney  B.  Rees Omaha 

ALLIED  PROFESSIONS 

Jerry  Tamisiea,  Chm. Omaha 

William  T.  Griffin Lincoln 

Patrick  C.  Gillespie  Beatrice 

Dan  A.  Nye Kearney 

Charles  M.  Bonniwell  Omaha 

Interim 

Mrs.  John  C.  Filkins Omaha 

BLOOD  AND  BLOOD  PRODUCTS 

Jerald  Schenken.  Chm. Omaha 

Harold  McConahay  Holdrege 

Arthur  Larsen Omaha 

Harold  Dahlheim  Norfolk 

David  L.  Kutsch  Lincoln 

Glen  F.  Lau  Lincoln 


CANCER 

Ralph  Moore,  Chm. Omaha 

Otto  S.  Troester Lincoln 

Max  Raines North  Platte 

Daniel  Miller  Omaha 

Henry  M.  Lemon Omaha 

Joseph  C.  Scott  Omaha 

Interim 

William  T.  Griffin  Lincoln 

John  B.  Davis  Omaha 

CIVIL  DEFENSE  AND  DISASTER 

J.  P.  Heinke,  Chm. Scottsbluff 

Russell  C.  Brauer Lincoln 

R.  E.  Penry  Hebron 

Max  Raines North  Platte 

John  G.  Wiedman Lincoln 

I.  M.  French Wahoo 

CONSTITUTION  AND  BY-LAWS 

Houtz  Steenburg.  Chm.  Aurora 

Richard  Crotty Omaha 

H.  D.  Kuper  Columbus 

William  Gentry  Gering 

Harold  M.  Nordlund  -York 

John  A.  Brown.  Ill Lincoln 

CONTINUING  COMMITTEE  ON 
MEDICAL  PRACTICE 

R.  W.  Herpolsheimer,  Chm. Seward 

Bryce  Shopp  Imperial 

Richard  DeMay  Grand  Island 

Walter  Armbrust  Omaha 

W.  R.  Miller  Columbus 

Guy  Matson  Lincoln 

DIABETES 

Hiram  Walker,  Chm.  Kearney 

Chas.  Carignan,  Jr. Ravenna 

John  W.  Bengtson Lincoln 

Donald  Pavelka  Omaha 

J.  Wm.  Hervert  Lincoln 

C.  R.  Hankins  Omaha 

HEALTH  EDUCATION  IN  SCHOOLS 
AND  COLLEGES 

S.  I.  Fuenning,  Chm.  Lincoln 

Paul  Bancroft  Lincoln 

George  L.  Osborne Hastings 

R.  C.  Rosenlof Kearney 

H.  V.  Smith Kearney 

Dean  McGee  Lexington 

Interim 

I.  M.  French Wahoo 

W.  Ray  Hill  Lincoln 

Warren  Bosley i Grand  Island 

Mrs.  John  C.  Filkins Omaha 

Mrs  Leland  Olson  Omaha 

Mrs.  Dean  McGee Lexington 

Mrs.  Robert  K.  Jones Lincoln 

HOSPITAL  AND  PROFESSIONAL 
RELATIONS 

K.  J.  Kenney,  Chm.  Fairbury 

William  Giles  Omaha 

E.  J.  Loeffel  Mitchell 

John  Porterfield  Lincoln 

Howard  Yost  Fremont 


INSURANCE 


Roger  D.  Mason,  Chm. McCook 

Stanley  Truhlsen  Omaha 

Paul  Scott  Auburn 

E.  M.  Walsh Omaha 

Frank  Cole  Lincoln 

A.  L.  Smith,  Jr. Lincoln 

Interim 

James  Ramsay  Atkinson 

J.  Whitney  Kelley Omaha 

Eugene  Lanspa  Omaha 


BOARD  OF  TRUSTEES 


President  R.  Russell  Best,  Chm.  Omaha 

President-Elect  Carl  Frank  Scottsbluff 

-Secretary-Treasurer  H.  V.  Nuss  Sutton 

EkJitor  George  B.  Salter  Norfolk 

Executive  Secretary  Russell  L.  Gorthey  Lincoln 


Delegates  — Earl  Leininger,  McCook  : J.  R.  Schenken,  Omaha 
Alternates  — R.  F.  Sievers,  Blair ; Roger  Mason.  McCook 


.MATERNAL  AND  CHILD  HEALTH 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen Lincoln 

Robert  F.  Getty North  Platte 

William  Rumbolz  Omaha 

L.  R.  Smith  Kearney 

J.  A.  McMillan Hastings 


MEDICAL  EDUCATION 


P.  C.  Rosenlof,  Chm.  Kearney 

R.  F.  Sievers  Blair 

Joseph  Holthaus  Omaha 

W.  W.  Waddell  Beatrice 

Chas.  McLaughlin Omaha 

Robert  Stein  Lincoln 

Interim 

Richard  Egan  Omaha 

Robert  Kugel  Omaha 

James  Bridges  Fremont 

MEDICAL  SERVICE 

Frank  H.  Tanner,  Chm.  Lincoln 

Leo  T.  Heywood  Omaha 

John  D.  Baldwin Lincoln 

E.  B.  Reed  Lincoln 

Wm.  F.  Nye  Lincoln 

Dwight  Burney,  Jr.  Omaha 

Interim 

Jerald  Schenken  Omaha 

Dan  A.  Nye Kearney 

Carlyle  Wilson  Omaha 

Wm.  G.  Heusel  Hooper 

Charles  Landgraf,  Jr.  Hastings 

Warren  G.  Bosley  Grand  Island 

Robert  G.  Osborne  Lincoln 

R.  L.  Tollefson Wausa 

John  Hartigan  Omaha 

Louis  Gogela  Lincoln 

Mrs.  John  C.  Filkins Omaha 

Mrs.  P.  B.  Olsson Lexington 

Mrs  Leland  Olson  Omaha 


PUBLIC  RELATIONS 


Wm.  Griffin,  Chm.  Lincoln 

Willis  D.  Wright Omaha 

Theo.  Koefoot,  Jr.  Broken  Bow 

Wm.  Doering  Franklin 

John  W.  Porter  Beatrice 

Donald  Matthews  Lincoln 

Interim 

Mrs.  John  C.  Filkins Omaha 

G.  P.  McArdle  Omaha 

REHABILITATION 

Clyde  Kleager,  Chm. Hastings 

John  M.  Thomas  Omaha 

D.  M.  Frost  Omaha 

F.  S.  Webster Lincoln 

Frank  Stone  Lincoln 

RELATIVE  VALUE  STUDY 

B.  R.  Bancroft,  Chm. Kearney 

James  E.  Ramsay  Atkinson 

C.  N.  Sorensen Scottsbluff 

H.  E.  Mitchell  Lincoln 

Robert  Long Omaha 

Harlan  Papenfuss  Lincoln 

RURAL  MEDICAL  SERVICE 

Robert  B.  Benthack,  Chm.  Wayne 

R.  L.  Tollefson Wausa 

F.  A.  Mountford  Davenport 

Joseph  Holthaus  Omaha 

C.  Lee  Retelsdorf  Omaha 

Francis  L.  Land  Omaha 

Interim 

Michael  Haller Omaha 

SCIENTIFIC  SESSIONS 

Stanley  Truhlsen,  Chm.  Omaha 

L.  Palmer  Johnson  Lincoln 

Warren  Q.  Bradley  Lincoln 

Charles  Ashby  Geneva 

John  D.  Coe Omaha 

Bruce  F.  Claussen North  Platte 

RusseD  Gorthey  Lincoln 


MEDICINE  AND  RELIGION 


W.  Ray  Hill,  Chm.  Lincoln 

Thomas  Gumett  Omaha 

Dwaine  J.  Peetz  Neligh 

John  J.  Ruffing Hemingford 

J.  J.  Hanigan  Lincoln 

Interim 

H.  H.  Whitlock  Lincoln 

Merle  Sjogren  Omaha 

Mrs.  Keay  Hachiya Lincoln 

Donald  F.  Prince Minden 

T.  C.  Kiekhaefer Superior 

Kenneth  C.  Bagby  Blair 

MENTAL  HEALTH  AND  MENTAL 
RETARDATION 

J.  Whitney  Kelley,  Chm. Omaha 

C.  H.  Farrell  Omaha 

James  Dunlap  Omaha 

Robert  Osborne  Lincoln 

John  Baldwin  Lincoln 

Chas.  Landgraf.  Jr.  Hastings 

Interim 

Henry  G.  Waters  Omaha 

Robert  Wigton  Omaha 

C.  T.  Frerichs  Beatrice 

OCCUPATIONAL  AND  INDUSTRIAL 
HEALTH 

E.  N.  Heiser,  Chm. Columbus 

C.  M.  Wilhelmj,  Jr.  Omaha 

Robert  Hillyer Lincoln 

Joseph  Gross Omaha 

Charles  W.  Kraul Omaha 

PLANNING 

L.  S.  McNeill,  Chm. Hastings 

H.  A.  McConahay Holdrege 

Donald  Purvis  Lincoln 

Bernard  Magid  Omaha 

Harley  Anderson  Omaha 

R.  F.  Sievers  Blair 

PREPAYMENT  MEDICAL  CARE 

James  Dunlap,  Chm. Norfolk 

Vincent  Lynn  Geneva 

J.  J.  Grier Omaha 

Clyde  Kleager Hastings 

Russell  Gorthey  Lincoln 

T.  J.  Lemke,  Jr.  Columbus 

PUBLIC  HEALTH 

James  Ramsay.  Chm. Atkinson 

James  Dunlap  Norfolk 

J.  Calvin  Davis.  Ill Omaha 

R.  L.  Grissom  Omaha 

H.  C.  Stewart Pawnee  City 

Thomas  Waring  Fremont 


TUBERCULOSIS  AND  OTHER 
RESPIRATORY  DISEASES 


Wm.  E.  Nutzman,  Chm. Kearney 

Samuel  F.  Moessner Lincoln 

Dean  McGee  Lexington 

Robert  Scherer West  Point 

J.  Harry  Murphy  Omaha 

John  L.  Batty  McCook 

INTERIM  COMMITTEES 
COMMITTEE  ON  GERIATRICS 

John  A.  Brown,  III,  Chm. Lincoln 

D.  W.  Kingsley,  Sr.  Hastings 

F.  Faustian  Omaha 

Chas.  Bonniwell  Omaha 

Vernon  Ward Omaha 

Robert  G.  Osborne  Lincoln 

TRAFFIC  SAFETY 

P.  B.  Olsson,  Chm. Lexington 

H.  O.  Paulson  Lincoln 

Richard  B.  Svehla  Omaha 

Kenneth  Kimball  Kearney 

George  B.  Salter Norfolk 

Vem  F.  Deyke  Columbus 

CARDIOVASCULAR  DISEASE 
COMMITTEE 

Richard  Booth,  Chm. Omaha 

Bowen  Taylor  Lincoln 

Stephen  Carveth  Lincoln 

Robert  Grissom  Omaha 

Theo.  Hubbard Omaha 

Joseph  Holthaus  Omaha 

EMERGENCY  MEDICAL  SERVICE 

Kenneth  Kimball,  Chm.  Kearney 

Lynn  W.  Thompson  Blair 

Keith  Shuey  Tecumseh 

Harris  B.  Graves  Omaha 

Loren  E.  Imes Grand  Island 

Donald  F.  Prince  Minden 

Floyd  Shiffermiller  Ainsworth 

John  J.  Ruffing Hemingford 

Interim 

Ralph  Moore Omaha 

SUB-COMMITTEE  ON  ATHLETIC 
INJURIES 

John  G.  Yost.  Chm. Hastings 

Stanley  M.  Bach  Omaha 

R.  B.  Benthack  Wayne 

Bruce  F.  Claussen North  Platte 

S.  I.  Fuenning  Lincoln 

Paul  Goetowski  Lincoln 

Richard  W.  Hammer Lincoln 

Otis  Miller Ord 

John  E.  Murphy  Aurora 

L.  R.  Smith  Kearney 

Donald  Jackson  Omaha 

George  Sullivan,  R.P.T.  Lincoln 

Wayne  Wagner,  A.T. Omaha 

Mr.  Harold  McClure Kearney 


ORGANIZATIONS,  STATE  = 

Alcoholics  Anonymous 

Lincoln  Center  Bldg.,  Lincoln  68508 

American  Red  Cross 

1701  “E”  St.,  Lincoln  68508 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha  68132 

Creighton  University  School  of  Medicine 
Joseph  Holthaus,  M.D.,  Dean 
2500  California,  Omaha  68131 

International  College  of  Surgeons 

Joseph  J.  Borghoff,  M.D.,  Regent  for  Nebraska 
7906  Dodge  Street,  Omaha  68114 

Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln  68522 
Muscular  Dystrophy  Assn,  of  America 
Robert  Fitzgerald,  District  Director 
6054  Ames  Ave.,  Omaha  68104 
National  Cystic  Fibrosis  Research  Foundation, 
Nebraska  Chapter 

Mrs.  Mona  Boyd,  Executive  Secretary 
636  Medical  Arts  Bldg.,  Omaha  68102 
National  Foundation,  Inc. 

Dick  Rumbolz 

1620  “M”  St.,  Lincoln  68508 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Vernon  G.  Ward,  M.D.,  President 
302  Doctors  Building,  Omaha  68131 
Nebraska  Association  of  Medical  Assistants 
Mrs.  Barbara  McMullen,  President 
4115  North  55th,  Omaha  68104 

Nebraska  Association  of  Pathologists 
Milton  N.  Stastny,  M.D.,  Sec’y-Treas. 

8303  Dodge,  Omaha  68114 

Nebraska  Blue  Cross-Blue  Shield 

Wm.  H.  Heavey,  Executive  Director 
72nd  and  Mercy  Road,  Omaha  68124 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

1620  “M”  Street,  Lincoln  68508 

Nebraska  Chapter 
American  Academy  of  Pediatrics 
Charles  E.  Look,  M.D.,  Sec’y-Treas. 

3610  Dodge  St.,  Omaha  68131 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  M.D.,  Governor  for  Nebr. 
720  Doctors  Building,  Omaha  68131 

Nebraska  Chapter 
American  College  of  Surgeons 
Dr.  Barney  B.  Rees,  Sec’y-Treas. 

419  The  Doctors  Building,  Omaha  68131 

Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 

Nebraska  Diabetes  Association,  Inc, 

Mrs.  E.  H.  Reitan,  Executive  Secy. 

2305  South  10th  St.,  Omaha  68108 

Nebraska  Dietetic  Association 

Marie  Knickrehm,  Ph.D.,  President 

Univ.  of  Nebr.,  East  Campus,  Lincoln  68503 

Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge,  Omaha  68131 

Nebraska  Heart  Association 

Mrs.  Martha  Robertson,  Exec.  Acting  Director 
4155  Dewey  Ave.,  Omaha  68105 


Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln  68508 
Nebraska  Nursing  Home  Association 

Eugene  J.  Thompson,  Executive  Secretary 
3100  “O”  Street,  Lincoln  68510 
Nebr.  Academy  of  Ophthalmology  & Otolaryngology 
William  Carter,  M.D.,  Secretary 
234  Doctors  Building,  Omaha  68131 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  68508 
Nebraska  Psychiatric  Institute 

602  South  44th  Avenue,  Omaha  68105 
Nebraska  Public  Health  Association 
H.  E.  McConnell,  Dr.  P.H.,  President 
State  Health  Dept.,  Lincoln  68509 
Nebraska  Rheumatism  Association 
Dr.  John  F.  Latenser,  President 
809  The  Doctors  Building,  Omaha  68131 
Nebraska  Society  for  Crippled  Children 
4016  Farnam,  Omaha  68131 
Nebraska  Society  for  Internal  Medicine 
John  G.  Brazer,  M.D.,  President 
5804  N.W.  Radial,  Omaha  68104 
Nebraska  Society  of  Anesthesiologists 
Dean  Watland,  M.D.,  President 
8601  W.  Dodge  Road,  Omaha  68114 
Nebraska  Society  of  Medical  Technologists 
Marilyn  Crane,  President 
4019  Nicholas,  Omaha  68131 
Nebraska  State  Department  of  Health 
Henry  Smith,  M.D.,  Director 
State  Capitol  Bldg.,  Lincoln  68509 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secretary 
1902  First  National  Bank  Bldg.,  Lincoln  68508 

Nebraska  State  Nurses  Association 

Darlene  Cording,  Executive  Director 
307  Baird  Bldg.,  Omaha  68102 

Nebraska  State  Obstetric  and  Gynecologic  Society 
Willis  H.  Taylor,  Jr.,  M.D.,  Secretary-Treasurer 

3610  Dodge  Street,  Omaha  68131 

Nebraska  State  Orthopedic  Society 
Harold  Horn,  M.D.,  Secretary 
3145  “0”  Street,  Lincoln  68510 

Nebraska  State  Radiological  Society 
James  P.  Schlichtemier,  M.D.,  Sec’y-Treasurer 
8303  Dodge  St.,  Omaha  68114 
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When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hllUHl®  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depres':  Ji*s.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predispo.sition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
ha  ve  been  reported;  should  these  occur,  discontinue 
' -’»g.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
] blood  counts  and  liver  function  tests  advisable 
c,.'n>|  long-tenn  therapy. 
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Tliis  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice  will  be 
sent.  Requests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 


\ fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


